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ABSTRACT
Clinical supervision plays a significant role in the acquisition of psychomotor skills by
student midwives during training leading to the provision of high quality midwifery
care. However, the acquisition of the psychomotor skills required for successful
practice and learning can only be acquired if student midwives are supported and
guided by clinical supervisors in their learning environments.The main objective was to
determine factors influencing clinical supervision of student midwives at UTH school
of midwifery in Lusaka district.
A sequential explanatory mixed method study design with both quantitative and
qualitative methods was used. The study population comprised 124 nurses and
midwives working in Lusaka urban district at University Teaching Hospital (UTH)
Women and Newborn Hospital, Lusaka College of Nursing and Midwifery and five
urban health facilities which included four (4) first level hospitals and one (1) health
center. A total of 14 student midwives participated in focus group discussions (FGDs).
Self-administered questionnaires were used to collect data from the nurses and
midwives and a FGD guide was used to guide discussions with the student midwives at
Lusaka College of Nursing and Midwifery. Three FGDs were conducted. Quantitative
data was entered into the Statistical Package for the Social Sciences (SPSS) version 22
for windows. Chi-square test was used to test associations among variables. The
confidence interval was set at 95% with a significance level of 0.05. Qualitative data
was analysed using content analysis. Themes and categories were classified by looking
for repeated ideas or patterns of thoughts.
The findings showed that a high percentage of clinical supervisors (89.5%) had not
been trained in clinical supervision, and most respondents had moderate knowledge on
clinical supervision of students. More than half of the respondents (63%, n=78)
exhibited inadequate supervision skills. The attitudes of all the supervisors towards
supervision were positive. A large percentage of respondents (73%) were competent in
clinical supervision. However, the learning environment was considered to be poor by
most respondents (61%). The study revealed a significant association between clinical
supervision and the respondents’ knowledge on clinical supervision (p-value of 0.00).
The current study showed that clinical supervisors were untrained and had inadequate
supervision skills and the learning environment was poor. There is need, therefore, to
v

train clinical supervisors and improve the students learning environment in order to
enhance teaching and learning. The study offers a valuable insight into the factors
influencing students’ midwives learning in clinical learning environment.
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competence/Skills and learning environment.
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CHAPTER ONE
INTRODUCTION
1.1 Introduction
Chapter one provides background information on clinical supervision of midwifery
students. It discusses the statement of the problem, the theoretical framework,
justification of the study, research objectives, research hypothesis, operational and
conceptual definitions and major study variable.
1.2 Background
Clinical supervision is a formal process of professional support and learning that enables
individual practitioners to develop knowledge and competence, assume responsibility for
their own practice, and enhance patient protection and safety of care in a wide range of
situations (O’Connor, 2014). This involves the indirect and direct observation of a
clinical supervisor who is an “appropriately qualified and recognised professional who
guides students’ education and training during clinical placements” (Franklin, 2013).
Clinical supervision is a statutory requirement for midwives (GNC, 2010).
Before a student midwife graduates from training and registers to practice, he/she is
expected to demonstrate competency (GNC, 2010). A student midwife must be able to
put into practice what she has learned in theory, apply the knowledge obtained in the
classroom to exercise educated judgement and make skilled observations throughout the
giving of patient care (Mellish et al., 2000:207). This correlation of theory and practice
and the building of meaningful experience must take place in the field of clinical practice
under supervision by qualified personnel (Ayo, 2006).
In Zambia, training of midwives is regulated by the General Nursing Council (GNC) a
regulatory body formed under 1970 Nurses and Midwives Act (Government of the
Republic of Zambia, 1997). General Nursing Council of Zambia (GNC), as a regulatory
body, collaborates with the International Confederation of Midwives (ICM). The GNC
(2010) recognizes that clinical supervision has an important part of clinical governance,
and a means of maintaining and improving standards of patient care. Clinical supervision
is a statutory requirement for midwives.
During midwifery training students are taught theory and practice. The theoretical aspects
include the scope of practice, legal aspects of midwifery, low and high risk pregnancies,
labour, puerperium and the neonate (GNC, 2010). The practical aspect includes
1

conducting 30 normal deliveries, 10 abnormal deliveries, 10 Manual Vacuum
Aspirations (MVA), 15 Information, Education and Communication (IEC), 30 postnatal
examinations, 15 domiciliary visits, 15 antenatal bookings, 60 antenatal revisits, 18
special family planning cases, 15 ordinary family planning cases, 8 neonatal
resuscitations and 1 case study (GNC, 2016). Acquisition of these competencies requires
supervision by a tutor, clinical instructor and/or professional midwives with relevant
qualification (Quinn, 2013). A clinical supervisor facilitates opportunities during a
student’s clinical practice events that enable the student to achieve learning objectives
that meet the competences required by the regulatory authority. Thus, the clinical
supervisor facilitates the integration of theory into practice and adequate transfer of the
newly acquired clinical skills. These may however be influenced by some factors.
There are a number of factors influencing clinical supervision of student midwives such
as supervisory relationship (Warne et al., 2010). A study by Mwale et al. (2016) in
Christian Health Association of Malawi (CHAM), nursing college in Malawi on factors
affecting acquisition of psychomotor clinical skills by students nurses and midwives
found that; student motivation, lack of resources, learning environment, knowledge-gap
between the qualified nurses and tutors and role modeling affect students’ practical
learning. Happell (2008) reported that quality of time and access to one to one
supervision influence students’ clinical supervision. Other factors include availability of
expertise, educational preparation and positive attitude of supervisor (Tebes et al., 2011).
The main objective of this study therefore was to determine factors influencing clinical
supervision of student midwives in order to ensure the integration of theory to practice
and adequate transference of newly acquired skills.
1.3 Statement of the Problem
Clinical supervision of student midwives is a critical factor for skills acquisition, patient
care and safety (Mwale and Kalawa, 2016). However, supervision of students at Lusaka
School of midwifery is not adequately achieved due to shortage of teaching staff and
midwives in the clinical areas (tables 1, 2, 3 and 4). Lusaka School of Midwifery
currently has two clinical instructors and six tutors and on average there are five to eight
midwives and nurses on duty per shift in labour ward and NICU. These are expected to
work with and supervise 40 student midwives including student nurses on duty. The
School has three intakes of midwifery students totaling more than 251. The ever
2

increasing student population makes it difficult for the midwives to monitor students and
patients effectively. Furthermore, most of the clinical staff are not trained in student
clinical supervision (UTH, 2016). The recommended staff/student supervision ratio is
1:6 and that of clinical instructor/students is 1:10 for them to work effectively, but
currently this is not the case. There has been a public outcry on the caliber of the newly
qualified midwives graduating from midwifery schools (MoH, 2016).
Having a good number of trained clinical preceptors and registered midwives in a clinical
site promotes good and effective training of students (ICM, 2012). Shortage of staff in
most of the clinical sites and increased population of students has contributed to limited
supervision as per guidelines (Setumo, 2013). It is against this background that this
research study was conducted with the purpose of exploring factors influencing clinical
supervision of student midwives at Lusaka School of midwifery.

Table 1: Midwifery and Nursing Staffing Levels in Obstetric Department
Qualification

Registered

Enrolled

Certified

Midwives

Midwives

Midwives

January 2015

61

29

18

February 2015

67

29

28

March 2015

65

28

28

April 2015

66

28

30

May 2015

66

28

30

June 2015

56

26

35

July 2015

57

26

35

August 2015

57

26

35

September 2015

57

25

29

October 2015

58

25

29

November 2015

59

25

30

December 2015

56

26

35

Source: UTH Records 2015
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Table 2: Midwifery and Nursing Staffing levels in Obstetric wards and NICU
Qualification
Labour ward

RM
37

RN
0

CCN PN
0
0

ENM CM
7
19

EN
0

ANP (B01) Ward

5

1

0

0

4

2

0

NICU

4

19

3

2

0

0

11

Source: UTH Records for 2015 and 2016

The low numbers of staff working with a lot of students at a time contribute to inadequate
supervision. Inadequate supervision of students leads to poor acquisition of skills and
competencies thus affecting the quality of care given to clients when these students
qualify. In 2012, Ministry of Health with GNC in partnership with NEPI introduced the
Registered Nursing Midwifery program; in 2013, the clinical nursing instructor program
to help with clinical training of nurses and midwives. Despite all these, the poor
supervision persists hence the need to conduct the study.

1.4 Theory of Reasoned Action
The theory of reasoned action (TRA) is a Model for the prediction of behaviour intention,
spanning predictions of attitude and predictions of behaviour (Ajzen and Fishbein, 1975).
The subsequent separation of behaviour intention from behaviour allowed for
explanation of limiting factors on attitudinal influence (Ajzen, 1980). The TRA was
developed by Martin Fishbein and Icek Ajzen (1975). The key application of the theory
of reasoned action was prediction of behaviour intentions, spanning predictions of
attitude and predictions of behaviour. The subsequent separation of behavioural
intentions from behaviour allowed for explanation of limiting factors on attitudinal
influence (Torney and Alligood, 2002).
Predicting someone’s intentions, knowing these beliefs can be as important as knowing
the person’s attitudes. Perceived behavioral control influences intentions. Perceived
behavioral control refers to people's perceptions of their ability to perform a given
behavior. These predictors lead to intention. A general rule, the more favorable the
attitude and the subjective norm, and the greater the perceived control the stronger should
the person’s intention to perform the behavior in question.
4

The key application of the Theory was prediction of behavioural intentions, spanning
predictions of attitude and prediction of behaviour among the medical doctors and
midwives. This Theory provided some empirical understanding on some of the potential
influencing factors on certain behaviours such as knowledge, training and attitude
influencing clinical supervision of student midwives.
Figure one (1) and two (2) illustrate the theory of reasoned action and the planned
behaviour theory by A and Fishbein. Figure three is a modified theoretical framework
for this study by the researcher using the theory of reasoned action and planned behaviour
theory.
1.4.1 Diagram of Theoretical Model

Figure: 1 Theory of reasoned action model (Fishbein & Ajzen, 1975).

Behavioural
Beliefs

Attitude
toward the
Behaviour
B

Normative
Beliefs

Control
Beliefs

Subjective
Norm

Intention

Behavior

Actual
Behavioral
Control

Perceived
Behavioral
Control

Figure 2. The theory of planned behaviour. Source: Ajzen, I. (1991)

5

Diagram of Modified Theory of Reasoned Action Framework

KNOWLEDGE

TRAINING
INTENTION
TO
PERFORM
BEHAVIOUR

CLINICAL
SUPERVISION
OF STUDENT
MIDWIVES

ATTITUDE

LEARNING
ENVIRONMENT
(Availability of
equipment, material
supplies and clinical
staff)

Figure 3: Modified Theory of Reasoned Action adopted from Ajzen, I. (1975 and
1991).

1.4.2 Application of Theoretical Framework
1.4.2.1 Knowledge of Clinical Supervision
The TRA states that knowledge is a cardinal motivational factor that influences specific
behaviour and that it is one of the best predictor of behaviour (Dyke, 2008). This theory
stipulates that knowledge (subjective norm) is seen as a combination of perceived
expectation from relevant individual or group along with intentions to comply with these
expectations. The person’s perception that most people who are important to him or her
think he or she should not perform the behaviour in question (Fishbein and Ajzen, 1975).
6

In this study, knowledge attained by the midwives from their educational institutions
motivates them to do clinical supervision of student midwives.

1.4.2.2 Training of Midwives
This theory stated that behaviour intention measures a person’s relative strength of
intention to perform behaviour (ability to do something) and that perceived behaviour
control or one’s thoughts indicate a person’s perceived ability to carry out a specific
behaviour successfully (Fishbein and Ajzen, 1975). They further indicated that this could
be attained through formal training. The training that the midwives attained could have
some influence on clinical supervision of student midwives.

1.4.2.3 Attitude of Midwives
Fishbein and Ajzen (1975) stated that attitude consist of a person’s beliefs about the
consequence of performing the behaviour multiplied by his or her evaluation of these
consequences. Attitude towards performing a specific behaviour results from a positive
or negative evaluation of the outcome of the behaviour. The medical doctors and
midwives’ perceived norms or normative influence could have been as a result of wrong
things done by workmates.
According to Ajzen, (1985) described that the Theory of Planned Behaviour looks at the
link between attitudes and behaviour. He stated that behaviour control can be placed over
the opportunities, institutional resources and skills that may be necessary for the
midwives to supervise student midwives in the clinical areas effectively.
If the midwives are availed with institutional resources compliance with the set
guidelines of neonatal resuscitation their competences would be enhanced. This theory
will guide the study in that, attitude of clinical Supervisors towards clinical supervision
will influence their behaviour that will be manifested in what they do when working with
Student Midwives.

1.4.2.4 Learning Environment
This could be the supervisor’s internal and external environment which may move them
to carry out supervision or not. The external environment will include the staff around,
material resources to use and student population. If any of them do not motivate the

7

supervisor like where resources are lacking and staff shortage; the supervisor may be
discouraged and fail to supervise students.

1.5 Justification
There is limited published data on the topic in the country and region. The study aims to
determine if available structure, skills of staff and attitudes contribute to effective
supervision. It is hoped that the study findings will open a way for other scholars and
researchers to look at this problem and further influence policy direction towards helping
the student midwives acquire competencies to enable them practice as expert reflective
practitioners and thus improving the quality of the midwifery profession. Katowa’s 2014
study looked at how Medical Students acquire competency in clinical practice; Mwale
and Kalawa’s 2016 study also looked at the factors affecting acquisition of Psychomotor
Clinical Skills by Student Nurses and Midwives in CHAM Nursing Colleges in Malawi;
Ayo, in 2006 looked at factors influencing clinical teaching of midwifery students in
Selected Schools in Tanzania; while Setumo, in 2013 in her study looked at Midwifery
Students’ Experiences of Clinical Teaching in Limpopo. These studies while touching
aspects of clinical supervision did not cover the topic in detail thus the need to have a
study in Zambia that will look at Clinical Supervision of Student Midwives to help add
to the knowledge.

1.6 Research Question
What factors influence clinical supervision of student midwives at UTH School of
Midwifery in Lusaka urban District?
1.7 Research Objectives
1.7.1 General Objective
To determine factors influencing clinical supervision of student midwives at UTH School
of Midwifery in Lusaka Urban District.

8

1.7.2

Specific Objectives

1.7.2.1 To assess level of knowledge among nurses and midwives working in facilities
where student from UTH School of Midwifery practice from on clinical
supervision of student midwives.
1.7.2.2 To determine attitudes of nurses and midwives towards student midwives.
1.7.2.3 To identify competences of the nurses and midwives working in facilities where
UTH school of Midwifery students practice towards student midwives.
1.7.2.4 To assess learning environment in facilities where UTH school of midwifery
students practice from.

1.8 Null Hypothesis
There is no association between clinical supervision of students and the following
factors:


Knowledge of supervisor regarding supervision



Competence of supervisors



Attitude of supervisors



Staffing levels



Training of supervisor and



Learning environment for students.

1.9 Conceptual Definitions
Knowledge: This is information that enables a Clinical supervisor to have confident
understanding of a subject with the ability to use it in their professional practice
(Berman and Snyder, 2012).
Competence: Knowledge, skill or attitude that enables one to effectively perform
activities of a given occupation or function to the standards expected in employment
(Sellers, Dippenaar and Serra 2013). ICM, (2012) describes Midwifery Competency
as; the requisite knowledge and skills from obstetrics, neonatology, the social sciences,
9

public health and ethics that form the basis of high quality, culturally relevant,
appropriate care for women, new-borns and childbearing families.
Midwife: A person who meets the ICM Definition of the Midwife who has been
educated and trained to proficiency in the ICM Essential Competencies for Basic
Midwifery Practice, demonstrates competency in the practice of midwifery and is
legally permitted to use this title (ICM, 2011).
Student midwife: An individual being trained to provide maternal and neonatal care
to clients in an accredited institution and has met GNC basic requirements for training
(Sellers, Dippenaar and Serra 2013).
Long palpation: This refers to physical examination of a pregnant woman which
comprises detailed client’s history and physical examination (GNC, 2016).
Short palpation: This is refers to routine history and physical examination of the
pregnant woman (GNC, 2016).
Attitude: This is the way a clinical supervisor thinks or feels about her or his role in
supervising student midwives during their training or a nurse midwife’s feelings toward
a student midwife or supervising them (Berman and Snyder, 2012).
Reflection: It is a thoughtful practice, which helps the midwife to plan actions based
on theories and then critically evaluate these actions (Quinn and Hughes, 2013).
Adaptation: The ability to “immerse self fully and openly in new experiences; observe
and reflect on concrete experiences from various perspectives; create concepts that
integrate their observations into logic theory and must apply these theories in decision
making and problem solving (Quinn and Hughes, 2013).
Autonomous: Self-governing, self-regulating: taking responsibility for one’s decisions
and actions (ICM, 2011).
Supervision of Clinical Practice: refers to the overseeing of the development of
clinical skills and acumen, organisation and provision of supervised clinical experience
and evaluation of clinical care with the intention of developing the clinician’s ability to
provide safe and effective care (O’Connor, 2014).
Skills: are those technical, interpersonal and procedural elements that are integral for a
Clinical supervisor to provide safe patient care (O’Connor, 2014).
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Supervision: is the process by which a clinical supervisor has oversight of another’s
practice. It is a process designed to enhance the learning and performance of another
with the direct intention of enhancing the supervisee’s ability to deliver the highest
standard of care (Quinn, 2013).
Supervisor: is a nurse midwife who has the responsibility to oversee the practice of
student nurse midwives, less experienced professional nurse midwives with the intent
of enhancing their knowledge and skills (Quinn, 2013).
1.10 Operational Definitions
Clinical supervision: In this study clinical supervision refers to Students practicing
with guidance of Clinical Instructor or qualified staff to help them acquire clinical
skills.
Knowledge of clinical supervision: Refers to facts or information that a supervisor for
student midwife possess in order to enable her or him supervise students.
Competence of supervisor: Refers to the ability of the supervisor to effectively
supervise student midwives according to the standards expected in employment.
Skills: are those technical, interpersonal and procedural elements that are integral for a
Clinical supervisor to provide safe patient care like delivering, examining mothers and
neonates.
Attitude of supervisor: This is the way a clinical supervisor thinks or feels about her
or his role in supervising student midwives during their training.
Learning environment for students: in this study this was defined as having enough
staff in the clinical area to supervise students, having enough medical and surgical
supplies and students having learning objectives.
Student Midwife: this referred to students studying midwifery at the school of
midwifery.
Supervisor: is a nurse midwife who has the responsibility to oversee the practice of
student nurse midwives.
Adaptation: The ability to of the midwife to work in various obstetrical units and using
experience to apply these theory in decision making and problem solving.
Autonomous: ability to work independently within professional boundaries.
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1.11 Study Variables
The variables were the dependent and independent variables.
1.11.1 Dependent variables
The dependent variable for this study was clinical supervision of student midwives.
1.11.2 Independent Variable
The independent variables for the study were:


Knowledge of supervision



Competence of supervisors



Attitude of supervisors



Staffing levels



Training in supervision



Learning environment for students.
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Table 3: Variables, Indicators and cut off points
No

Variable

1.

1.

Indicators

Dependent variable
Clinical
Yes (Supervises)
Supervision
No (Does not
Supervise)
Independent Variables
Knowledge of
Low
supervision
Moderate

High
2.

Competence of
supervisor

Incompetent

4.

5

Attitude of
supervisor

Training in
supervision of
students

Staffing levels

Learning
environment for
students

5

Ordinal

6-25

Zero score (0)

Score of 4 and below
Scores of 5-7 on
knowledge
Score of 8-10 on
knowledge of
supervision
Score of 4 or less on
questions of
competence.

26, 27

Positive

Scores 5-10 on
attitude

Categorical

Negative

Scores 4 and below on
attitude questions

Trained

Score 1 (trained in
student Supervision)

5

Scores 0 (Not trained
in student supervision)

Inadequate

Zero score
inadequate staff to
supervise students
Score of 1 adequate
staff working with
students

Ordinal

Score of 2 and below
indicates poor
environment

Categorical

Good

Score of 3 indicate
good environment
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24, 25

Categorical

Not trained

Poor

Question
Numbers

categorical

Categorical

Adequate

6

A score of 1

Type of
Variable

Score of 5-10 on
questions of
competence

Competent:
3.

Cut off Point

28

28, 29, 30

1.12 Conclusion
Chapter one (1) discussed background information on clinical supervision of midwifery
students. The statement of the problem, the theoretical framework, justification of the
study, research objectives, research hypothesis, operational and conceptual definitions
and major study variable were discussed. The next chapter focuses on literature review
on the research topic.
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CHAPTER TWO
LITERATURE REVIEW
2.1 Introduction
Literature search involved a review of; ICM, GNC documents, text books and research
articles accessed through Hinari, PubMed, and Medline. A review of literature helped the
researcher to generate an understanding of what is known about the topic under study,
phenomenon, situation, or problem and to identify the knowledge gaps that exist
(Groove, Burns and Gray, 2013). The review of relevant studies helped the researcher to
identify the problems that have been investigated, those that require further investigation,
and those which have not been investigated. At the end of this chapter, the current state
of knowledge and gaps in the research related to this study are also summarized.

2.2 Clinical Supervision
Lyth, (2000) in a study done in Wales acknowledged that; clinical supervision is a
support mechanism for practising professionals within which they can share clinical,
organizational, developmental and emotional experiences with another professional in a
secure, confidential environment in order to enhance knowledge and skills. This thought
was believed to lead to an increased awareness of other concepts including accountability
and reflective practice. In the same study it was noted that the relevance for clinical
supervision was a very important concept for nursing because of the potential benefits it
can bring to patient care and nurses themselves; both individually and as a profession.
Macdonald (2014), state that student midwives need to receive educational training to
prepare them for their role in managing clients with different problems. Educational
supervision facilitates learning and understanding and to promote the development of
skills and resources, as well as integrating theory into practice. This enables midwives to
identify their learning needs and develop an insight into alternative strategies of action.
This is important as on graduation, certification and registration, the trained midwife is
regarded as a practitioner in his/her own right.
Managerial supervision clarifies roles, tasks and boundaries and looks at ethical issues,
as well as highlighting resource implication. Student midwives are the future of the
profession as Bacon (2013) in her article reported. As leaders of the profession it is
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argued that supervisors of midwives must create opportunities to engage strategically in
the development and delivery of midwifery education, and need to be supported in both
academic and practice learning. She noted that, supervision of midwifery can make a
major contribution to the continued safety and wellbeing of women and babies by being
proactively involved in all aspects of midwifery education, both strategically and
operationally, in large groups or in a one-to-one situation with an individual student
midwife.
Heidari and Norouzadeh (2015) reported that providing an optimal clinical environment
and improving the supervision and evaluation of student practice should be prioritized in
schools of nursing and midwifery. They stated that the importance of optimal clinical
nursing education in professional skills development is undeniable. In clinical education,
nursing students are often faced with problems. There was need to determine the most
important barriers and strengths of clinical education from the students’ perspective;
domains of clinical environment, monitoring and evaluation did not show a favorable
condition from the students’ perception. While this study was looking at students’
perception of the clinical education; the findings are relevant to consider since students
are recipients of the education.
According to Muleya, Marshall and Ashwin, (2015), students respect qualified staff as
they learn the skill of their chosen profession from them, and this can have an influence
on what type of health professional they will eventually become. This means that the
mentor and other staff alike should be well vested with knowledge and skills to educate
and train students according to the required professional standard. Licqurish and Seibold
(2007) noted that a positive midwife preceptor-student relationship is an integral part of
successful student midwife learning, and preceptors with helpful qualities enhance
learning. A study on clinical supervision in undergraduate nursing students noted that to
ensure that students are adequately supported and prepared for their transition to new
graduate nurses, the importance and value of good quality clinical supervision cannot be
underestimated in the clinical education environment (Franklin, 2013).
The 2011 Clinical Mentorship Guidelines for Integrated Services developed in South
Africa reveals that, supervision tends to emphasise health facility management. It is often
more hierarchical and managerially-oriented. Supervision is key in many organizational
settings, and the goals are pre-determined by the system. It may be more critical and
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evaluative than the more non-judgmental approach associated with mentorship. The
guidelines stated that making sure supervision is ‘supportive’ may moderate this.
Sharif and Masoumi (2005) conducted a study on nursing students’ experiences during
their clinical practice. The main objective of this study was to investigate student nurses'
experience about their clinical practice. Focus groups were used to obtain students'
opinion and experiences of their clinical practice. Ninety baccalaureate nursing students
at Shiraz University of Medical Sciences (Faculty of Nursing and Midwifery) were
selected randomly from two hundred students and were arranged in nine groups of ten
students. To analyse the data the method used to code and categorise focus group data
were adapted from approaches to qualitative data analysis. Four themes emerged from
the focus group data. From the students' point of view," initial clinical anxiety", "theorypractice gap", "clinical supervision", professional role", were considered as important
factors in clinical experience (Sharif and Masoumi, 2005). The result of this study
showed that nursing students were not satisfied with the clinical component of their
education. They experienced anxiety as a result of feeling incompetent and lack of
professional nursing skills and knowledge to take care of various patients in the clinical
setting.
In Tanzania, Ayo (2006) conducted a quantitative, descriptive non-experimental study
design to identify the factors that influence clinical teaching of midwifery students in
selected postnatal clinical settings. Structured questionnaires were used to collect data
from midwifery tutors/preceptors. The major findings of the study showed that both the
professional and educational qualification of tutors were low, tutors and preceptors were
overworked due to shortage of staff, the school skills laboratory and postnatal wards
lacked equipment and necessary supplies, there were no clinical accompaniment
guidelines, and overcrowding of postnatal patients. Recommendations included
developing the clinical teaching guidelines, employing more tutors, preceptors and
clinical staff; improving the tutors’/preceptors’ educational and professional
qualifications and updating the qualifications of ward supervisors and clinical facilitators.
Mwale and Kalawa, (2016) conducted a study whose aim was to explore students, nurses
and tutors’ experiences of factors affecting acquisition of psychomotor clinical skills.
The study employed an exploratory qualitative research design. The population was
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students, clinical nurses and tutors from a nursing College and mission hospital in the
southern region of Malawi. In depth interviews using a semi structured guide was used
to collect data. Thematic analysis method was employed to analyse the collected data.
Ethical principles of respect of human dignity, beneficence and justice were observed.
The findings showed that acquisition of psychomotor skills is affected by: student
motivation, lack of resources, learning environment, knowledge-gap between the
qualified nurses and tutors, and role modelling. The study concluded that when student
nurses have acquired necessary skills the quality of care provided to patients improve.
The study recommended that students should be well prepared before clinical placement.
Nurses and tutors should also update their knowledge and clinical teaching skills for them
to adequately guide students, and that the clinical arena should have adequate resources.

2.3 Attitude
Sharif and Masoumi (2005) reported that some of the nursing staff have good interaction
with nursing students and they are interested in helping students in the clinical placement.
Ayo (2006) revealed that, the majority of respondents in her study acknowledged the
importance of the postnatal ward supervisor in providing support (technical skills,
evaluation, guidance to independent functions) to the midwifery tutor and the student
midwives during their clinical practice. The data also revealed that not much emphasis
was placed on the student midwife as a member of the multidisciplinary team, requiring
to demonstrate skills needed to provide midwifery care.

2.4 Knowledge
Honkavuo and Lindström (2012) stated that the supervisors of students need to have the
knowledge on how to supervise. According to Rahimi et al. (2005) success in clinical
education requires the adoption of effective approaches to familiarize the students with
new knowledge and essential needs of the clients. This affected the students’ acquisition
of clinical skills. A study conducted in Malawi by Mwale and Kalawa (2016) also found
that knowledge-gap between nurses and tutors hindered clinical skill acquisition by
students. Most students reported that they had noted a discrepancy when it came to
18

performing of procedures among the tutors themselves, as well as the clinical nurses and
midwives.

2.5 Competence
Khan and Ramachandra (2012) in a study entitled; “Conceptual framework for
performance assessment: Competency, Competence and Performance in the context of
assessments in healthcare – deciphering the terminology” in the United Kingdom
reported that Dreyfus Model and appropriate cut-off points could be used with all
‘competency-based assessment of performance’ tools. Such rating scales would allow
benchmarking of performance in particular environments and allow candidates to track
their performance over the years of training.
The 2011 clinical mentorship guidelines was not formerly considered in the public health
system and therefore has not been part of routine planning and budgeting in South Africa.
National, provincial and district budgets need to ensure clinical mentorship activities are
integrated into all training activities and need to take into consideration the minimum
required to ensure clinicians can safely provide quality services learned during didactic
trainings. These include salary support and incentives for competent clinicians (clinical
mentors) and programme costs including travel and accommodation, communication,
and material development/ production. Indirect costs associated with improved clinical
services must also be considered; for example the potential increase in use of essential
medicines.
A study done by Pope et al (2003) showed that midwives who mentor students are central
to providing daily supervision, guidance, passing on practical knowledge and skills, thus
participating in development of the students' clinical competence. Provision of quality
mentorship and use of a transparent assessment process, are essential as the professional
development of learners directly affects the quality of care of women and their families.
The research findings point to the need to find ways to empower the mentors as the key
to strengthening professional clinical education.
Setumo (2013) also in a study carried out in South Africa identified the primary aim of
nursing education as producing or to developing a competent, independent, caring
professional nurse-midwife who is capable of providing quality care based on the needs
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of the patient, family, community and society. The findings revealed that there was a gap
in the utilisation of the tools that guide clinical teaching, such as utilisation of the
objectives and the procedure manual, thereby compromising the quality of midwifery
clinical teaching. Setumo (2013) also reported that students relied more on the tutors.
However, tutors were not always with students in the clinical units, and thus researcher
recommended that tutors should be part of the orientation of students at the beginning of
every clinical placement in order to highlight the important aspects that need to be
covered to bridge the gap between theory and practice
A study by Katowa (2014) entitled “How Medical Students Acquire Competency in
Clinical Practical Skills in Zambia”; revealed that for most practical procedures
participants, reported to have been formally assessed felt competent in performing them.
Therefore if students are aware of the likelihood of being assessed they will learn those
procedures and become competent to the benefit of future patients. In the same study it
was revealed that discrepancies between what students learn and what is expected of
them has resulted in lack of competency in certain clinical practical procedures. The lack
of competence in essential practical procedures has negative impact on patients, medical
students, junior doctors and the medical profession (Katowa, 2014).

2.6 Skills
WHO (2009) states that clinical teaching is an important part of nursing and midwifery
education. Fakhr, (2013) mentioned that understanding the factors that influence the
effectiveness of clinical supervision is helpful in solving the related problems to clinical
experience of students. “Midwives are repeatedly exposed to situations that may cause
them to suffer and reduce their ability to serve the patients/clients. Student midwives are
also clients for clinical supervisors and constantly depend on their guidance to acquire
clinical skills.
The supervisors need to have the knowledge, skills and competencies to provide clinical
supervision” (Honkavuo, and Lindström 2012). Therefore, as shown by Rush (2014)
assessment of clinical skills of undergraduate nursing and midwifery programmes need
to be considered to assess the effectiveness of clinical supervision. Taghinejad and Mehri,
(2008) stated that the importance of clinical nursing education is undeniable in personal,
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professional and clinical skills development. Abbaszade, et al, (2013 stated that nursing
and midwifery education enable nursing and midwifery students to obtain necessary
knowledge and skills to assist public health care provision. “The existing clinical
education does not meet the clinical skills competence of the students. Because of the
large gap between theoretical and clinical nursing education, recognition of clinical
education problems is important”, (Heidari, 2015). A study by Hadizadeh et al (2005)
states that due to their immediate attendance in this process, the students are the best and
most reliable sources for detection of problems.
Heidari, (2015) reported that clinical education challenges from students’ perceptions,
such as unavailability of qualified instructors, inadequate facilities, lack of cooperation
of staff in clinical education, lack of procedures to be practiced by students, inadequate
clinical education tasks, mismatch between objectives and the content of clinical
education curriculum, lack of acquisition of prerequisites before entering the clinical
fields, lack of appropriate opportunities for learning, lack of motivation among students,
knowledge deficit about the profession, implementation of learned objectives in clinical
setting, students' lack of awareness about the objectives and evaluation methods.
Nasrin, Soroor and Soodabeh, (2012) reported that low dignity of the nurses in the clinic,
decreases clinical learning motivation in students, and represents an unpleasant image
from the nursing career to them, because students seek their future dignity and respect by
looking up to the present nurses. Sharif and Masoumi, (2005) noted that literature
supports the need to rethink about clinical skills training in nursing education. In the
findings of their study, it was clear that clinical skills by the students play an important
role in student learning and nursing education in general. According to Licqurish and
Seibold (2007), hands-on learning or practical was emphasised as the most beneficial
learning experience, and students seek for opportunities to work with midwives who
imbued the philosophy they admired rather than becoming desensitized or socialised into
a midwifery culture that was at odds with the course's philosophy.

2.7 Conclusion
Clinical supervision of student midwives has been studied in many parts of the world
such as the Middle East, Australia, Europe and very few in African countries. Most of
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the studies have looked at supervision. There is limited published literature in Africa on
the topic clinical competencies, and skills which are key components of supervision.

22

CHAPTER THREE
METHODOLOGY
3.1 Introduction
In the previous chapter, literature review was discussed. Chapter three describes the
research methodology that includes the study design, study setting, study population,
sample selection, data collection instruments, data collection techniques, ethical
consideration and pre-testing.

3.2 Study Design
The study design was an explanatory sequential mixed method to determine factors
influencing clinical supervision of student midwives in Lusaka district. This method was
used to allow the research understand if registered nurses are adequately prepared for
supervision of students. This is why student midwives who were registered nurses were
involved in the FGD.

3.3 Study Setting
The study setting was the University Teaching Hospital (UTH), a tertiary hospital with a
bed capacity of 1,500, and five health facilities in Lusaka urban district (Chipata,
Chawama, Chilenje, and Matero first level Hospitals and Kalingalinga health center).
Student nurse midwives from UTH school of midwifery practice from these facilities. At
UTH, school of midwifery, obstetrical, gynaecology wards and neonatal intensive care
unit were used, while the maternal child health (MCH) outpatient departments and labour
wards were utilised in the five urban facilities.

3.4 Study Population
The study population included the nursing and midwifery staff who worked the facilities
utilised for the study. These were the ones who were likely to be involved in clinical
supervision of student midwives or student nurse midwives.
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3.4.1 Target Population
These included the nurses and midwives in Lusaka urban district who were working in
the obstetrics and gynaecology wards, and NICU at the UTH, and the MCH; Labour
wards in the urban clinics. Also included were Midwives at Lusaka Schools of Nursing
and Midwifery.

3.5 Sampling Method
3.5.1 Purposive sampling
The Purposive sampling method was used to select the study participants for both the
quantitative and qualitative components.
3.5.1.1 Inclusion criteria
 Nurses and midwives with at least one year working experience who were working in
study sites, willing participate.
 Student Midwives
3.5.1.2 Exclusion criteria
The following were not included:
 Nurses and midwives who had less than one year working experience.
 Those working in departments where student midwives did not practice from.
 Non-residents and part time staff working in the study areas.

3.6 Sample Size
The sample size was one hundred and twenty four (124). It was calculated as follows:
n = Z2 P (1-P) ÷d2
P= proportion of the staff who work with students =0.5
=50%
1- P = 0.5
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Z= 1.96 = Standard normal variant at 95% confidence level
d = ±5% = ± 0.05
n= 1.962 x 0.5 x 0.5÷ 0.052
= 384
Adjusting for the population size of all staff working with students = 182
The final n = n ÷ [1 + (n ÷ n)]
Where N=182, population size
n= 384 calculated
Final n = 384 ÷ [1+ (384÷182)] = 384÷3.11
= 124
The total sample size for Focus Group Discussion (FGD) was 14 student midwives. Two
(2) groups comprised five (5) participants each and one (1) group had four (4)
participants. The minimum number for a group in a FGD is four (Grove, Burns and Gray,
2013).

3.7 Data Collection Tools
3.7.1 Quantitative Data
Quantitative data were collected using a self-completion questionnaire (Appendix 4). A
questionnaire was used to collect data because all the respondents were literate and able
to write. The questionnaire had five (5) sections covering demographic data of the
respondents, knowledge, attitude, competences and skills for clinical supervisors. The
questionnaire had both closed and open ended questions. Closed ended questions allowed
the researcher to collect specific data on the topic at hand, whereas open ended questions
allowed for free expression of participants on issues where they wanted to add more
information that could have been missed out in closed ended questions.
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3.7.1.1 Validity of the data collection tool
Validity was ensured by asking the same questions in the same sequence to each
respondent. Questions were constructed in a simple, clear and precise way in order to
give respondents an opportunity to give clear and precise answers. The data collection
tools were checked by the research supervisors and experts in nurse/midwifery education
such as the standards and education managers at the GNC and principal tutors of
midwifery schools.
3.7.1.2 Reliability of the data collection tool
Reliability was ensured by standardizing the instruments and testing them before the
main study was conducted. A pilot study was conducted in an environment with similar
characteristics to the main study. A pilot study was carried out to check whether the
instruments were able to bring out consistent information to ensure reliability. A variety
of open ended questions were used to allow for spontaneous responses.
3.7.2 Qualitative data collection tool
Data were collected using an FGD guide. The FGD guide had five sections. The sections
had questions on knowledge on clinical supervision, attitude of supervisors towards
supervision, competencies, skills of supervisors, and recommendations.
3.7.2.1 Trustworthiness of data
Trustworthiness is a concept coined in 1989 by Guba and Lincoln as an alternative to the
criteria of reliability and validity that are used in quantitative studies (Ulin et al, 2002).
It refers to the truth value as well as the methodological soundness and adequacy of the
research which is judged through the criteria of credibility, conformability and
transferability (Ulin et al, 2002). For trustworthiness of data interpretations, checking and
verification of data was done with the nurse educators and students.
Credibility is often referred to as the true value. It focuses on the confidence in the truth
of the findings. It relates to how participants can recognize the meaning they gave to a
situation. This includes how the researcher’s interpretation of data is compatible with the
perceptions of the study participants (Holloway and Wheeler, 2002). The researcher
undertook a formal discussion of findings prior to the submission of the dissertation.
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Conformability refers to the way in which the findings and conditions of a study achieve
its aims. It does not result from the researcher’s assumptions and preconceptions. It
requires the researcher to maintain a clear distinction between his or her personal values
and those of the participants through the use of reflexivity (Holloway and Wheeler 2002).
Reflexivity is the researcher’s acknowledgement of her or his role in and influence on
the research project.
Transferability refers to the transfer of study findings to similar situations or
participants. According to Ulin et al (2002), transferability also refers to the application
of lessons learned from one qualitative study to other contexts. If the sample has been
selected carefully to represent the experiences that reflect the key issues in the research
problem. The research setting and the findings in relation to the setting and context of
the setting are described.

3.8 Data Collection Techniques
The researcher employed both quantitative and qualitative methods to collect data. The
quantitative method helped to quantify the factors influencing clinical supervision of
student midwives at UTH School of Nursing and Midwifery in Lusaka district. Data was
collected by use of self-administered questionnaires.
The qualitative approach was used to uncover trends in thought and opinions, and gain
deeper appreciation into the problem of clinical supervision. The qualitative data
collection method used in this study was focus group discussions. The quantitative data
collection tool was also exploratory in order to gain an insight into factors that influence
clinical supervision of Student Midwives in Lusaka urban.
3.8.1 Questionnaire administration
The researcher personally distributed the questionnaires to the respondents at their work
places. Permission to carry out the study was sought from the respondents’ before
administering the questionnaires and the purpose of the study was concisely explained to
them during the process of distribution. The completed questionnaires were collected by
the researcher within 48 hours after distribution. Participants were thanked after receiving
the completed questionnaires.
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3.8.2 Focus group discussion
Three FGDs were conducted with student midwives. The participants were identified and
informed about the discussion before the time of discussion and prior consent was
obtained. The discussions were held in the midwifery classroom and lasted for 45 to 60
minutes. The researcher greeted participants and self-introductions were done. The aims
of the study were explained to participants before commencing the session. They were
informed of the role of the moderator and the recorder. The moderator facilitated the
discussion and the recorder took notes of the content of the discussion, as well as the
emotional reactions of the group interaction. Permission was sought from participants to
record the discussion using a voice recorder (Sony ICD-PX333, Japan). To maintain
order during the discussion, ground rules were formulated such as speaking through the
chair and respecting each other’s opinion. After the discussion the moderator thanked the
participants for their time and participation.

3.9 Pilot Study
Prior to the main study, a pilot study was conducted at Kabwe General Hospital and the
School of Nursing and Midwifery located in Kabwe town. Kabwe is 135 km from Lusaka
city. The purpose of the pilot study was to obtain clarity, find out the appropriateness of
study tools and obtain direction for the main study. The pilot study provided the
researcher with orientation/experience in conducting research and determining the length
of time needed to complete the questionnaire. The pilot study sample constituted ten
percent (10%) of the sample size of the actual study which translated to 12 participants.
The study respondents were selected using purposive sampling method from the School
of Midwifery, labour ward, antenatal/postnatal ward, gynaecology and neonatal unit. The
nurses and midwives working in these wards who consented answered the questionnaire
and five student midwives were involved in the FGD.
Necessary adjustment to the instrument and time required were made after piloting as
follows:


Question 20C the word “maker” was included as it was missing.
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Time for collecting data was extended to 45 days as it was not easy to get respondents
within allotted time due to different schedules and activities carried out in the health
facility.

3.10 Ethical Considerations
Ethics clearance to conduct the study was obtained from the University of Zambia
Biomedical Research Ethics Committee (UNZABREC) and National Research Authority
at MOH before collecting data. Permission was obtained from the Senior Medical
Superintendents of the UTH and Kabwe General Hospital, GNC and Lusaka District
Health Office (DHO). Participants, participated in the study voluntarily and were
informed of the right to withdraw at any time without negative implication. Written
consent was obtained from all participants before they participated. Consideration was
made to those who were not in a state of participating due to time and fatigue related to
their work. The information that was collected was kept confidential (under lock and
key). No names were indicated on the data collecting tools, however, the questionnaires
and FGD guides had serial numbers for the purpose of data entry. The participants in each
group were identified by the group and individual numbers.

3.11 Data Analysis
3.11.1 Quantitative data
The questionnaires were double checked for completeness, consistency, legibility and
accuracy during and after data collection. Upon completion of data collection, the
questionnaires were assigned numerical codes. Collected data was entered by SPSS
version 22 for windows. Chi-square test was used to test associations among variables.
The confidence interval was set at 95% with a significance level of .05.
3.11.2 Qualitative data
Qualitative data were analysed using content analysis to classify words into categories
by looking for repeated ideas or patterns of thoughts.
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CHAPTER FOUR
DATA ANALYSIS AND PRESENTATION OF FINDINGS
4.1 Introduction
The focus of this chapter is on data analysis and presentation of findings. The Researcher
analysed data by systematic organization, synthesis of research data and the testing of
research hypothesis using those data (Creswell, 2014). Questionnaires were distributed
to 124 respondents and there was 100% response rate.
Data were collected using questionnaires and focus group discussion guides. The Focus
Group Discussion Guide was used to conduct focus group discussions with three (3)
groups of five (5) student midwives in each group. A total of fourteen (14) Student
Midwives participated in the discussions. The study sites were UTH Women and
Newborn Hospital, Lusaka School of Nursing and Midwifery, four (4) first level hospitals
and one (1) health center in Lusaka City.

4.2 Data Analysis
This involved a critical appraisal of the results obtained during data collection (Polit and
Beck, 2012).

4.2.1 Quantitative data
First and foremost, questionnaires were counted and checked for completeness, legibility,
accuracy and consistency. Responses from closed ended questions were coded and
entered on the computer using SPSS version 22. Responses from open ended questions
were read through, and answers that belonged together were grouped, a process known
as categorization (Polit, Beck and Hungler, 2001). Numerical codes (1, 2, 3 and so on)
were then assigned to each group and the data were entered on the computer using SPSS
version 22. Chi-square and linear regression were used to test for associations between
dependent and independent variables. The cut off point for statistical significance was
set at 5%, and p-values of 0.05 or less was considered statistically significant, thereby
failing to rejecting the null hypothesis.
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4.2.2 Qualitative data
After each focus group discussion, the recorded information from the voice recorder was
played to the participants to check for consistency of the information recorded and study
participants were asked to clarify any points which were not clear. Transcription of the
data was done which involved writing a full report of the focus group discussions, using
participants’ own words and expressions.
Data were read through to get the repeated themes and general ideas expressed. Content
analysis, which involved classifying words in a text into a few categories chosen because
of their theoretical importance (Burns, Grove and Gray 2013) was used to analyse data.
Responses from the three (3) groups of students were compared.

4.3 Presentation of Findings
4.3.1 Quantitative data
Research findings were presented according to the sections of the interview schedules.
Some data have been grouped together to give an overall picture. Data was presented
using frequency tables, pie charts, histograms and cross-tabulations. Tables, and Charts
were used to avoid monotony in data presentation, while cross-tabulations were used to
show relationships between variables.
Section A: Demographic Data of the Respondents
Section A of the questionnaire elicited information on the respondents’ demographic
data.
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Table 4: Demographic Characteristics of participants (n=124)
Demographic

Frequency

Percent

21 – 34

42

33.9

35 – 44

44

35.5

45 – 55

32

25.8

Above 55

6

4.8

124

100.0

2

1.6

Female

122

98.4

Total

124

100.0

Certificate in Midwifery

81

65.3

BSc Nursing

23

18.5

Master's Degree

3

2.4

Other

17

13.7

Total

124

100.0

Less than 1 year

16

12.9

1-3 years

44

35.5

4-6 years

28

22.6

Above 6 years

36

29.0

Total

124

100.0

Characteristics
Age

Total
Sex
Male

Academic Qualifications

Years Supervising Students

Trained in Supervision
Valid

Yes

13

10.5

No

111

89.5

124

100

Total

Table four shows that, most 44 (35.5%) of respondents were aged between 35 and 44
years, followed by 33.9% who were aged between 21 and 34 years. Respondents aged
between 45 and 55 years were 32 (25.8%), while 6 respondents constituting 4.8% were
aged above 55 years.
The majority (98.4%, n=122) of the respondents were female, while 1.6% (n=2) were
male.
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In terms of academic qualifications, most (65.3%) respondents had Certificates in
Midwifery, followed by 18.5% who had BSc Degrees in Nursing. Respondents with
Masters Degrees constituted 2.4% while 13.7% reported having qualifications classified
as ‘Other’.
Concerning the number of years of supervising student midwives, 35.5% of the
respondents reported having supervised for 1 to 3 years, followed by those who reported
having supervised for more than 6 years (29%). Respondents who had supervised for 4
to 6 years constituted 22.6% while 12.9% reported having supervised for less than 1 year.
On whether they had been trained in clinical supervision of student midwives; the
majority (89.5%) of the respondents’ response was in the negative while 10.5%
responded in the affirmative.

SECTION B: Knowledge of Supervision by the Supervisors
Section B of the questionnaire elicited information on supervisors’ knowledge on clinical
supervision. This involved questions on time spent with students per shift, modes of
clinical supervision, methods of meeting students’ clinical learning needs during
practice, methods of ensuring students’ progress during clinical placement, time when
feedback is given with regard to students’ clinical learning, mode of giving feedback to
students about their clinical learning, teaching strategies used during clinical teaching,
and a conducive learning environment for student midwives. A midwife’s competence
contributes to how he/she works with student midwives, who usually participates in
clinical supervision, definition of a competent midwife, contributing factors to
acquisition of skills. Factors helping acquisition of competence and respondents overall
knowledge levels on clinical supervision. Data on supervisors’ knowledge on clinical
supervision is presented in figures 2, 3, 4 and 7 and tables 7-17. The overall knowledge
of the respondents is presented in figure 6.
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Table 5: Time spent supervising students per shift
Time
30-45 Minutes
46-60 Minutes
Above 60 Minutes
Total

Frequency
26
22
76
124

Percent (%)
21.0
17.7
61.3
100.0

On how much time was spent with students per shift, 61.3% of the respondents said they
spent more than 60 minutes, 21% reported spending 30 to 45 minutes, while 17.7%
reported spending 46 to 60 minutes.

Mode of supervision

One to One
34%

Group Session
66%

Figure 4: Pie Chart on modes of clinical supervision

On the mode of supervision of students as shown in figure 4, more than half of the
respondents (66%) said they used group sessions while 34% said they employed a oneto-one strategy.
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Table 6: Respondents responses on methods of meeting student midwives clinical
learning needs during practice (n=124)
Method of Meeting clinical

Frequency

Percent (%)

43

13

106

32

90

27.2

85

25.7

Others

7

2.1

Total

124

100

learning needs
providing them with a lot of
theory before practice
Demonstration of midwifery
procedures before practice
Assigning students tasks and
allocating them into shifts
Acting as a role model to
students

The most (32% n= 106) common method of meeting clinical learning needs of students was
‘Demonstration of midwifery procedure before practice as indicated in table seven. This
was followed by ‘Assigning students tasks and allocating them into shifts (27.2%), ‘Acting
as a role model to students’ came in third (25.7%, providing theory before practice’ (13%)
while ‘Other’ comprised 2.1% of the total responses.
Table 7: Respondents responses on methods of ensuring student’s progress during
clinical placement (n=124)
Method of ensuring

Frequency

Percent (%)

Meeting with clinical staff

64

41.6

Weekly reports

40

26

Monthly reports

30

19.5

Others

20

13

124

100

students’ progress

Total

Most (41.6%, n=64) of the respondents said they ensured the progress of students during
clinical practice by meeting with clinical staff, 32.3% said by weekly reports, 24.2% said
by monthly reports, and 16.1% said by ‘Other means’. Of the total responses, meeting
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with clinical staff constituted 41.6%, weekly reports constituted 26%, monthly reports
constituted 19.5%, while ‘Other means’ constituted 13%.
Table 8: Methods used for evaluating midwifery Students’ progress during clinical
placement by the Respondents (n=124)

Evaluation Method

Frequency

Percent (%)

Continuous evaluation

90

27.8

End of every semester

26

8

End of demonstration/simulation/role play

78

24.1

Workbooks

61

18.8

Final practical assessment

45

13.9

Written field reports from the ward supervisors

17

5.2

Others

7

2.2

Total

124

100

The findings on methods used to evaluate student midwives’ progress during clinical
practice indicates that 27.8% of the respondents used continuous evaluation method, 24.1
% used end of demonstration/simulation\role play, 18.8% used workbooks, 13.9% used
final practical assessment, 5.2% used written field reports from the ward supervisors and
2.2 % used others methods.

Table 9: Responses on time when feedback is given to student midwives with
regard to their clinical learning by the Respondents (n=124)
Time of Feedback

Frequency

Percent
(%)

End of semester

28

15.9

End of the year

21

11.9

End of the course

34

19.3

When they request

41

23.3

Other times

52

29.5

Total

124

100

Table 9 indicates time when the respondents gave feedback to student midwives with
regard to clinical training, 29.5% of the respondents said ‘other times, 23.3% said when
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they requested, 19.3% said at the end of the course, 15.9% said at the end of the semester,
and 11.9% said ‘at the end of the year.

Table 10: Respondents responses on mode of giving Feedback to Students about
their clinical learning (n=124)
Mode of Feedback

Frequency

Percent (%)

Individually in a private place

103

46.6

In a group of fellow students

40

18.1

On the spot when attending a client

36

16.3

In a classroom with preceptors/clinical instructors

14

6.3

In the presence of the ward supervisor

23

10.4

Others

5

2.3

Total

124

100

As indicated in table 10, 46.5% of the respondents gave feedback individually to
students in a private place, 18.1% gave feedback in a group of fellow students, and
16.3% gave feedback on the spot when attending to a client, 10.3% gave feedback in
the presence of the ward sister and 6.3% gave feedback in a classroom with
preceptors/clinical instructors.
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Table 11: Teaching Strategy used during clinical Teaching by the respondents
Teaching Strategy

Frequency Percent (%)

Case study/presentation

40

8.5

Problem-solving

50

10.6

Demonstration

113

24

Clinical judgment

52

11.1

Nursing rounds

60

12.8

Ward rounds

51

10.9

Clinical meeting

60

12.8

Situational teaching

38

8.1

Other

6

1.3

Total

124

100

The findings in table 11 shows that the most common strategy used by the respondents
in the clinical area was demonstration (24%), 12.8% of the respondents used nursing
round and clinical meetings respectively, 11.1% used clinical judgment, 10.6% used
problem solving, 8.5% used case study/presentation and 1.3 used other strategies.

Table 12: Respondents responses on a conducive learning environment for
student midwives
Conducive learning environment

Frequency Percent (%)

Adequate physical environment to deliver quality care

19

15.1

Facilitate development of clinical competencies

96

16

Adequate Resource

81

13.5

Appropriate Humanistic Approach

55

9.2

Team Work

85

14.1

Management Styles

57

9.5

Teaching and Learning Support

88

14.6

Provide Clinical Laboratory

40

6.7

Others

8

1.3

124

100

Total
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In table 12, the respondents’ responses on a conducive learning environment for student
midwives are presented. 16% of the respondents said that a conducive learning
environment facilitate development of clinical competencies, 15.1% it has adequate
physical environment to deliver quality care, 14.6% said that it provides teaching and
learning support,14.1% said it is characterized by Team Work, 13.5% said that it has
adequate resources, 9.5 said it is it is characterized by good management style, 9.2 said
that it is characterized by appropriate humanistic approach, 6.7% said that it provides for
clinical laboratory and 1.3% said others.
Table 13: Respondents responses on whether Midwife’s competence
contribute to how he/she works with Student Midwives
Midwife’s Competence

Frequency

Percent (%)

Yes

122

98.4

No

2

1.6

Total

124

100

On whether they thought the midwife’s competence contributed to how he/she worked
with student midwives, 98.4% of the respondents said yes, while 1.6% said no (Table
13).
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Who usually participate in clinical supervision

56.5%

Respondents (%)

60
50

36.3%

40
30
20

7.3%

10
0
A Competent
Midwife

A Competent
Reflective
Midwife

A Caring
Midwife

Type of Midwife

Figure 5. Histogram on usual participants in clinical supervision (n=124)

Figure 5 above depicts the distribution to the question of who usually participates in
clinical supervision, most (56.5%) of the respondents said it is a ‘Competent Reflective
midwife’, 36.3% said it is a ‘Competent midwife’, while 7.3% said it is a ‘Caring
midwife’.

Table 14: Respondents responses on a definition of a competent midwife

Competent Midwife

Frequency

Skillful in practice
Very fast worker
Skillful and critical decision maker
Total

Percent (%)

14

11.3

3

2.4

107

86.3

124

100

On whom the respondents considered to be a competent midwife, more than three quarters
(86.3%) of the study respondents said it is a ‘Skilful and critical decision maker’, 11.3% said
it is one who is ‘Skilful in Practice’, while 2.4% said it is a ‘Very fast worker’.
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Table 15: Respondents responses on contributing factors to acquisition
of skills
contributing factors to acquisition of

Frequency

Percent (%)

Routine practice

44

35.5

Working according to guidelines of the

64

51.6

Time spent with clients

13

10.5

others

3

2.4

Total

124

100

skill

profession

The frequency tabulation on what contributes to acquisition of competence above shows
that 51.6% of the respondents mentioned ‘working according to guidelines of the
profession’, 35.5% mentioned ‘routine practice’, 10.5% mentioned ‘time spent with
clients’, while 2.4% mentioned ‘other things’.

Table 16: Respondents responses on factors helping acquisition of competence
Factors helping Acquisition of

Frequency

Percent (%)

Experienced staff

86

69.4

Staffing levels

30

24.2

Others

8

6.5

Total

124

100

competence

On what they thought could help student midwives acquire competences, 69.4% of the
respondents said it is experienced staff, followed by 24.2% who said it is staffing levels.
6.5% of the respondents said it is ‘Other things’.
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Knowledge
48.4%

Respondents(%)

50
40

32.3%

30

19.4%

20
10
0
Low

Moderate

High

Knowledge Levels

Figure 6: Histogram showing knowledge levels on clinical supervision

Figure 6 on knowledge levels, less than half (48.4%, n=60) of the respondents had
moderate knowledge, followed by 32.3% of who had low levels of knowledge.
Respondents with high knowledge constituted less than a quarter (19.4%, n=24) of the
study respondents.

Section C: Attitudes of Supervisors towards Student Midwives

In this section, attitudes of supervisors towards clinical supervision were assessed. The
clinical supervisors were asked to either agree or disagree with the statement clinical
supervision of student midwives was necessary and whether student midwives should
be supervised during clinical experience and the data is presented in figures 7 and 8.

Numerical Rating Scale (NRS)
Disagree (n=0)

0

1

2

3

Agree (n=124)

4

5

0-5 (indicates disagree)

6

7

8

9

5 and above (indicates agree)

Figure 7: Clinical Supervision is Necessary (n=124)
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10

On whether clinical supervision of student midwives was necessary during clinical
experience, all the respondents agreed with the statement as shown in figure 7.

Numerical Rating Scale
Disagree (n=0)

0

1

2

Agree (n=124)

3

4

5

0-5 (indicates disagree)

6

7

8

9

10

5 and above (indicates agree)

Figure 8: Student Midwives should be supervised (n=124)

On whether clinical supervision of student midwives require supervision during clinical
experience all respondents agreed as shown on the Likert scale in figure 8.
Table 17: Areas of supervisors’ competences (n=124)
Midwifery procedures taught to

Frequency

students

Percent
(%)

Examination of a Pregnant woman

107

22.1

Management of Labour

104

21.5

Postnatal examination of a mother

102

21.1

Examination of the Newborn

104

21.5

Other

67

13.8

Total

124

100

Table 17 shows areas of competences of supervisors, 22.1%t of the supervisors were
competent in the examination of a pregnant woman, 21.5% each were competent in
Management of labour and examination of the newborn respectively, 21.1% were
competent in postnatal examination of a mother and 13.8% were competent in other
procedures.
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Ways to help Students to make critical decisions when
practicing

Respondents(%)

80

65.3%

60
40

16.1%

14.5%

20

4%

0
Sending them
to do
different
tasks

Observing
qualified
Midwives

Reading a lot

Other

Ways of helping

Figure 9: Histogram on ways of helping students to make critical decisions when
practicing

Regarding on how to help students make critical decisions when practising, more than
half (65.3%, n=81) of the respondents suggested making students to do different tasks,
followed by 16.1% (n=20) who suggested making students read a lot. Respondents who
suggested that making students observe qualified midwives could help them make critical
decision constituted 14.5% (n=18), while 4% (n=5) suggested other ways.
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Clinical Supervision
70

Inadequate,
63%

60
50

Adequate, 37%

40
30
20
10
0
Inadequate

Adequate

Figure 10: clinical supervision
On clinical supervision the majority (63%) of the respondents exhibited inadequate
supervision skills while 37% exhibited adequate supervision skills.

Competence
80

Competent,
73%

70
60
50
40
30

Incompetent,
27%

20
10
0
Incompetent

Competent

Figure 11: Clinical supervision competences

Figure 11 shows that almost three quarters of respondents (73%, n=91) exhibited
competence while (27%, n=33) exhibited incompetence in clinical supervision of student
midwives.
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Section E: Learning Environment of Students
In order to determine what constitutes a conducive learning environment, respondents
were asked to state whether staffing levels, equipment and supplies and learning
objectives for students were provided. This information is provided in tables 19 to 21.
Figure 12 provides information on the overall students learning environment.

Table 18: Respondents responses on the availability of adequate numbers of staff
in the clinical area to assist with student supervision
Availability of staff in clinical area

Frequency

Percent (%)

Yes

34

27.4

No

86

69.4

Others

4

3.2

Total

124

100

On whether there were adequate numbers of staff in the clinical to assist with student
supervision, 69.4% of the respondents said “No”, 27.4% said “yes” while 3.2% of the
respondents gave a response classified as ‘Other’.

Table 19: Respondents responses on whether equipment and materials supplies in the
clinical area to aid in supervision student midwives are adequate
Adequate equipment and materials in the clinical Frequency

Percent (%)

areas
Yes

40

32.3

No

78

62.9

Others

6

4.8

Total

124

100

Table 19 shows respondents’ response on whether there were adequate materials and
equipment in the clinical area to enable them supervise student midwives; more than half
of respondents (62.9%, n=78) answered in the negative, 32.3% (n=40) answered in the
affirmative, while 4.8% (n=6) were not sure.
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Table 20:

Respondents responses on whether the learning objectives are

availed to them during clinical allocation
Learning objectives availed to

Frequency

Percent (%)

Yes

100

80.6

No

18

14.5

Not sure

6

4.8

124

100

respondents during clinical allocation

Total

On whether students learning objectives were availed to them when students went for
clinical allocation, 80.6% of the respondents said “Yes”, 14.5% said “No”, while 4.8%
were not sure.

Learning Environment

Good
39%

Poor
61%

Figure 12: Pie Chart of students learning environment

As indicated in figure 12, more than half of respondents (61%, n=76) described the
students learning environment as being poor while (39%, n=48) described it as being
good.
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SECTION F: Relationship between the Dependent and Independent Variables
Section F presents information on association among the dependent (clinical
supervision) and independent variables (Knowledge of clinical supervision,
competence, learning environment, attitude of supervisor, staffing levels and training in
supervision).
Table 21: Relationship between Clinical Supervision and the respondents
Knowledge on clinical supervision
Knowledge of
clinical
supervision

Clinical supervision

Adequate
7 (17.7%)

40 (100%)

Moderate 41 (68.3%)

19 (31.7%)

60 (100%)

High

4 (16.7%)

20 (83.3%)

24 (100%)

Total

78 (62.9%)

46 (37.1%)

124 (100%)

Low

Inadequate
33 (82.5%)

Total

P value

0.000

From the above table of knowledge and supervision, it was observed that in respondents
with low knowledge, inadequate supervision was recorded at 82.5% and adequate
supervision at 17.5%. In respondents with moderate knowledge, inadequate supervision
dropped to 68.3% while adequate supervision increased to 31.7%. The trend continued
in respondents with high knowledge, where inadequate supervision dropped further to
16.7% while adequate supervision increased to 83.3%.
This pattern was confirmed to be statistically significant by the chi-square test as it
yielded a p-value of 0.00 which is less than 0.05. Hence we reject the null hypothesis and
conclude that there is a relationship between Clinical Supervision and Knowledge (X2
=29.328, N=124, p < 0.05, 2-tailed).
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Table 22: Relationship between clinical supervision and supervisor’s competence
in clinical supervision
Clinical supervision

Total

P value

supervisor’s competence
in clinical supervision
Incompetent

Inadequate

Adequate

25 (75.8%)

8 (24.2%)

33 (100%)

Competent

53 (58.2%)

38 (41.8%)

91 (100%)

Total

78 (62.9%)

46 (37.1%)

124 (100%)

0.074

The analysis of data on clinical supervision and supervisors competence shows that in
respondents that exhibited incompetence, inadequate supervision stood at 75.8% while
adequate supervision at 24.2%. In respondents that exhibited competence, inadequate
supervision dropped to 58.2% while adequate supervision increased to 41.8%. However,
this observed pattern was found not to be statistically significant as the chi-square test
yielded a p-value of 0.074, which is greater than 0.05. Hence we fail to reject the null
hypothesis and conclude that there was no sufficient evidence for us to conclude that
there is a relationship between Competence and Clinical Supervision (X2 =3.184, N=124,
p > 0.05, 2-tailed).
Table 23: Relationship between clinical supervision and the students learning
environment
Learning
environment

Clinical supervision
Inadequate

Total

P value

Adequate

Poor

50 (65.8%)

26 (34.2%)

76 (100%)

Good

28 (58.3%)

20 (41.7%)

48 (100%)

Total

78 (62.9%)

46 (37.1%)

124 (100%)

0.402

Concerning clinical supervision and the students learning environment, the analysis of
data shows that in respondents who reported a poor learning environment, inadequate
supervision was recorded at 65.8% and adequate supervision at 34.2%. In respondents
who reported a good learning environment, inadequate supervision dropped to 58.3%
while adequate supervision increased to 41.7%. The chi-square test conducted yielded a
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p-value of 0.402, which is greater than 0.05, rendering the observed correlation not
statistically significant. Hence we fail to reject the null hypothesis and conclude that there
was no sufficient evidence for us to conclude that there is a relationship between the
learning environment and clinical supervision (X2 =0.701, N=124, p > 0.05, 2-tailed).
Table 24. Relationship between Staffing Levels and Clinical supervision
Adequate Numbers
of Supervisors

Clinical supervision
Inadequate

Total

P value

Adequate

Yes

20(58.8%)

14 (41.2%)

34 (100%)

No

58 (64.4%)

32 (35.6%)

90 (100%)

Total

78 (62.9%)

46 (37.1%)

124 (100%)

0.677

From the crosstab above, in respondents who rated staffing levels as adequate, the rating
of clinical supervision as inadequate stood at 58.8% while the rating as adequate stood at
41.2%. In respondents who rated staffing levels as not adequate, the rating of clinical
supervision as inadequate increased to 64.4% while the rating as adequate dropped to
35.6%.

This pattern was however found not to be statistically significant as the chi-

square tests yielded a p-value greater than the significance threshold of 0.05. Hence we
fail to reject the null hypothesis and conclude that there was no sufficient evidence for us
to prove that there is an association between staffing levels and clinical supervision (X2
=0.334, N=124, p > 0.05, 2-tailed).
Table 25. Relationship between Training and Clinical supervision
Training of
Supervisors

Clinical supervision
Inadequate

Total

P value

Adequate

Yes

5 (38.5%)

8 (61.5%)

13 (100%)

No

73 (65.8%)

38 (34.2%)

111 (100%)

Total

78 (62.9%)

46 (37.1%)

124 (100%)

0.054

From the crosstab on training and clinical supervision, it was observed that in respondents
who reported having been trained in clinical supervision, the rating of clinical supervision
as inadequate was recorded at 38.5% while the rating as adequate stood at 61.5%. In
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respondents who reported not having been trained, the rating of clinical supervision as
inadequate increased to 65.8% while the rating as adequate dropped to 34.2%. This
observed relationship was found not to be statistically significant as our chi-square test
results gave a p-value of 0.054, which is greater than 0.05. Hence we fail to reject the
null hypothesis and conclude that there was no sufficient evidence for us to prove that
there is an association between staff training and clinical supervision (X2 =3.718, N=124,
p > 0.05, 2-tailed).
Table 26. Multivariate Logistical Regression Model on Clinical Supervision
Independent Variable Level
P-Value Odds Ratio
95% Confidence
Interval
Lower

Upper

Moderate Knowledge

.171

2.130

.722

6.282

High Knowledge

.000

54.749

10.405

288.074

Competence

.035

4.209

1.103

16.067

Learning environment

.051

3.465

.997

12.046

Staffing

.563

.669

.171

2.617

Training

.070

3.690

.898

15.169

Constant

.000

.035

A binary logistic regression test was done to check the combined impact of knowledge,
competence, learning environment, staffing levels and training on the adequacy of
supervision. With all cases included in the analysis, the dependent and independent
variables were coded. It was observed that changes in knowledge levels from moderate
to high would contribute significantly to the regression model while changes in all other
variables would not contribute significantly.
On the overall, our regression model was statistically significant (X2 = 44.474, p = 0.000)
and could account for 41.1% variation in the outcome variable. The model could predict
inadequate supervision with an accuracy of 84.6% and adequate supervision with 63%
accuracy. Overall, the model had a prediction accuracy of 76.6%.
In the model or equation, changes in knowledge from moderate to high and competence
levels from incompetent to competent impacted significantly on the model, with
respective p-values of 0.000 and 0.035. Changes in all other variable levels were not
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statistically significant to the model, with p-values ranging from 0.051 to 0.563. Changes
in knowledge from moderate to high raised the odds of adequate supervision 54.7 times
while changes in competence levels from incompetent to competent raised the odds of
adequate supervision 4.2 times.

4.3.2 Qualitative Data
Focus group discussion data were summarized using a narrative method. The narratives
from the research participants were presented as indicated below.
4.3.2.1 Focus Group Discussions
4.3.2.1.1 Demographic Characteristics of the Participants
All the participants were student midwives from Lusaka School of Midwifery at UTH in
Lusaka City. The participants were divided into three groups which consisted of students
who had different ages. The groups comprised five (5) participants each and one group
had four (4) participants.
The first group (Group 1) of five (5) comprised student midwives aged 26-47 years. All
five (5) were female with educational level being college. Three (3) were married and
two (2) were single. All the five (5) were registered nurses and Christians.
The second group (Group 2) comprised of four (4) discussants females aged 33- 47 years.
All had college education as their highest level of education. Two (2) were married, one
(1) was single and the other one was widowed. All the four (4) were Christians.
The third group (Group 3) comprised of five (5) discussants who were all female and
aged 28- 39 years. All had college as their highest level of education. Three (3) were
married, Two (2) were single. All the five (5) were Christians.
All the fourteen (14) respondents were student midwives from the same intake. The
discussion was guided by the questions in the FGD guide.
4.3.2.2 Responses from Focus Group Discussion
During the discussion three major themes emerged and these were Knowledge on clinical
supervision of student midwives, attitude of clinical supervisors towards supervision, and
competencies and skills of clinical supervisors.
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4.3.2.2.1 Knowledge on clinical supervision of student midwives
When asked whether participants had supervised student midwives before, one
participant from

group one participants said “I have supervised student midwives

before”. On the other hand a participant from group two said “I have never not supervised
student midwives, this is my first time”. Among group three (3) participants, one (1) said
“Yes” to supervising students and four (4) “No”.
On factors that affect student supervision, group one participant in group one said “staff
being busy, reduced staffing and increased workload for the staff”. One participant from
group two said “reduced numbers of Clinical Instructors and workload for staff”. A
participant from group three said “pressure on staff, feeling of inferiority by Registered
Nurses to supervise student midwives and student population which is usually higher
than requirement”.
All the participants in the three groups said that their job description includes clinical
supervision of students. On challenges faced during supervision of student midwives;
group one participants said “students missing or absence from work without explanation,
lack of punctuality by students and coming to clinical areas without clinical objectives”.
This is reflected in this participant response “sometimes students absent themselves from
work without any reason and some students always report late on duty while others are
sent to the clinic areas without objectives”. Group two participants were not
knowledgeable on challenges and they all kept quit despite attempts to clarify question.
One participant from group three said “inferiority by supervisors who are not midwives”.
4.3.2.2.2 Attitude of the clinical supervisors towards supervision
When asked on who should supervise student midwives a group one participant said
“Nurse in-Charge, Clinical Instructors and qualified Nurses can supervise student
midwives”. Whereas one group two participant said “Clinical Instructors, staff on the
ward and doctors can supervise a student midwife”. A participant from group three said
“Registered midwives, Registered Nurses, Sisters In-charge and Clinical Tutors can
supervise student midwives”.
On how they found the task of supervision, one participant from group one said
“um….this is an added responsibility”. A group two participant remarked “the task is
difficult due to limited time they have to attend to other tasks as well” while a group
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three participant said “ the task is challenging, requires one to have interest and workload
makes it difficult”.
With regards to how clinical supervision improve skill acquisition of students, a group
one participant said “students learn clinical skills and good attitudes from supervisors.
This motivates the students to practise and avoid doing routine works in the ward”. A
group two participant said “students make an effort to practice if they don’t dodge and it
promotes good attitudes” whereas a group three participant said “it promotes hands on
practice and proficiency”.
On what they endeavored to see a student achieve during training: group one and two
participants mentioned knowledge, skills and good attitude as indicated by this
participant “Umm…. a student should gain knowledge and skills to the work they are
engaged in. Most of all they require to have a good attitude towards work”. Similarly a
participant from group three reiterated the same response.
4.3.2.2.3 Clinical supervisors’ competencies
Participants were asked to state competencies need to effectively supervise student
midwives.
A participant from group one (female aged 28 years) said; “a supervisor needs to be
competent in the procedures, have good knowledge base and be good in clinical
practice”.
A group two participant (female aged 24 years) said “one needs to be a team worker,
good with hands on, have knowledge, experience in their work”.
A participant from group three (female aged 40 years) said “a supervisor needs to have
knowledge, be a role model and have managerial skills”.
All participants said they had never attended training on clinical supervision of students
and that one lacking skills and clinical competencies cannot supervise student midwives
effectively.
The participants were asked to state four key values a supervisor needs to have and the
responses are given below.
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Female participant aged 30 years from group one stated ‘the four key things a supervisor
should possess are good attitude, knowledge, skills, good judgment and impartiality’.
One participant from group two said “a supervisor should know protocols, have good
attitude, skills and being knowledgeable”.
A group three participant said “a supervisor needs to be observant, knowledgeable, have
skill, interest, research and knowledge of technology as key things required to supervise
students”.
4.3.2.2.4 Recommendations to improve clinical supervision
With regards to recommendations to improve clinical supervision, a group one
participant said, “Schools should have more Clinical Instructors, training of key staff in
clinical supervision and these to be attached to schools, resource availability especially
equipment and training materials”. A participant in group two participants said “Clinical
Instructors should be available on the wards at all times and student midwives should
work with staff midwives”. Another member of the same group remarked “Students
should have time to practice instead of doing routine procedures and more time for
training as there was much to do in a short time, ‘there is just too much to do”. A group
three participant made the following recommendations “there is need to treat others well,
the students should know their clinical objectives and the supervisors should guide
students”. A member from the same group said “students should be allowed enough time
to practice and motivation of supervisors is very important”. Another participant said
“There is need to have more staff in schools and midwifery qualification should be an
advanced Diploma instead of a certificate”.
4.3.3 Conclusion
The chapter presented quantitative data from 124 participants and qualitative data from
three FGD. The next chapter will discuss the findings and the recommendations.
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CHAPTER FIVE
DISCUSSION OF FINDINGS
5.1 Introduction
Chapter five (5) presents the discussion of findings of the study on clinical supervision
of Student Midwives at Lusaka School of Midwifery in Lusaka urban District. The main
objective of the study was to determine factors influencing clinical supervision of Student
Midwives in Lusaka Urban District. The study subjects were Midwives and Nurses
working with student midwives and student midwives who participated in the FGDs.
Data were collected using questionnaires and a FGD Guide.
5.2 Demographic Characteristics of the Respondents
The findings revealed that 35.5% of the respondents were aged between 35 and 44 years,
followed by 33.9% who were aged between 21 and 34 years. Respondents aged between
45 and 55 years constituted 25.8% while 4.8% were aged above 55 years. There were
more respondents aged between 35 and 44 years.
Perhaps indicating that younger midwives and nurses were not being employed due to
the economic recession the country is experiencing or it could also be due to an increase
in post basic qualifications being offered in the country like Advanced Diploma in
Paediatric and Child Health Nursing, Critical Care Nursing, Clinical Instructor Program
and Bachelor of Science in Nursing at universities.
The study findings on gender showed that the majority of the respondents were females,
constituting 98.4% of the sample, while 1.6% were male. There were more female
midwives and Nurses because previously Nursing and Midwifery were regarded as
female careers and hence more females were trained as Nurses and midwives. In addition,
culturally women are considered to be care givers and the ones expected to attend to
pregnant women. The findings in FGD all revealed similar trend. The class of thirty (30)
students from which fourteen FGD participants were drawn had only female students.
These findings are similar to those reported by Setumo, (2013) whose study indicated
few student male midwives 28% (n=14) compared to the females 72% (n=46).
On the academic qualifications of those involved in clinical supervision, more than half
of respondents (65.3%, n=81) had a Certificate in Midwifery, followed by 18.5% who
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had BSc Degrees in Nursing. Respondents with Masters Degrees constituted 2.4% while
13.7% reported having qualifications classified as ‘Other’. There were more midwives
with a certificate in midwifery supervising students because these are specialized
professionals mainly employed in the midwifery section in the health sector. These
findings are contrary to a study conducted in Tanzania by Ayo (2006) which showed that
non-qualified individuals were involved in provision of clinical supervision of student
midwives.
All the respondents who participated in this study were involved in clinical supervision
of student midwives and most of them have been supervising student midwives for 1 to
3 years (35.5%), followed by those who reported having supervised for more than 6 years
(29%). Respondents who had supervised student midwives for 4 to 6 years constituted
22.6% while 12.9% reported having supervised for less than 1 year.
This suggest that most of the clinical supervisors lacked experience in terms of
supervision of students. On whether the Clinical Supervisors had been trained in clinical
supervision of student midwives, the majority of the respondents (89.5%) responded in
the negative while 10.5% responded in the affirmative as shown in table 6. This could be
attributed to lack of clinical Instructor training in the country hence the need for the
relevant authorities to look into this matter; the school of nursing and midwifery in
Lusaka trains clinical instructors but the enrollment numbers are low as institutions only
think of those working in schools as instructors to be the ones eligible for training;
Schools also have few staff working as instructors making it a challenge to release them
to go for training. Hinchliff (1979) notes that trained staff in clinical field have the
responsibility to teach although few have formal training in supervision. This entails that
most of the staff working with student midwives required to undergo training in clinical
supervision for them to effectively and efficiently work with student midwives in clinical
areas. The knowledge they could be using may be basic to handle the task of supervision.
The explanation for this could be that student supervisors are mainly thought of as those
in training schools and these could have learnt clinical supervision as part of nursing
education during training as clinical instructors or Bachelor’s Degree in Nursing.
Similarly in Mwale and Kalawa’s study (2016) results showed that nurses who had low
education level felt that students did not need to be assisted as they felt inferior unlike
the nurses who were highly educated as they were able to identify the needs of students.
57

In the same way, since the students are assisted by different cadres with different
experiences and educational level in various hospitals, this could be true as regards to the
knowledge gap which is there among these carders that eventually affects the
transmission of skills to students. Effective clinical teachers need to be prepared and keep
updated with current trends in nursing and midwifery. This was supported by respondents
who observed that students expected their clinical teachers to be knowledgeable and
skilled in the fields of nursing and midwifery.

5.3 Knowledge Of Clinical Supervision By Student Midwives Supervisors
To assess level of knowledge of supervisors on clinical supervision of student
midwives, the respondents were asked questions, how much time do you spend with
students per shift, what does clinical supervision of Student Midwives entail, how do
you supervise students (Type of supervision), How do you ensure that student
midwives meet their clinical learning needs during practice, How do you ensure the
progress of students during clinical placement?
Which of the following methods do you use for evaluating midwifery Students?
‘Progress during clinical placement, when do you give feedback to student midwives
with regard to their clinical learning?’ How do you give feedback to students about
their clinical learning?
Which teaching strategies do you use during clinical teaching, what constitutes a
conducive clinical learning environment for student midwives, How do you prepare
student Midwives to become reflective practitioners?, Why is critical thinking vital in
midwifery practice?, does a midwife’s competence contribute to how he/she works with
Student Midwives?, who usually participate in clinical supervision?, who do you
consider to be a competent and reflective midwife? What contributes to acquisition of
competence? What do you think can help students Midwives acquire competences? How
does acquisition of competences affect clinical supervision of Students? The knowledge
variable was categorized into 3 groups namely high knowledge represents (75% and
above), medium knowledge level (50 to 74%) and low knowledge level (below 50%)
scores under knowledge questions.
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The current study revealed that more than half (61.3%, n=76) of the respondents spent
more than 60 minutes per shift with students, 21% reported spending 30 to 45 minutes,
while 17.7% reported spending 46 to 60 minutes. Clinical supervisors spent more than
60 minutes per shift with a group of students because clinical supervisors have so many
students to supervise at any given time due to the ever increasing population of students.
This finding was contrary to the feedback from students who participated in the focus
group discussion. The students mentioned that they are usually found on the wards
working to fulfill tasks assigned to them by the qualified staff who had little time to attend
to them. The students thus do more of routine works and have little time to accomplish
their objectives to help them comprehend what they are expected to learn.
The statistics show that more than half of the respondents (66%, n=82) used group
sessions as a mode of supervision of students while 34% said they employed a One to
One strategy. Group sessions is the most popular method of supervision at Lusaka School
of Midwifery because of the large numbers of students being enrolled in the programmes.
Although one to one method supervision is the most effective method this may not be
feasible due to shortage of clinical supervisors.
The most common method of meeting clinical learning needs of students was
demonstration of midwifery procedure before practice (32%). This was followed by
‘Assigning students tasks and allocating them into shifts’ (27.2%), ‘Acting as a role
model to students’ came in third (25.7%,), ‘providing theory before practice’ (13%),
while ‘other’ comprised 2.1% of the total responses. Demonstration of procedures before
practice was the most common method of meeting students’ clinical needs because they
believed when a student observed something they were likely to remember. This finding
is in line with what some scholars like Quinn (2013), O’Connor (2014) and Hinchliff
(1979) which show that demonstration is the most common method of clinical education;
although emphasis should be on using mixed methods of clinical teaching. The mixed
methods enable students acquire different skills according to their abilities. The statistics
of the respondents trained to do clinical supervision as revealed in this study also suggest
that lack of training limits the use of other teaching methods.
Concerning how respondents ensured the progress of students during clinical practise,
51.6% of the respondents said by meeting with clinical staff, 32.3% said by weekly
reports, 24.2% said by monthly reports, and 16.1% said by ‘other means’. Of the total
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responses, meeting with clinical staff constituted less than half of respondents (41.6%,
n=52), weekly reports constituted 26%, monthly reports constituted 19.5%, while ‘other
means’ constituted 13% . This finding could be attributed to the fact that most qualified
nurses and midwives despite appreciating the need to supervise students still believe the
responsibility should be shouldered by staff from schools.
The methods used to evaluate student midwives’ progress during clinical placement; the
findings indicate that less than one third (27.8%) of the respondents used continuous
evaluation method, 24.1 % used end of demonstration/simulation\role play, 18.8% used
workbooks, 13.9% used final practical assessment, 5.2% used written field reports from
the ward supervisors and 2.2 % used others methods. These findings reveal that most
supervisors use meetings with clinical staff as a method of ensuring students’ progress.
The monthly and weekly reports are not usually used. Records that are documented as
reports have a powerful and lasting benefits in monitoring students’ progress as these
may act as reference points to help students. If a student requires help the reports may be
useful to notice areas of weaknesses since these as kept as records for the wards, school
and students can also reflect on the reports to see areas they need to improve in. The fact
that fewer respondents reported to be using reports also demonstrates the poor
documentation among nurses and midwives. This is like not monitoring a child’s growth
and development; a vital aspect to assess individual’s physical and mental development.
The results may prove disastrous as important indicators to progress would have been
missed early and delayed identification becomes very difficult and too costly if not
impossible to treat.
Regarding times when the respondents gave feedback to student midwives on clinical
training, 29.5% of the respondents said ‘other times, 23.3% said when they requested,
19.3% said at the end of the course, 15.9% said at the end of the semester, and 11.9%
said ‘at the end of the year. The participants in the FGD also identified lack of motivation
as the reason most supervisors delay in giving feedback. The factors identified to cause
this were mainly staffing levels and attitude of supervisors. The fact that most supervisors
are not trained in clinical supervision also contributes to them not giving feedback
regularly even when problems have been noticed in trainees. In the study by Mwale and
Kalawa, (2016) it was also found that knowledge gap between nurses and tutors hindered
clinical skill acquisition by students. Most students reported that they had noted a
discrepancy when it came to performing of procedures among the tutors themselves as
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well as the clinical nurses. Lyth, (2000) was of the view that it is vital that nurses
understand what is meant by clinical supervision and what it is they are being urged to
take on. Nurses should also be aware that there may be different but equally valuable
perspectives on supervision and not allow this to become yet another barrier to its
implementation. A study by Lyth, (2000) reported that; as nurses are expected to take on
greater responsibilities an appropriate support network that encourages exploration of
practice can only be of benefit. The aspect of professional responsibility and
accountability towards work including supervision of students need to be strengthened
for school staff and clinical staff to frequently liaise to help impart knowledge to students.
The study showed that less than half 46.6% of participants responded that they gave
feedback individually to students in a private place, 18.1% gave feedback in a group of
fellow students, and 16.3% gave feedback on the spot when attending to a client, 10.4%
gave feedback in the presence of the ward sister and 6.3% gave feedback in a classroom
with preceptors/clinical instructors. It is encouraged that students feedback take different
forms depending on situations. At times there is need to counsel a student on weaknesses
privately while problems affecting the entire group may call for group discussions. The
participants in the FGD mentioned that they appreciated staff who talk to them privately
soon after they have done some work so that they recall the areas to be worked on and
avoid future mistakes “it feels good to know that someone cares for your professional
growth and motivates us to do more” said most of the participants and others just
acknowledged that.
The findings shows that the most 24% common strategy used by the respondents in the
clinical area was demonstration, 12.8% of the respondents used nursing round and
clinical meetings respectively, 11.1% used clinical judgment, 10.6% used problem
solving, 8.5% used case study/presentation and 1.3 used other strategies. Demonstration
is thought to be a very effective method of clinical teaching as students usually recall
what they observe being done. This still need to be accompanied by other strategies that
are relevant for the task being taught. Participants in the FGD also echoed the need for
this method which they said was rarely done in clinical area as staff spent time doing
their ward duties mainly. Lack of knowledge on supervision and methods to use may be
a contributing factor. Some staff felt overwhelmed by work and had little time to spend
with students. Training on supervision and continuing professional development may
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help supervisors use the different strategies to supervise students rather than depending
on demonstration only which may be challenging when one has to attend to other tasks.
The respondents’ responses on a conducive learning environment for student midwives
revealed only 16% of the respondents said that a conducive learning environment
facilitate development of clinical competencies, 15.1% it has adequate physical
environment to deliver quality care, 41.6% said that it provides teaching and learning
support,14.1% said it is characterized by Team Work, 13.5% said that it has adequate
resources, 9.5 said it is it is characterized by good management style, 9.2 said that it is
characterized by appropriate humanistic approach, 6.7% said that it provides for clinical
laboratory and 1.3 said others.
On whether they thought the midwife’s competence contributed to how he/she worked
with student midwives, 98.4% of the respondents said yes, while 1.6% said no.
Response to the question on who usually participates in clinical supervision, slightly
more than half (56.5%, n=70) of the respondents said it is a ‘Competent reflective
midwife’, 36.3% said it is a ‘Competent midwife’, while 7.3% said it is a ‘Caring
midwife’.
On whom the respondents considered to be a competent midwife, more than half of
respondents (86.3%, n=107) said it is a ‘Skillful and critical decision maker’, 11.3% said
it is one who is ‘Skillful in Practice’, while 2.4%, said it is a ‘Very fast worker’. The
finding was similar with the FGD as participants said the one who was a competent
midwife was able to practice and make decisions that are critical. This attribute was
considered more valuable for a supervisor to be able to transfer skills and knowledge
effectively. Most nurses and midwives usually learn by observing a skillful practitioner
thus emphasizing the need to help students become competent. “The clients also feel safe
when being attended to by a skillful midwife”. This shows that both the tutors and clinical
supervisors have a vital role to help nurses and midwives become competent and critical
decision makers since the profession deals with lives.
The responses on what contributes to acquisition of competence, shows that most (51.6%,
n=64) of the respondents mentioned ‘working according to guidelines of the profession’,
35.5% mentioned ‘routine practice’, 10.5% mentioned ‘time spent with clients’, while
only 2.4% mentioned ‘other things. This is contrary to what Students said in their
discussions where they stated that, “staff leave us to work routinely without guidance
contributing to difficulties in skills acquisition”.
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On what they thought could help student midwives acquire competences,

most

respondents (69.4%) said it is experienced staff, followed by 24.2% who said it is staffing
levels, 6.5% of the respondents said it is ‘other things. The students also echoed this by
stating that “an experienced staff is better placed to help students acquire clinical
competences”.
Concerning how they ensured the progress of students during clinical practice, 51.6%,
n=64 of the respondents said by meeting with clinical staff, 32.3% said by weekly reports,
24.2% said by monthly reports, and 16.1% said by ‘Other means’. Of the total responses,
meeting with clinical staff constituted 41.6%, weekly reports constituted 26%, monthly
reports constituted 19.5%, while ‘Other means’ constituted 13%. These findings reveal
that most supervisors use meetings with clinical staff as a method of ensuring students’
progress. The monthly and weekly reports are not usually used. Records that are
documented as reports have a powerful and lasting benefits in monitoring students’
progress as these may act as reference points to help students. If a student requires help
the reports may be useful to notice areas of weaknesses since these as kept as records for
the wards, school and students can also reflect on the reports to see areas they need to
improve in. The fact that fewer respondents reported to be using reports also
demonstrates the poor documentation among nurses and midwives. Documentation is a
vital component of communicating to other staff on areas to focus on or that may be
useful in supervising students. Lack of documentation is like not recording after
monitoring a child’s growth and development; a vital aspect to assess individual’s
physical and mental development. The results may prove disastrous as important
indicators to progress would be have been missed early and delayed identification
becomes very difficult and too costly if not impossible to treat.
The present study revealed that methods used for evaluating midwifery Students’
progress during clinical placement were continuous evaluation (72.6%), demonstration
(62.9%), workbooks (49.2%) semester evaluation (21%) and others 5.6 % . This finding
is attributed to different levels of professional qualification and knowledge on
supervision. The study findings under demographic characteristics revealed that more
than 89% of respondents said they had not been trained in supervision. This is supported
by FGD findings which revealed that most undergraduate nurses and midwives are not
trained in clinical supervision contributing to lack of knowledge on use of different
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evaluation methods. The three dominant methods (Continuous evaluation, demonstration
and workbooks) are used as compulsory duty expected of staff working with students.
On when the clinical supervisors gave feedback to student midwives regarding to clinical
training. Most (29.5%, n=52) respondents said that feedback was given on ‘Other times’,
23.3% said they gave feedback ‘when students requested for it’, 19.3% said they gave
feedback at the end of the course and 15.9% said they gave feedback at the end of the
semester. The other times refers to times other than the ones that were outlined; these
include end of clinical allocation, annual feedbacks after end of year examinations and
following assessments. It worth noting that a proportionally large number of respondents
(23.3%, n=41) would give feedback when students requested for it. This may entail
students not receiving feedbacks if staff are not prompted by students. Quinn, (2013) and
O’Connor (2014) state that, a student need to be given feedback on a continuous basis
and after assignment or task to help them reflect on areas to improve and what can be
adopted as useful for their professional practise.
The overall supervisors’ knowledge levels on clinical supervision shows that the less than
half (48.4%, n=60) of the respondents had moderate knowledge, followed by 32.3% who
had low knowledge. Respondents with high knowledge constituted 19.4%. The gap in
knowledge by the clinical supervisors could be attributed to lack of training in clinical
supervision. This finding is supported by a study Mwale and Kalawa, (2016) which was
conducted in Malawi. The author reported that knowledge gap between nurses and tutors
hindered clinical skill acquisition by students. The study by Sharif and Masoumi, (2005)
revealed that the theory-practise gap is felt most acutely by students. They find themselves

torn between the demands of their tutor and practising staff in real clinical situations. A
number of nursing and midwifery educational theorists recommend use of different
strategies to help students acquire knowledge. They were faced with different real clinical
situations and are unable to generalise from what they learnt in theory. This shows how
vital knowledge is if consistency has to be maintained in what is taught to students. Tutors
may teach theory most of the time but on the clinical area the staff may not be acquainted
with new concepts since most people depend on experiential learning without referring
to literature to keep up to date with evidence-based practices.

64

5.4 Attitude Of Supervisors Towards Clinical Supervision Of Students
To determine attitudes of supervisors towards supervision of student midwives;
respondents gave responses that helped researcher to measure it as being either positive
or negative.
An effective supervisor is expected to be friendly, approachable, and aware of the
standard of work expected from a student. On whether student midwives clinical
supervision of midwives was necessary, all the respondents agreed with the statement.
Furthermore, all the respondents (100%) agreed with a statement that student midwives
should be supervised during clinical experiences. This finding suggest that all the clinical
supervisors’ attitudes towards clinical supervision were positive.
The findings of this study are consistent with the literature available on the attitude of
supervisors as positive attitudes have been reported previously (Mwale and Kalawa,
2016). The FGD however, revealed that; “most nurses and midwives believe the task of
supervision is for the clinical instructors and academic staff”. The FGD also revealed
that the attitude of staff towards clinical supervision is mainly negative as, “most consider
this as added responsibility to their usual tasks”. Participants stated that time was limited
and they had increased workload to supervise students. Other staff were said to have lack
of interest in supervising students and that the task was challenging. The positive finding
from FGD participants was that, “they would want to have a midwife who has good
attitudes, competent, skillful and knowledgeable”.
5.5 Competence and Skill of Supervisors
To identify competences of the supervisor of student midwives, the respondents were
requested to state competences a supervisor should possess. Most respondents, 86.3%
stated examination of pregnant women, this was followed by management of labour and
newborn examination 83.9%, examination of the postnatal woman 82.2%, while 54%
stated other procedures. These findings reveal that nurses and midwives have competence
in key midwifery procedures. The FGD participants also highlighted that, “a good
supervisor should be competent to help mold the students and encourage them to practice
to acquire the competences”. The ICM (2010;2013) and GNC (2010) also outlines the
importance of student midwives and practicing nurse midwives to be competent before
being licensed to practice.
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On how to help students make critical decisions when practising, 65.3% (n=81) of the
respondents suggested sending students to do different tasks, followed by 16.1% who
suggested making students read a lot. Respondents suggesting making students observe
qualified midwives constituted 14.5% while 4% suggested ways classified as other.
These findings suggest that most staff expect students to practice more to be critical
thinkers. The participants in the FGD on the other hand complained that “doing different
tasks makes students fail to meet their objectives during practice”. Respondents
suggested the availing of objectives to both students and staff so that their work is guided.
GNC, (2010) standards and the midwifery curriculum stipulate that students are to be
given objectives as they go for clinical practice. O’Connor, (2014), Hinchliff, (1979) and
Quinn, (2013) in their nursing education books also stipulated that students require
objectives for them and teachers including supervisors to know what is expected of them
during clinical practice.
In addition, students who participated in the focus group discussion also confirmed the
fact that they were sent to do different tasks as indicated by this response from one
participant “Yes the staff give us a lot of tasks in the ward and by the time we knock off
we could have not done the procedures related to our objectives for the allocation”.
Sending students to do different tasks put them at a disadvantage because they did not
have time to practice and acquire the required competencies within the stipulated time.
The ICM standards for 2011 states that competence is the combination of knowledge,
psychomotor, communication and decision-making skills that enable an individual to
perform a specific task to a defined level of proficiency; in this case a student midwife
may be prepared to skillfully carry out midwifery duties. Proficiency takes time for one
to attain and requires supervision by a competent proficient practitioner for one to have
it.
With regards to the overall competences of the clinical supervisors, the current study
revealed that most respondents (73%, n=91) exhibited competence in clinical supervision
of student midwives while 27% exhibited incompetence in clinical supervision of student
midwives. The clinical supervisors were mainly able to handle key midwifery procedures
competently (Examination of pregnant women, manage a woman in labour, care for the
postnatal mother and newborn). The ICM and GNC standards clearly defines what a
midwife should be able to do before being licensed to practise. Cases of malpractice are
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dealt with according to regulatory provisions, this minimizes the use of incompetent staff
by health institutions.
Similarly, Nasrin, Soroor and Soodabeh (2013) in their study reported that, the nurses'
manners of performance as well as the profession's prospect have a fundamental role in
the process of formation of motivation through clinical education. Students find an
insight into the nursing profession by substituting themselves in the place of a nurse, and
as result, are or are not motivated towards the clinical education

5.6 Learning Environment of Students
The researcher also asked questions to establish whether the students learning
environment was conducive for learning or not. The learning environment included
staffing levels to aid with supervision of students, materials and supplies and students
learning objectives.
The study revealed that, the staffing levels in the clinical areas was inadequate (69.4%).
This findings reflect the current situation on the ground. Zambia is experiencing a critical
shortage of human resource for health as a result of brain drain and employment freeze
due to the economic recession. The participants in the FGD stated that there were few
staff working with them in clinical area due to inadequate staffing. In addition similar
findings were recorded from FGD as remarked by this participant “At present there is a
critical shortage of clinical Instructors; at the time of data collection the school of
midwifery had only two clinical instructors and one had even gone to school”. This meant
that there was only one clinical instructor to work with the students in the clinical are.
This finding is in line with Mwale and Kalawa, (2016) study which reported similar
findings in Malawi where 70% of respondents mentioned inadequate staffing as a factor
influencing students learning in the clinical area. This notion is reaffirmed by Heidari
(2015) who stated that students are often faced with problems as they practise in the
practicum areas and the environment was considered unfavourable by most learners. The
learning environment is expected to be good for optimal clinical practise to enable
students acquire their professional skills.
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In this study, most (62.9%) respondents stated that the material supplies and equipment
to enable students learn were inadequate in the clinical areas, 32.3% answered in the
affirmative, while 4.8% were not sure. Lack of material supplies and equipment could be
attributed to the economic status of the country and population of students in the clinical
areas. This finding was reaffirmed by one participant in group two FGD who said “there
is need to have adequate resources especially training materials and equipment to
enable students practice adequately and put in practice theoretical concepts.”
Analysis of data revealed that students learning objectives were availed to the clinical
supervisors when students went for clinical allocation (80.6%), however, 14.5% said the
learning objectives were not availed to them while 4.8% said they were not sure. This
could be attributed to the fact that group tutors are tasked with the responsibility to ensure
that clinical objectives are availed to the staff in clinical areas during each allocation and
they give these to the ward managers. Quinn, (2013) and O’Connor, (2014) also state that
lecturers/tutors need to prepare for students before clinical placement and communicate
with clinical staff on areas that students are expected to cover.
The overall assessment of the learning environment by the respondents revealed that most
(61%) of respondents described the learning environment as poor while 39% described
it as good. This is attributed to shortage of staff, equipment and material resources. Some
respondents complained of having higher numbers of students in clinical areas which
contribute to difficulty in supervising them, thus some students may even miss work
without being noticed.
Heidari and Norouzadeh (2015) in their study stated that providing an optimal clinical
environment and improving the supervision and evaluation of student practice should
prioritized in schools of nursing and midwifery. Findings of their study showed that
most students believed that tasks and objectives are presented at the beginning of
clinical education. However, there were low ratings to educational objectives and staff
expectations of students; it means a challenge or an obstacle in these items. When
students are too many in the clinical area than the patient population others end up not
practising at all unless those who are assertive and active.
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5.7 Application of the Theory of Reasoned Action (TRA) to the Research Findings
Clinical supervision of student midwives can be explained using the theory of reasoned
action (Ajzen and Fishbein, 1980). According to the TRA, the most important
determinant of behaviour is behavioral intention (clinical supervision). Factors that affect
clinical supervision of student midwives included knowledge of clinical supervision by
the supervisor, attitude of supervisor towards clinical supervision, training of supervisor
and the students’ learning environment. The study findings showed that less than half of
the respondents (48.4%) had moderate knowledge levels on clinical supervision. The
attitude of supervisors towards supervision were positive. A large percentage, almost
three quarters (73%, n=91) of respondents were competent in clinical supervision.
However, the learning environment was considered to be poor by most respondents
(61%). However, Franklin (2013) noted that the importance and value of good quality
clinical supervision cannot be underestimated in the clinical education environment to
ensure that students are adequately supported and prepared for their transition to new
graduate nurses. The study revealed a significant association between clinical supervision
and the respondents’ knowledge on clinical supervision (X2 =29.328, p-value = 0.00).
This is supported by a study by Muleya et al (2015) who started that the mentor and other
supervisors should be well vested with knowledge and skills to educate and train the
students according to the required professional standards.

5.8 Implications of Findings of Midwifery
5.8.1 Practice
There is need for Lusaka Schools of Nursing, Midwifery and Theater to ensure that the
clinical supervisors are trained to enable them to gain knowledge and to supervise
students effectively. The standards set by the Nursing Council and ICM need to be
adhered to for students to receive quality training which will result in providing good
care as stipulated in standards to clients. The school should strive to provide a conducive
learning environment for the students by ensuring that materials and supplies are
available in the clinical area.
5.8.2 Administration
Staff working with students require regular, frequent monitoring to ensure they supervise
students and minimum requirements necessary for supervision of students are available.
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Plans should be developed by the Lusaka schools of Nursing, Midwifery and Theater to
ensure sensitization on value of clinical supervision is provided to staff as they start
working with student midwives. Sense of responsibility will help them adhere to
professional guidelines on supervision. Staff need to appreciate the value of contributing
to professional growth instead of always attaching monetary benefits to every exercise.
The nurse midwives should be helped to put into practice what they learn by having
supervisors with them and improved motivation in relation to staffing and material
provision.
5.8.3 Education
The aim of nursing and midwifery education is to produce a knowledgeable, competent,
autonomous and caring nurse/midwife who is able to provide quality care based on the
needs of the individual clients, families, community and society. There is need therefore
for the Lusaka schools of Nursing, Midwifery and Theater together with the GNC to
frequently hold orientation programs on clinical supervision to remind the Nurses and
Midwives on value of Clinical Supervision of students. Knowledge is really pivotal in
empowering those working with students to do supervision. Schools of Nursing and
midwifery emphasize in their curriculum the concepts of supervision to empower staff
with knowledge for supervision work to be perceived as output for qualified nurses and
midwives who work with students. If the knowledge has to be perceived as relevant to
staff working with students then supervision maybe likely to improve.
5.8.4 Research
The current study findings on supervision of student midwives at Lusaka midwifery
school show that there is need to conduct a similar study with a larger sample involving
other schools of midwifery to enable generalization of results. Although this study found
a favorable attitude of supervisor towards clinical supervision an observational study can
be conducted to evaluate attitudes of supervisors towards clinical supervision.
Observational studies on Clinical supervision in a number of training schools will help
the profession be well acquainted with areas that need improvement and thus promote
quality care and overcome the problems of negative attitudes.
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5.9 Recommendations
The following recommendations are made:
i.

Lusaka schools of Nursing and Midwifery together with the GNC should train more
clinical instructors. This may help in guiding students to focus on critical areas of
their training than doing routine work since training period is specified.

ii.

Staff working with students need to undergo training in clinical supervision as this
may benefit even newly qualified staff who may also need to be supervised as they
graduate from being students to professional nurses and midwives.

iii.

Lusaka School of Nursing and Midwifery should ensure enough material resource
especially equipment and training materials to use when imparting knowledge to
students in various clinical sites.

iv.

The Ministry of Health should expand the establishment Nurses and Midwives;
recruit more Clinical Instructors in the training schools and Midwives to help in
supervision of student midwives to help promote skills and competence acquisition
by trainees. Midwives to be appointed to work and be remunerated as such so that
they are motivated to practice.

v.

The Council should also ensure that schools and health facilities where students
practice are adequately staffed according to the standards in order to help promote
quality midwifery training and health care delivery.

The GNC, should provide advanced diploma Midwifery qualification to Registered
Nurses who undergo Midwifery training in line with the international midwifery
standards, and competences of midwifery, to promote professional growth and
encouragement to practicing midwives, since the employers will also value these
professionals.

5.10 Strength and Limitations of the Study
5. 10.1 Strength
The study involved staff who were familiar with work of supervision of students as they
worked with student midwives. Student midwives who were involved in focus group
discussion were Registered Nurses already some of whom may have even participated in
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the work of supervision of student midwives from their facilities and as they were
training.
5.10.2 Limitations
One of the limitations was that only nurses and midwives in Lusaka urban district were
involved in the study, generation will thus have to be done cautiously. Limitation of this
study was inadequate published literature on the study topic locally.

5.11 Utilisation and Dissemination of Findings
The findings will be used to influence policy makers, and training institutions to prioritize
training of clinical supervisors of student midwives to promote effective training. A
report of the research will be submitted to School of Nursing Sciences, School of
Medicine, University of Zambia Library, MoH and the National Research Authority. The
findings will be then presented to the Faculty of School of Nursing Sciences, University
of Zambia (UNZA). Thereafter, results will be presented to various stake holders
involved in provision of strategies to improve midwifery education. These included
Ministry of Health and its partners, Provincial Health Office for Lusaka province. Lusaka
DHO and University Teaching Hospital and Lusaka College of Nursing and Midwifery
were given a report of the study results so that they would use it to render evidence based
care, as they provide supervision of Student Midwives to the study site as well as Kabwe
General Hospital and School of Nursing and Midwifery where pilot study was done.
Staff members from Lusaka College of Nursing, UTH Women and New-born Hospital,
University Teaching Hospital, and the health centres will also be invited to listen to the
study results so that they would use them to render evidence-based care in Midwifery
training. The findings will also be presented at conferences, seminars and published in
internationally recognised journals. In addition, five copies of the research report will be
printed and submitted to the following:
 School of Nursing Sciences.
 University of Zambia Medical library and Main library.
 Ministry of Health.
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 General Nursing Council.
 Researcher.

5.12 Conclusion
The findings showed that a high percentage of the clinical supervisors had not been
trained in clinical supervision and most respondents had moderate knowledge on clinical
supervision of students. The attitude of supervisors towards supervision were positive. A
large percentage of respondents were competent in clinical supervision. However the
learning environment was considered to be poor. The study revealed a significant
association between clinical supervision and the respondents’ knowledge on clinical
supervision. There is need therefore to train and employee clinical supervisors and
improve the staff/student ratio in learning environment in order to enhance teaching and
learning as per standards.
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APPENDICES
APPENDIX I
INFORMATION SHEET FOR PARTICIPANTS
Study Title: Factors Influencing Clinical Supervision of Student Midwives in
Lusaka Urban-Zambia.

Introduction
I am Naomi Bweupe, a Student pursuing Master of Science in Nursing and Midwifery. I
wish to invite you to take part in a study that I am conducting in Health facilities where
Student Midwives practice in Lusaka. This information leaflet is providing you with
information that will help you to decide if you would like to participate in this study. You
should fully understand what is involved before consenting to take part. If you have any
matter which you feel is not adequately explained in this leaflet, do not hesitate to phone
me, Naomi Bweupe at +260 966720253 or 972500323. You should only agree to take
part if you are completely satisfied with all the procedures involved.
What is the study all about?
The purpose of the study is to determine factors influencing clinical supervision of
Student Midwives in Lusaka Urban District.
What do you need to do in the study?
To participate in the study, I will first ask you to sign a consent form. This form is to
show that you have accepted to answer the questionnaire addressing these factors. I shall
give you the questionnaires and collect the feedback when you have finished answering.
This can be done in the facility you are working from in one of the offices or on your
wards while you are relaxed. In case you have questions I shall be within reach for
clarification or you can call me on the numbers indicated on the information leaflets.
Potential benefits that may come from the study
By taking part in this study you will contribute to the existing knowledge about clinical
supervision of student midwives in Lusaka Urban. This may help stakeholders see areas
that may need to be worked on to help student midwives and improve ways in which they
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are trained, thus contributing to quality midwifery services. There are, however, no
financial or direct benefits for you personally at present.
Your rights as a participant in this study
You can choose if you want to take part in the study. You can also, during the study, say
that you do not want to take part any more. You can even tell me that I cannot use the
information that you have revealed to me in the questionnaire.
How will confidentiality and anonymity be ensured for the study?
What you will write is confidential and only the two of us would be able to have access
to your information. The questionnaires will be locked up in a safe place and destroyed
two years after the findings of the study have been published. You will not need to write
your name or any form of identification so that the information is not linked to you at
any point.
Thank you for taking time to read the information sheet
Your willingness to participate in this study is greatly appreciated.

Persons to Contact for Problems or Questions
The Head of Department
University of Zambia
School of Medicine,
Department of Nursing Sciences
P.O. Box 50110,
Lusaka
Telephone 211252453
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The Chairperson
Biomedical Research Ethics Committee
School of Medicine
P.O.BOX 50110,
Lusaka.
Telephone No: 211256067
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APPENDIX II
CONSENT FORM
I have been fully informed of the purpose of the study. The benefits, discomforts risks
and confidentiality and I agree to participate willingly. I further understand that if I take
part in this study, I can withdraw at any time without having to give an explanation and
taking part in this study is purely voluntary.
I…………………………………… (Names) Agree to take part in answering the
questionnaire

Signed/thumb…………………………………………. Data………………….
(Participant)
Signed/thumb print__________________________Date___________________
(Witness)
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APPENDIX III
FOCUS GROUP DISCUSSION GUIDE
University of Zambia
Masters of Nursing and Midwifery Sciences
FGD Guide for Student Midwives.
TOPIC: Factors Influencing Clinical Supervision of Student Midwives in Lusaka
urban.
Date

: ___________________________________________

Place/Address: __________________________________________

Serial Number of Participants/Group: ______________________________
Instructions to the Researcher and Participants who will facilitate the Focus Group
Discussion
1.

Introduce yourself to the respondent

2.

Explain the purpose of the Study

3.

Obtain verbal consent to be part of the interview

4.

Assure respondent of confidentiality and anonymity

5.

Do not write participants’ names on the Report

6.

Respect the views of each participant
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Official use only

Section A: Demographic Data
1. What was your age on your last birthday? ___________
2. Indicate your Sex?
(a) Male
(b) Female
3. What is your education level?
(a)

College

(b)

University

4. What is your professional qualification?______________________
5. Marital status:
(a)

Single

(b)

Married

(c)

Engaged

(d)

Others Specify________________________

6. What is your religion?
(a)

Christian

(b)

Moslem

(c)

Hindu

(d)

Other (specify) ______________________

Section B: Knowledge on Supervision


Have you ever supervised Student Midwives?



What factors affect supervision of Student Midwives?



Does your Job description include Supervision of Students?



What challenges do you find as you supervise the Student midwives?
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Section C: Attitude


Who should supervise student midwives?



How do find the task of Student supervision?



Does Clinical supervision improve skill acquisition of students?



What things do you endeavor to see a Student Midwife achieve during training?

Section D: Competencies and Skills


What competencies does one need to possess to effectively supervise student
midwives?



Have you ever attended training on Clinical supervision of Students?



Can a midwife who lacks the skills and competencies effectively supervise the
student midwife?



Mention at least four key things you think makes a good midwife (things you put in
place as you are supervising students)?



Who do you consider to be a competent and skilled supervisor?

Section E: Recommendation


What recommendations can you make to improve clinical supervision of student
midwives?
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APPENDIX IV
DATA COLLECTION TOOL (QUESTIONNAIRE)
University of Zambia
Masters of Nursing and Midwifery Sciences
Questionnaire for Nurses and Midwives
Topic: Factors Influencing Clinical Supervision of Student Midwives in Lusaka
urban.
Date: __________________________________________
Place: __________________________________________
Serial Number of Respondent: _______________________

INSTRUCTIONS TO THE RESPONDENTS
1.

Do not write your name on the questionnaire

2.

Read the instructions before attempting to answer

3.

Sign a consent before starting to participate in the study

4.

All your responses will be maintained with confidentiality and privacy

5.

You are free to participate and withdraw from the exercise at any time.

6.

Tick in the box corresponding to the correct answer or write responses in
Provided spaces.
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Official Use only

Section A: Demographic Data of the Respondents
1.

How old were you on the last birthday? _____________________

2.

What is your gender___________________________

3.

What is your highest academic qualification?

a.

Certificate in Midwifery

b.

Bachelor of Science in Nursing

c.

Bachelor of Science in Public Health

d.

Masters Degree

e.

Others: Specify____________________

4. How many years have been supervising student midwives?
a.

Less than 1 Year

b.

1-3 Years

c.

4-6 Years

d.

Above 6 Years

5. Do you supervise student midwives
a) Yes
b) No

Section B: Clinical Supervision Knowledge by Supervisors
6. Have you been trained in clinical supervision of student midwives?

1. Yes
2. No
7. If yes to question 5 above, what does clinical supervision of Student Midwives entail?
_________________________________________________
_________________________________________________
_________________________________________________
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8.

How much time do you spend with students per shift?

a.

30-45 minutes

b.

46-60 minutes

c.

> 60 minutes

9. How do you supervise students (Type of supervision)?
1. One to one
2.

Group session

10. How do you ensure that student midwives meet their clinical learning needs
during practice?
Yes No
1. By providing them with a lot of theory before practice
2. By demonstrating procedures before practice
3. By assigning them tasks and allocating them into shifts
4. Acting as a role model to students

5. Other (please specify) .......................................................

11. How do you ensure the progress of students during clinical placement?
YES (1) NO (2)
1. Meeting with clinical staff
2. Weekly reports
3. Monthly reports
4. Other (please specify) .........................................
12. Which of the following methods do you use for evaluating midwifery Students’
progress during clinical placement?
YES (1) NO (2)
1. Continuous evaluation
2. At the end of every semester
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3. End of demonstration/simulation/role play
4. Workbooks
5. Final practical assessment
6. Written field reports from the ward supervisors
7. Other (please specify) ...............................................................
13. When do you give feedback to student midwives with regard to their clinical
learning?
YES (1) NO (2)
1. End of semester
2. End of the year
3. End of the course
4. When they request
5. Other (please specify) .................................................

14. How do you give feedback to students about their clinical learning?
YES (1) NO (2)
1. Individually in a private place
2. In a group of fellow students
3. On the spot when attending a client
4. In a classroom with preceptors/clinical instructors
5. In the presence of the ward supervisor
6. Other (please specify) .......................................................

15. Which teaching strategies do you use during clinical teaching?
YES (1) NO (2)
1. Case study/presentation
2. Problem-solving
3. Demonstration
4. Clinical judgment
5. Nursing rounds
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6. Ward rounds
7. Clinical meeting
8. Situational teaching
9. Other (please specify).................................................................

16. A conducive clinical learning environment for student midwives includes the
following:
YES (1)

NO (2)

1. Adequate physical environment to deliver quality care
2. facilitate development of clinical competencies
3. Provide adequate and varied teaching and learning
4. opportunities
5. There are adequate resources as space, equipment and other
6. requirements which enhance the teaching and learning process
7. Appropriate humanistic approach
8. A teamwork spirit as fostered
9. Management styles are effective and flexible in providing good
10. quality care
11. Teaching and learning support are provided to midwifery
12. students such that they became responsible for their own
13. learning, critical thinking and judgment
14. Provide clinical laboratory
15. Other (please specify) .......................................................

17.

How do you prepare student Midwives to become reflective practitioners?

______________________________________________________________________
______________________________________________________________________

18. Why is critical thinking vital in midwifery practice?
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_________________________________________________________________
19. Does a midwife’s competence contribute to how he/she works with Student
Midwives?
a.

Yes

b.

No

c.

Not Sure

20. Who usually participate in clinical supervision?
a.

A competent Midwife

b.

A competent reflective Midwife

c.

A caring midwife

21.

Who do you consider to be a competent and reflective midwife?

a.

skillful in practice

b.

very fast worker

c.

A skillful and critical decision maker

22.

What contributes to acquisition of competence?

a.

Routine practice

b.

Working according to guidelines of the profession

c.

Time spent with clients.

d.

Others (specify):_________________________

23.

What do you think can help students Midwives acquire competences?

a.

Experienced staff

b.

Staffing Levels

c.

Other (specify)__________________________________

24.

How does choice in No. 21 affect clinical supervision of Students?
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______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
Section C: Attitudes of Supervisors towards Student Midwives Supervision
25. Is clinical supervision of student midwives necessary?
1. Strongly agree
2. Agree
3. Neutral
4. Disagree
5. Strongly disagree

26.

Should student midwives clinical experience supervised?

1. Strongly agree
2. Agree
3. Neutral
4. Disagree
5. Strongly disagree

SECTION D: Competence of Supervisor in Supervision
27. What midwifery procedures are you able to teach students?
1. Examination of Pregnant woman
2. Management of Labour
3. Postnatal examination of the woman
4. Examination of the Newborn
5. Others (Specify):_______________
______________________________________________________________________
____________________________________________________________________

28.

How can you help Students to make critical decisions when practicing?
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a.

Sending them to do different tasks

b.

Observing qualified Midwives

c.

Reading a lot

d.

Other (specify)_______________________________

SECTION G: Learning Environment of Student
(i)

Staffing Levels

29.

Are there adequate numbers of staff in the clinical to assist with student

supervision?
1. Yes
2. No
3. Other (specify)__________________________
(ii) Equipment and materials
30.

Are there adequate equipment and materials in the clinical area to enable you

supervise student midwives?
1. Yes
2. No
3. Other (specify)__________________________
(iii) Learning objectives
31. Are students learning objectives availed to you when they come for their clinical
allocation?
a.

Yes

b.

No

c.

Not sure

Please give your suggestions on how to improve the clinical supervision to midwifery
students:
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______________________________________________________________________
___________________________________________________________________
THANK YOU!
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