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ABSTRACT

Continuous Professional Development within the maldiraternity is the critical on-job
training phenomenon inculcated in professional earprogression so as to enhance
efficiency, effectiveness and competence in heatthservice delivery. Many studies have
shown that the acquisition of new knowledge antlsskioes not necessarily mean a change
in performance and new knowledge is not alwaysctdyepplied to practice. The purpose of
this study therefore was to establish the influeosic€ontinuous Professional Development
on doctors’ performance. The key objectives of #tigly were to determine the influence of
formal learning program, mentorship program and lémentation of Continuous
Professional Development Cycle as the independmidhles on doctors’ performance as the
dependent variableThe phenomenon that studied the influence of forrdearning,
mentorship program and implementation of CPD Cyxledoctors’ performance was tested
through null hypothesis ¢ Hoand Hs. This study was guided by Knowles’ Adult Learning
Theory proposed by Malcom Knowles in 1950 whichcdsses on the principles of adult
learning. The research design of this study wasrges/e survey research design. The target
population of this study was200 doctors practisingNairobi County. The sampling
procedure used was the stratified random sampllighwwas used to sample the respondents
from Nairobi County stratifying them into public dieal and dental officers, private
practitioners and specialists. The sample sizdisfstudy was determined following Patton
(1990) method of sample calculation. A self-adntarsd structured questionnaire was used
to collect data via informed consent from a sam@le65 doctors: 30 public dental and
medical officers, 20 private practitioners and Jeaalists. The quantitative data in this
research was analyzed by descriptive statistiasgusiatistical package for social sciences
SPPS (V.17.0). Quantitative data was analysed usiagcriptive statistics including
frequency distribution, percentages, measures ofraletendency and standard deviations.
The specific effect of independent variables vigsathe dependent variable was tested
through multivariate analysis. The test of hypo#iset® determine the level of significance of
an independent variable against the dependent blariwas tested through regression
analysis. Content validity was used to ensure itgliof the research instruments. Split half
method was used to ensure that the research iresttusreliable. The reliability coefficient
derived was 0.857 which was more than 0.7, theeefioe instrument was deemed reliable.
The research instruments were piloted. The studydoand concluded that CPD formal
learning programs had the highest influence onatecperformance followed by mentorship
program while implementation of Continuous Profesal Development cycle had the lowest
influence on doctors’ performance. Through multiggression analysis, at 95% confidence
interval (0.05 level of significance), formal learg (with t statistic p value <0.001 < 0.05)
was highly significant, mentorship program (witlstatistic p value <0.004 < 0.05) was
significant while implementation of CPD cycle (witlstatistic p value p = 0.485 > 0.05) had
no significant influence on doctors’ performancehisT study therefore rejected null
hypotheses § andHo2and accepted null hypothesigsience alternate hypothesesahd H
were accepted while alternate hypothesjsvds rejected.

Xi



CHAPTER ONE

INTRODUCTION
1.1 Background of the Study
The right of patients and the general public toeexghat doctors remain up to date and are
professionally competent is an overriding factoh@alth care provision. The ultimate aim of
Continuous Professional Development is to contebict a high quality patient-care and
enhance efficiency in service delivery. Poor perfance is seen as a result of health staff not
being sufficient in numbers, or not providing caecording to standards, and not being

responsive to the needs of the community and pgat{@eleman & Harnjeimer, 2006).

Global and local health regulatory bodies have mipeority to Continuous Professional
Development in different ways. In the United KingdoGeneral Medical Council defined
CPD to be formal and or informal learning outsithe tundergraduate education or post
graduate training which helps one to maintain angdrove on performance. It cut across all
areas of their professional practice; developménmne’s knowledge, skills, attitudes and
behaviours. The Medical Practitioners and Dent&iard defined Continuous Professional
Development as a training that leads to broadeoirigiowledge, skills and enhancement of
personal qualities related to continuous improvemienthe performance of professional
duties. It is a quality assurance mechanism institdo ensure that healthcare professionals

maintain their fitness to practice (Medical Prastiers & Dentist Board, 2014).

In Switzerland, the increasing speed of innovatiothe realm of medicine required doctors
to be prepared for lifelong learning and continycastonomous professional development
(World Health Organization, 2010). An integral past being a modern healthcare
professional is the obligation to maintain compegethrough lifelong career developmental
activities that is enhanced through learning, mestiip and change in personal and
professional practice through implementation of @wwous Professional Development.
However, the learning achieved through ContinuousfeBsional Development is still

controversial since it cannot be assumed that thee rattendance of an activity results in a

transfer of knowledge and in turn, changes in prag¢Bello & Lawson 2013).

In Austria, France, and Italy there are few or egal enforcement mechanisms towards
compliance to Continuous Professional DevelopmenAustria, it was noted that physicians
were encouraged to comply with requirements bec#lusdikelihood of being subject to

litigation increases without such compliance. Rathiean implementing mandatory



participation, Belgium and Norway encourage paptition through financial incentives. In
Belgium, non-hospital physicians receive yearly usmpayments and can ask higher fees per
patient when they accumulate 20 credits of contisumedical education per year. General
practitioners in Norway have no continuous profesai development requirements, but
specialists lose their specialization and 20% hidee if they fail to participate in specialty-

specific courses (Garattatial, 2010; Giret al).

In the New Zealand, acceptable performance meamdiging to a standard acceptable to
reasonable peers and to the community: makingjedteements, demonstrating the level of
skill and knowledge required for safe practice, &aihg appropriately and acting in a way
that does not adversely affect patient safety, iwigl domains of medical practice (Medical
Council of New Zealand, 2014).

In India, Continuous Professional Development isbmader concept for continuing
development of multifaceted competencies inherannedical practice including medical,
managerial, social and personal subjects whichnaeded for high quality professional
performance in modern healthcare delivery systeme. dredibility of the medical profession
is based on the willingness of each professionaértbrace new skills, knowledge and
experience (Khan, 2010).

In Ireland, it was noted that Continuous Professi@evelopment is only effective as long as
change in practice occurs. In addition, to ovedcpices, more subtle benefits occur such as
greater assertiveness and autonomy, better congeetend exchange of ideas. On the
contrary, it was supported that mandatory CPD talkesy the practitioners’ choice to decide
their own educational needs and it is thereforeiractd conflict with the adult learning
concepts of self — direction and self- motivatidn. addition, mandatory professional

development may be seen as an invasion of theifiwaet autonomy.

Across Africa, countries are at different levels a@éveloping Continuous Professional
Development systems. In some countries, regulabmgies require specific number of
professional development credits in order to renkeeir license (Ndege, 2006). In most
African Countries, however there are no systenmggtjgroaches to regulating CPD programs,
and documentation of continuous professional dgwetnt completion is not required for re-
licensure (Giriet. al 2012).



In South Africa, Continuous Professional Developtrieregarded as an international trend,
crucial and necessary to ensure that healthcafegsionals remain current and competent.
However, certification of qualification undertakexs a healthcare professional does not
guarantee that proficiency will be maintained tlyloout the professional life. Further, the
acquisition of new skills and new knowledge for digyd is advancing constantly and the
new knowledge may not be easily communicated tdthese professionals. Therefore,
healthcare professionals need to commit themsedvéfelong CPD program is important to
protect the public by ensuring the promotion of Itheaf the society (Health Professional
Council of South Africa, 2008). It is acknowledge¢lat despite several studies that
recommend or criticise the benefits of continuousfgssional development, it remains

accepted as a measure of practitioner competena#i(\t al.,2008).

In Ghana, a study carried out to establish théudts and barriers towards participation in
Continuous Professional Development by physiothstapeported that overall continuous
professional development improves confidence anfmaith professionals thereby enabling
them to establish rewarding relationships amongtedves and their clients. However, the
study noted that majority of the studies suggestend-specific improvements which were
based on generalized assessments. In conclusiomast found that physiotherapists
demonstrated good attitudes towards ContinuouseBsanal Development but they lacked
leadership direction and within their working emviments there was non-availability of

relevant courses in the arears of practice (Belloafson, 2013).

In Uganda, it was noted that materials that weterohigh technical but not absorbed or
translated into health worker actions were of leditvalue to the health system. Therefore,
the purpose and mission of continuous professioleaklopment and expected outcomes
should be clearly articulated, taking into accoti@ national health profile, priorities and

workforce distribution and capacity. It was furtipgoposed that any commercial sponsorship
of continuous professional development activitiesl @any commercial conflict should be

disclosed during the planning of the activities #mel participants should be notified of these
conflicts. Further, it was proposed that formaltownous professional development program
evaluation should be introduced early in the preces that the baseline against which to
measure effectiveness in meeting identified needb rmake improvements are based on
feedback. Again, that educational format used lshbe most effective and efficient method

for meeting learning objectives (Uganda Health &ssional Council, 2008).



In Kenya, Continuous Professional Development fadiwal and dental practitioners is
mandatory under the Laws of Kenya, CAP 253 and hizexe a responsibility to participate in
continuous professional development in order tovigie quality and optimum healthcare to
their patients. Individual and collective commitrheand compliance to the regulation
requirements by practitioners and providers sigaiitly helps to reduce cases of professional
malpractice, build public confidence in the headttecsystem and enhance the standing of the
profession. Mentoring and personalization persama professional practice by adhering to
the Continuous Professional Development Cycle dmutis to ensure that the professional
development gained is sustainable and efficiemhéet the personal and professional needs
of doctors (Magoha, 2014).

Knowledge, information and skills acquired by heedire professionals as students and
interns become obsolete: not sufficient to sust@mpetence and performance over a
doctor’'s career (Gitonga & Muriuki, 2014). Healthegrofessionals are expected effectively
engage in lifelong learning strategies in rapidigrging healthcare system. Constant change
disease patterns, management approaches and ashmarieehnology (Magoha, 2014) have
made sure that doctors remain sufficiently inform€dntinuous Professional Development
therefore enables medical practitioners to updagér formal education in order to reflect
changes in practice, in the needs of patientsicseand the society’s expectations in the way

doctors work (General Medical Council, 2012).

In addition, more Kenyans are becoming aware oir thghts through the patient rights
charter and medical litigation awareness. Theralss an increased scrutiny of public and
professional complaints that emerge from medicdpraatice, unsafe delivery of healthcare
services and frequency of adverse negligence (Gdtd& Muriuki, 2014). MPDB’ s role in
Kenya is to ensure that doctors performance refldabugh their practice by holding doctors
responsible when their practice is in question bemvthey engage in malpractice (MPDB

Compliance Report, 2013).

1.2 Statement of the Problem

Although continuous professional development prograre recognized globally to improve
job performance, quality of care, organizationatf@enance and service delivery across
health sectors as explained in various studieark&t& Wade 2005; General Medical
Council, 2012; Khan 2010; Gitonga & Muriuki, 20M/orld Health Organization, 2010 and

World Federation Medical Education, 2003), no sabve study has been carried out in



Kenya to critically analyse the elements of corimsi professional development program and
how it contributes to doctor’s performance (MurigkiGitonga, 2014).

The existence of guidelines does not guarantee kamep as evidenced in the Medical
Practitioners and Dentists Board compliance repldre acquisition of new knowledge and
skills does not necessarily mean a change in pedonce and new knowledge was not always
directly applied to practice (World Federation Mmdi Education, 2003). Despite the
increasing relevance of continuous professional eldgment and implementation of
revalidation in Kenya, there is still a rise in t@mber of reported malpractice cases (MPDB

Compliance Report, 2013).

The available assessment tools currently used imy&éoday mainly focus on compliance to
mandatory requirements rather than focussing on affective the knowledge and skills

gained will be used to impact on healthcare by mgehe doctors’ personal and professional
needs in clinical and non-clinical practise. Besjdthere is no clear indication on how
doctors implement the Continuous Professional Ompraknt cycle during their program

(MPDB Compliance Report, 2013).

A wealth of literature exists on the factors infleeng doctors’ performance in the Kenya as
was highlighted by numerous authors. (Lundstormgliese, Bartley, Cox & Guther;
Dieleman & Harnmeijer, 2006); undertook substardgiatlies on organizational, work-related
and environmental factors on doctor’'s performan®#anjau, Muiruri & Ayodo, 2012)
studied the impact of technological, communicatiand financial factors on doctor’'s
performance; (Dieleman & Harnmeijer, 2006) studieffuence of personal and life-style
related factors on performance management systeadership and motivation by doctors.
While (Ndetei, Khasakhala & Omolo, 2008) studiede tiimpact of shortage and
maldistribution of health workers on HIV and AID&ieleman & Harnmeijer, 2006)
undertook a detailed study on the implicationsarfrfal and continuous educational factors

on service efficiency by doctors.

This study however focused on continuous professiatevelopment with a view of
establishing how elements of formal learning, mesitip and implementation of continuous
professional development cycle influenced doctgstformance in Kenya. Continuous
Professional Development cycle comprises of apakaiglanning, action, reflection or

evaluation and documentation of learning activitiéswell-educated workforce is critical to



the discovery and application of health care pecastito prevent disease, promote well-being,
and increase the quality of life” (Institute of Meide, 2010). Whereas numerous actions
have been put in place to deal with organizatioealironmental, governance and financial
factors that influence doctor’'s performance, thef$erts typically overlook the critical piece
of improving quality; developing and maintaining raliable, properly trained health
professional workforce (Institute of Medicine, 2008y focusing on the formal learning,
mentorship and implementation of Continuous Prafesd Development Cycle, this study
bridged the gap that was identified.

1.3 Purpose of the Study
This purpose of this study was to establish thduémice of continuous professional

development on doctors’ performance in Kenya.

1.4 Objectives of the Study
The study was guided by the following objectives:-
I.  To establish how formal learning programs in camims professional development
influences doctors’ performance.
ii. To ascertain how mentoring programs in continuousfessional development

influences doctor’s performance.

iii. To assess the extent to which implementation of ti@oous Professional

Development Cycle influence doctor’s performance.

1.5 Research Questions
The study was guided by the following research toes:-
i.  How does formal learning program in continuous gssfonal development influence
doctors’ performance?
i. How does mentoring program in continuous profesdiatevelopment influence
doctor’s performance?

iii.  To what extent does the implementation of ContirsuBuofessional Development

Cycle influence doctor’s performance?



1.6Research Hypothesis
This study sought to test the following null hypegls at a significance level of 95%:-

i. Hoiy: Formal learning in continuous professional depeient has no significant
influence on doctors’ performance
ii.  Hoz: Mentoring programs in continuous professionalefiegment has no significant

influence on doctors’ performance.

iii.  Hos: Implementation of Continuous Professional Deveiept Cycle has no

significant influence on doctors’ performance.

1.7 Significance of the Study

It is hoped that this study would add knowledgéehte effective practice of medicine and to
help doctors reflect on how their learning and d®weent improves the quality of care to
patients. As a result, it is hoped that the relegsakeholders and health regulatory bodies in
Kenya would be able to develop assessment toolsathald enhance the identification and

achievement of personal, professional and pubkmging needs.

It is hoped that the findings in this study woullldkey reference material in libraries around
the world. Also that the information generated wbtdcilitate the growth of the medical
profession and help consultants, doctors and adlicaé practitioners would have access to
this information. Again, it is hoped that this sgusvould necessitate the increase of
awareness on the importance of continuous profeasidevelopment which would ensure
medical professionals engage in self-regulationtfers. This study was also geared towards
encouraging doctors to engage in mentoring relakiggs with their seniors or juniors in
order to assist one another develop and grow irpthfession as change in knowledge and

practice is the most constant aspect in medicine.

Through this study, it is hoped that the governnmianbugh the Ministry of Health, the
Health Regulatory Bodies, Policy Makers and relé&takeholders would be able to develop
and review policies, systems and measures thatdvordmote effective use of the CPD
Process and provision of continuous professionakeldgment in line with Millennium
Development Goals (MDG) 4 and 5, Vision 2030 SoPi¢lar and Kenya Constitution 2010
Chapter 4 Article 43 1(a). These studies had beened out in Countries. Therefore, it is



hoped that this study would be of use in comparigbthe previous studies to check on

validity of their findings with respect to a diffart environment.

1.8Delimitation of the Study

This study was delimited to variables which werenfal learning, mentorship and
implementation of continuous professional developimgcle against doctors’ performance.
The study was again delimited to doctors practisimgNairobi County and those who
regularly undertake CPD because Nairobi Countynes af the counties in Kenya where there
is a high concentration of doctors and a lot oftcous professional learning are carried out
in comparison to the other counties. The study alas delimited to medical and dental

officers in major public hospitals as well as matljorivate practitioners and specialists.

1.9Limitations of the Study

This study faced the following limitations: It watfficult to get the doctors to answer
guestionnaires since they are busy people. Sincg ofothe doctors targeted were senior
doctors and consultants, getting them to sit dowranswer a questionnaire was almost
impossible, however, the researcher booked appeimirearly, remained persistent and used
all available professional mechanisms to ensure tdmgeted doctors filled up the

guestionnaire and offered sufficient information.

The second major limitation was finances. Since #tudy was extensive and involved high
travelling and communication, the exercise utilizegh amounts of money. To circumvent
this dilemma and ensure it did not impact on datiection, the researcher sourced for funds
through a Sacco loan to finance the research bumigggtensured that the research did not

exceed the budget.

1.10 Assumptions of the Study

The researcher worked on an assumption that doatousd be accessible and would avail
sometime to fill in the questionnaires faithfullgcawould return them within the agreed time
span. It was also assumed that the finances wauil/ailable in time so that the study would

be effectively carried out in the stipulated tinasfre.

1.11Definitions of Significant Terms used in the $idy
Continuous Professional Development Refers to the maintenance, broadening and
enhancement of the knowledge, skill, expertise

and competence of professionals throughout
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Formal Learning Programs:

Mentoring Program:

their carriers according to a plan formulated
with regard to the needs of the profession or
employer so as to retain their capacity to

practice safely, effectively and legally.

Comprise of activities like tertiary courses,

accredited structured courses, clinical training
programs, conferences, forums and seminars,
research. Are courses leading to degree, higher
degree, on-line learning, in-service education

and presentations among others.

Refers to life long mutual and reciprocal
relationship or partnership which involves a
more experienced person (mentor) who shares
the knowledge and experience with someone
who is less experienced (mentee) in a

relationship based on mutual trust.

Continuous Professional Development Cycle: Refers to a process that comprises of

Acceptable Doctors’ Performance:

Medical Malpractice:

Self-appraisal, Planning (Personal Development
Plan), Action or implementation, Reflection or
Evaluation and Documentation of continuous

professional development activities.

Is practising to a standard that is acceptable to
reasonable peers and to the community: making
safe judgements, demonstrating the level of skill
and knowledge required for safe medical

practice.

An act or omission of a health-care provider

which the treatment provided falls below the



Continuous Medical Education:

Learning Methods:

Learning Environment:

Shared Learning:

Role Modelling:

Appraisal:

Personal Development Plan:

Action:

Reflection:

accepted standards of practice and causes injury
or death to the patient example misdiagnosis,
wrong treatment, emergency room errors,

surgical, dental errors, patient abandonment,

lack of informed consent and poor referral etc.

Continuing education in knowledge and skill of

medical practice

Ways in which knowledge and skills are
disseminated or transmitted from the trainer to

the learner

a place or setting in which acquisition of
knowledge and information is carried out for

example immediate clinical environment

engagement in collaborative and participative

exchange of knowledge and skills

observational learning where the learner
emulates some particular characteristics or

behaviour from another party

the assessment of learning need that can be
addressed by either self-assessment of

performance and peer-reviewed

portfolio for work-based learning which
documents the key objectives with actions to

achieve

learning by participation in professional body

working groups or attending training courses

analysis to determine whether doctors can
address what they learned, how their work will

improve

10



Documentation: creation of a personal learning portfolio which

doctors submit to their regulators

1.120rganization of the Study

This report was organized into five chapters. Caapne discusses the background of the
study, statement of the problem, purpose of thdystuesearch objectives and questions,
research hypotheses, significance of the studymdation, limitations and assumptions of

the study and definitions of significant termshe study.

Chapter two deals with literature review, theomdtiand conceptual framework and a

summary of knowledge gaps.

Chapter three describes the study methodologyarelsedesign, target population, validity
and reliability of research instruments, data @biten procedures and operational definition

of variables.

Chapter four discusses the interpretation and ptagsen of the findings. This chapter

presents analysis of the data and also provides#jer findings and results of the study.

Chapter five presents the discussion of key datdirfgs, conclusion drawn from the findings
highlighted and recommendation made there-to. Téweclosions and recommendations

drawn were focused on addressing the objectiveeostudy.
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CHAPTER TWO
LITERATURE REVIEW

2.1 Introduction

This Chapter systematically examined the reseaank wf other global and local researchers
in order to find out what had been written on howrnfal learning, mentoring and
implementation of continuous professional developimeycle influences doctors’
performance. Empirical literature examined were weeks done by twenty scholars. The
chapter also focused on theoretical underpinnintpefstudy, a conceptual framework and a

summary of knowledge gaps.

2.2 Formal Learning and Doctors’ Performance

This empirical literature discussed on continuoweditzal education, learning methods and
environment, activities and content. With an insmeg global and local research into the
factors influencing doctor’s performance, the ielahip between Continuous Professional
Development and how it influenced doctor’s perfoncehas attracted considerable attention
in the recent years. In an attempt to go beyondrtditional Continuous Medical Education
in the form of formal lectures or seminars with ¢irbased credits points awarded, studies
mainly focussed on a holistic learning approachcWwhincorporates the new knowledge and

skills into practice in order to improve on perf@nce (Dieleman & Harnmeijer, 2006)

Debate on the limitations of formal educationalgyeons which often give a false sense of
security, as competency is not ensured by attemdéas cited in Garganta, 1989; Kerry,
1998). Studies have shown that Continuous MedidakBtion or passive learning was good
for assimilation of knowledge, but did not bringoab improvement in patient care (Chan,
2002. There is general agreement that continuouscaleeducation are ongoing educational
activities that keep practitioners informed andtoqgiate with medical knowledge. However,
acquisition of new knowledge and skills does natessarily mean a change in performance
and new knowledge is not always directly appliedotactice (World Federation Medical
Education, 2003).

Continuous medical education is one of the comptnesf continuous professional
development and it is held in formal educationaliemments. Formal learning is implicated
as a more structured and systematic training iategrinto health facility protocols. It is
often associated with didactic, schematic, largecher-driven learning methods such as

lectures conducted in traditional settings likeitarcums which narrowly focused on clinical
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education and predominantly built on education thdinstitute of Medicine, 2009; 2010;
French, 2006; Filipet al, 2014).

Redesigning Continuing Education in the Health &sions, there were major flaws in the
way continuous education was conducted, financedgulated and evaluated. Health
professionals and their employees mostly focusednerting the regulatory requirements
rather than identifying personal knowledge gaps famding programs to address them and
if). Many regulatory organizations that regulatentbouous education tended not to look
beyond setting and enforcing minimal, narrowly defi competencies (Institute of Medicine,
2009)

Continuous Professional Development is a broadeceq@ and a more holistic approach:
wide range competencies that include research amhtsic writing, multidisciplinary
context of patients’ care, professionalism andoathpractice, communication, leadership,
management and behavioural skills, team buildingprimation technology, audit and
appropriate attitudinal change to ensure improvatiepts’ service, research outcomes and
attainment of the highest degree of satisfactiostaieholders (Filipet. al 2014). “Medical
practice is considered as routine and predictahle ib fact; doctors require making
judgement in complex and unpredictable situati@mntinuous professional development is
the key to optimizing a person’s career opportasijtiboth today and for the future” (Khan,
2010; World Federation Medical Education, 2003).

Khan, (2010) reported that due to rapid changesedalth care delivery system; health
professionals needed to transform from a continumegdical education to a continuous
professional development model so that they rerfiamto-date” in their knowledge and
competency in total care. Chan (2002), noted ttmalevprofessional development is accepted
direction for practitioners, the speed of movingnir traditional medical education based
program should be gradual in order to be accepiettieé profession. Hence the traditional
continuous medical education could not be totaliped out from the medical education
arena as it was the simplest educational actiigt is relied on for acquisition of new
knowledge. Changing from continuous medical edoocatto continuous professional
development would not solve the problem of healthadelivery given the complexity of

patient care. Thus, they should both co-exist énrttedical education arena.
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The science behind Continuous Education is frageterind underdeveloped and hence
difficult to identify effective educational methodsd to integrate them into coordinated,
broad-based program that meet the need of divarsgerof health professionals. Institute of
Medicine, (2010) reported that individual learnistyles differ greatly and therefore

innovative learning methods have to be developédtketp health professionals maintain their
competencies. Learning methods have constantlygethfrom a focus on professionals’

attendance with limited set of educational actatio a focus of demonstrating changing
professional practice and improving patient outcem€reating appropriate methods,

processes and context is imperative for profestsdngprovide high quality care possible.

Regardless of the selected delivery method or formgeractive practice based learning is
the most successful: giving time and opportunityhi® learners to ask questions, discuss and
shift the focus from a passive teaching to an adgarning. Experimental learning is central
to the development and retention of intuitive skdentral to a complex craft such as surgery
(Khan, 2010) differed from this line of thought. ld&ated that the most effective personal
development is from the experiences that one dpsefoom own success and failure in
everyday challenge. Institute of Medicine, (2010ygested that potential sources for better
learning may lie in the field of adult educatiosearch and theory. Research in areas such as
and ragogy, experimental learning, self-directedrring, lifelong learning and critical
reflection may offer information that may be incorated into continuous education delivery
methods (Filipeet al, 2014).

Continuous Professional Development methods shooéd geared towards quality
improvement by mainly teaching not only on how deritify problems and how to apply
solutions but to also focus on actual performarf8ecial media is increasingly being
considered by educators or organizations as thécalesbmmunity is changing from having
conservative and reluctant stand to embracing ewdraging these media tools. He added
“online tools improve research efficiency and sbcrmedia enhances professional

networking” (World Federation Medical Education 03).

Continuous Professional Development activities mibst provided in settings and
circumstances that are conducive to effective legfn For the purposes of quality
improvement, physical facilities, skills trainingjuepment and work schedule should be
evaluated and updated regularly for the appropréss in providing adequate context and

conditions for CPD. In addition, Institute of Meitie, (2009) health professionals from
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various disciplines should come together in cakgfidilored learning environments. Inter-
professional efforts will enable participants tarle both individually and as a collaborative
team with a common goal of improving their perfono@ and patient outcomes.
Opportunities to benefit from CPD on day to dayibatepend to a large extent on the
working environment; a thriving clinical researchvigEonment with ample resources is

different from working in the rural areas (Ndeg&&ko, 2006).

Benefit from participation in continuous professabrdevelopment activities should be

analysed in relation to doctor’'s needs. Also thatuientation of relevant activities plays a
significant role in systems for competence assestnreespective of the system in use for
recognition of the doctor in practice. Thereforegpggams should not only contain activities

that are selected by Continuous Professional Dewadmt providers, rather by doctors as the
learners, to address their personal and profedsiteeds. Need assessment is critical to
current and future work duties. (Khan, 2010; Nifs€oHjelmqvist, 2009).

Continuous Professional Development programs sh@uiinote a culture of curiosity,
lifelong learning and with activities that allowrfpersonal interests, development and in
response to the needs of their patients. Continlsafessional Development activities are
often categorized into work-based learning ac#eiti professional activities, formal
educational courses and self-directed learning.eilaless these activities need to be guided

by a planned educational policy suitable for aipaldr country (Khan, 2010).

Continuous Professional Development content shdadddiverse and flexible. Diverse
meaning that the narrower and broader needs obdoate met depending on the nature of
their practice. Flexible meaning the content memtergent needs as soon and as far as
possible. Content should therefore include basamiedical, clinical, behavioural, social
sciences and ethics. “Course content in formalicoous professional development can be a
barrier to practice change if it is not clinicaliglevant, not up to date, too basic or of poor
quality” (French & Dowds, 2008). The content shobklbased upon self-directed plans for
learning which are consistent with various profesal roles. Doctors play different roles:
medical expert, health- advocate, communicator,labotator, team-worker, scholar,
administrator and manager. There is need to stienghese skills through CPD (Muriuki &
Gitonga, 2014).
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2.3 Mentorship Program and Doctors’ Performance

Mentorship is one of the effective tools for Contims Professional Development in a day to
day practice in the medical field. According toll@borative Mental Healthcare Network
(CMHCN) (2008), mentorship program is a powerful debof relationship building in
providing a safe environment for learning. It go®s participants with the understanding of
the importance of case-based and just-in-time acte®xperts in the field to assist them
develop the knowledge and skills they need at w@temoment when needed. Mentoring
therefore is a cost-sharing and effective methodugfporting excellent patient care. Role
modelling also features as part of mentorship tiinoabservable learning. Halligan in DH
(2004), stated “I have been fortunate to have weckpersonal and professional mentoring
over the years. It allowed me to reflect and leaom my experiences, both good and bad.
More than any other development tool, it has alldwee to grow as a person and as a

professional.”

Mentoring involves a more experienced person (nmgnitno shares the knowledge and
experience with someone who is less experiencedtéagin a relationship based on mutual
trust. This professional interaction integrates antlances career, educational, interpersonal
and psychological development both in the cliniaad non-clinical aspects of medical
practice. CPD mentoring whether consciously or nscmusly holds the future of medicine
as new skills, knowledge and techniques are shhstdeen colleagues, team work is
enhanced, leadership skills are developed and madels are nurtured for a sustainable
quality of practice. This occurs through effectigemmunication channels, interactive

learning, peer reviews and apprenticeship (Cowaist, 2012).

In addition, mentoring is seen to be a mutual amcprocal relationship or partnership
whereby both parties utilise reflective practiced aaxperiential learning to develop new
skills, knowledge and attitudes and is beneficiablh levels of professional careers. It is
characterized by adult nature of the relationshipcontrast to traditional student and
apprentice relationship. Hazelton & McGibbon (20&%)p noted that mentoring was relevant
for skill acquisition (Dieticians Association of Aualia (DAA), 2013).

A mentor as ‘a senior practitioner, or respecteérpevho offers through an ongoing
professional relationship with his or her mente@afunities to develop, stimulate and
maintain their professional development by: addngsscurrent professional concerns;

identifying further learning needs to form partpafrsonal development plan in CPD; develop
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greater confidence and increased motivation thrangheased self-reflection; evaluate the
professional task; identifying blocks and hindramte the professional well-being of their
mentee; and offering help with career progresaimh advancement; develop key managerial
competencies such as strategic thinking, probldmrgpand influential thinking so that they
can apply them in their workplace; increase orgaional knowledge through sharing their
understanding and experiences and importance ddibginetworks; enable a dedicated
focus on personal and professional development ehecentributing to Continuous

Professional Development for both mentees and me(Ramsay & Bijlani, 2008).

Mentoring through Continuous Professional Developime usually associated with work-

based learning where doctors learn by repeatingdh®e type of action via discussion with
colleagues and peer review. To make the most o@R® mentorship, doctors need to take
advantage of the variety of learning modalitiesn jeducational networks and engage in
development of their colleagues by sharing theipeeiences and benefiting from

collaborative learning. Networking is a major chelnnf mentoring and includes meeting
with colleagues or net-based information exchadgeussions and counselling (Khan, 2010;
World Federation Medical Education, 2003).

Participation in Continuous Professional Developméas been reported to improve
confidence and competence among healthcare profedsi thereby enabling rewarding
relationships among themselves and their clienisthEr, doctors in consultation with their
peer and professional organizations should defamepetencies or benefits to be achieved as
a result of CPD to enhance learning through tearkw®here is also a need to establish
formal collaboration with other stakeholders inartb achieve a broad spectrum of learning
possibilities (World Federation Medical Educati@dp3; Bello & Lawson, 2013).

There is an indication that there is a growing dréa acknowledge the value of inter-
professional and team based professional develdpameihcould be a result of planned inter-
professional education or spontaneously at the plade (as cited in General Medical
Council, 2003). According to General Dental Courf@DC) CPD Guidelines (2013), it is
proposed that CPD be carried out with other membietise dental team for example training
to handle emergencies together. Team work institateommon growth among members so

as to embark on the same standard of practice (BP2&L3).
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On the contrary, a study conducted by the DepartroeRealth UK, argued that mentoring
may not be the most cost-effective tool in somewnstances. For instance, if there are
many doctors in a particular group who have a commeed, a formal educational program
may be more appropriate to ensure quality and aidity. Mentoring also relies on one-to-
one interactions and not everyone may find it aenoomfortable experience particularly
where trust has not been built up naturally. Theey be shortage of suitable people with
enough time to be mentors and one mentor may nekilled in all areas and if one has an
“official” mentor, this may limit the benefit to veth one person can provide. Moreover, some
people in medicine still believe that requestingfiering additional help implies a weakness
or lack of readiness for a new role, rather tharalmable opportunity to gain extra skills,
knowledge and insights to allow the person helpeddhieve greater success. Another
setback is the choice of an official mentor fronotuer group could exclude the strength of
peers sharing experience, support and developimg petworks (Department of Health,
2004).

Lastly, mentors draw their own past experience gkitls learned in other roles: single
educational event will not adequately prepare datdor the very diverse issues or variety of
guestions asked by mentees. In the absence ofelance about how doctors benefit from
mentoring, Department of Health (2004), proposed thentoring be promoted in a natural
way by which doctors can enhance their careerdicgation remains entirely voluntarily;
access to mentorship to be made as wide as passibi¢ors can choose a scheme to

participate or request for mentors from outsidériced groups or organizations.

Role modelling is a powerful form of learning and imtegral part of medical education

especially in the transmission of values, attituded behaviour.” Much of learning is done

unconsciously and can transmit negative or posgi¥ects. The old aphorism “Do as | say
and not as | do” seldom works. What is done hasenmopact on the learner than what is
said” (as cited in Westberg & Jason, 1993). Histdly, doctors have patterned their

activities on those of practitioners whom they eztpand trust (Cruess, Cruess, & Steinert,
2008).

Baillie and Guerrero (2011), added that strategfestentional role modelling requires that
one is aware that he or she is a role model, io#txabout what he or she is role modelling,
uses a student-centred approach, has a posititedattprotects time for teaching, facilitate

reflection on clinical experience, demonstrate icih competence and encourage dialogue
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with colleagues. Effective role model is one withnical competence: has excellent
knowledge and skills, effective communication aadrgl clinical reasoning; Teaching skills:
a student centred approach with effective commutioicafeedback and opportunities for
reflection and Personal qualities: compassionatd aaring, honesty and integrity,
enthusiastic about practice of medicine, effeciivierpersonal skills and commitment to

excellence (Cruess, Cruess, & Steinert, 2008).

Passet al. (2013), in their study, outlined that excellenae role modelling involves
demonstration of high standards clinical competerseellence in clinical teaching skills
and humanistic personal qualities. Positive roledet® not only shape the professional
development for the future practitioners but alsituence their career choices. However the
challenge that arose in there study was the lackdérstanding of the complex phenomenon
of role modelling and the negative role modellingieth poses negative influence required

deeper exploration to identify ways to mitigate exde effects.

Paice, Heard and Moss (2002), considered whetlhenrodels can still be effective means of
imparting professional values, attitudes and behasi in the health service that is
increasingly sensitive to society’s expectation dod developing doctors that are more
patient centred and ethically sensitive. A survegducted in this study found that the most
important qualities in role models that were a fsiattitude to the junior colleagues were
compassion for patients, integrity, clinical congete, enthusiasm for their subject and
teaching ability were so important but the reseachievement and academic status were
much less so. The attributes that did not featughlyn were excellence of research,
publications, success in raising grants, senior agament roles, service development,

professional leadership, power, status and highiregs.

Simon Sinclair while observing a group of medidaldents gave a contrasting opinion to the
above findings. He saw that students were dravantbemulated senior doctors who seemed
to share their power and responsibilities with othefessionals. They learned aversion to
investigating patients’ social and psychologicablpems. They adopted idealism of
professionalism when away from family and non-madifriends. This suggested a
divergence between the qualities the young docteek in their role models and the qualities

they actually emulate (Paice, Heard & Moss, 2002).
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Traditionally, good role models have been seerasisgh the informal curriculum of medical
professionalism and in this way professional alt) values and behaviours have been
handed down from generation to generation. The nmygbrtant question is whether these
values, attitudes and behaviours are the onesviliatand future clinicians in good stead as

the health service of the 2Century develops.

2.4 Implementation of Continuous Professional Devepment Cycle and Doctors’
Performance

Continuous Professional Development Cycle is aqmaiyy planned program of learning
experiences undertaken by an individual. ContinlRnagessional Development is not a fixed
process; it's a continuous educational proces®rdttan a targeted intermittent input. It is a
personal and professional responsibility and itingortant for doctors to fulfil it by
demonstrating that their professional developmemhmrises appropriate learning needs
assessment, learning activities address the idshtiieeds, learning is implemented in
practice and that changes are evaluated to completecycle of learning. Doctors’
achievement of best performance and quality hemléhdor the community begins with
change in personal and professional practice througplementation of a Continuous
Development Process or Cycle (Khan, 2010). Thitudes a 5 step cyclical process: Self-
appraisal, Personal Plan, Implementation or Actid®eflection and Documentation
(Dieticians Association of Australia, 2013; Khag1D).

2.4.1 Appraisal or Review Stage

Self-appraisal is defined as the assessment afitepneed that can be addressed by either
self-assessment of performance, performance redidweprofessionals, peer, employer or
regulatory binding for future promotion. It occursfour stages as cited in (Fox & Bernett,
1998) first, the doctor estimates where he or slghbto be in terms of knowledge, skills and
performance related to change. Secondly, one fdEntvhat he or she presently knows or is
able to do. Thirdly, one estimates a discrepandh®gap between stage one and two. Lastly,
one desires to cover for that gap or need (KhahQ28tarke & Wade, 2005).

Health Professional Council and Social Care (HSCRZ)13), added that a professional is
required to carry out a self — directed review ledit knowledge, skills, performance and
personal qualities in their professional role. Dgrappraisal, learning needs are discussed to

ensure that they are relevant to doctor's practidth a focus to support changes and
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improvements in practice. This can be done by dnhgckhe following domains of Good

Medical Practice.

Good clinical care or governance: evidence disaugsgude audit data with outcomes and
their comparison to national standards, detailooimfal complaints and how they were dealt
with critical incidents. Maintaining Good Medicalr&tice: evidence of participation in

clinical and non-clinical areas attendance in appate courses, individual development like
publications. Teaching and Training: evidence friemdbacks of those they taught through
teaching and supervisory role. Collaboration araimwork: multi source feedback or 360
degree assessment and patient satisfaction quesities to assess teamwork and
communication skills. Probity and Health: doctatsntity any problems which might affect

their effectiveness through self-declaration (Sta8kWade, 2005).

The needs, outcomes and prioritisation should berded as part of Personal Development
Plan to ensure relevance of leaning (HSCPC, 2018k& & Wade (2005). According to
Filipe et al. (2014) “a learning need is a gap between curremsgmal competencies or
population health status and the desired staternlragaps can be identified during direct

patient care, in interactions with clinical and rimical teams and activities.

2.4.2 Planning (Personal Development Plan) Stage

Personal Development Plan (PDP) is a portfolioiork-based learning which documents
the key objectives with actions to achieve it, iifging the internal and external factors that
will favour or not favour the achievement and idiicdtion of resources and training course.
PDP is an outcome of appraisal. Strategic planmmeghod like SWOT analysis can be
involved and the Continuous Professional Develognaativities must be a mixture of

learning relevant to the current and future practacbenefit the service user (Khan, 2010).

Personal development plan template has the follgWwieadings: Learning need; learning
outcome; priority; appropriate learning activitydatimeframe for activity. The use of this
template has been greatly emphasized in the UK, ,U&Atralia and Middle East but rarely
in the African Continuous Professional Developm@uaintext. In Kenya specifically, the
CPD guidelines has not captured this tool that kesalpersonalization of continuous
professional development program, for the purpostsndividual change in practice
(HSCPC, 2013).
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2.4.3 ActionStage

This plan is brought into practice by attaining fessional qualifications, participation in
professional body working groups, attending tragniocourses, engaging in formal and
informal activities, mentoring (Khan, 2010). “It isnportant for health professionals to
participate in activities that relate to the comtehthe participants professional practice as
cited in (Berry & Diennes 1992).” Starke & Wade (B0, stated that Continuous
Professional Development must be accessible arglytito meet the needs identified in the
development plan. Doctors must then target eduraltiactivities that will enable them to
achieve their goals. Sequencing the activitieseipful in reinforcing learning for example
learning a new skill, practising it in a clinicaiveronment, then following up to check if its

effective in changing a behaviour.

Filipe et al. (2014) argued that sometimes an educational gciwiundertaken by doctors
not for the sake of factual learning, but for baugtheir confidence on a particular topic or
skill. Therefore CPD activity should be chosendaling an identified need related to a skill,
knowledge, and competence assurance or performdap®nstration in practice. The
activities can range from practice improvement,epehdent professional development to
research or self-education. The educational aigsvinust be intentional: a deliberate search
for knowledge, skills, competences and attitudestnme of quality and must address the
patient, society and healthcare needs (BaxendaRay, 2013; General Dental Council,
2013; EURACT & EQUIP, 2001).

2.4.4 ReflectionStage

It may not be possible to measure the direct efdéa particular CPD activity on patient
outcomes but one could use evidence from his ompletice, research, audit, patients and
colleague feedback to reflect accurately on thenfggmance. Then as part of professional
development, one should then make any necessarpwapents (General Medical Council,
2012).

Khan (2010), proposed that doctors need to findadwdther their needs were met, if they can
address what they learned, how their work will ioy&, what could they do now that they
couldn’t do before. Reflection helps doctors tolgsm complex situations, consider the way
they make decisions, make connections, improve rablegm solving skills and identify
future learning needs. Professional learning shoalsb equip doctors to deal with

unpredictable future clinical demands to relatéhtobroad knowledge base and make up for
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deficiencies of the past experience (World Fedenakiledical Education, 2003). Continuous
professional development activities should be eteld focussing on participants’

participation, satisfaction and changes in knowdedgehaviour and patients outcomes as
depicted in Kirkpatrick’s Model of Evaluation. Permance evaluation can be performed
through CPD credit accumulation, learning portfslioriterion reference methods, computer

diaries, peer review and chart audits. (Muriuki &f&ga, 2014)

2.4.5 Documentation Stage

For quality developed to be achieved, the objeatifvany system of documentation should
be to acknowledge actual learning and enhance deme and not merely participation in

continuous professional development activities.sThan be done by creating personal
learning portfolio which they can share with thgieers (World Federation Medical

Education, 2003).

Personal learning portfolio should include a peatarollection of evidence of an ongoing
development, a reflective commentary, record otrathnce and important supporting
documents (Australian Capital Territory, 2010). &eh Dental Council, (2013) emphasized
that the documentary evidence must have conciseaéidonal aims and objectives, clear

anticipated outcomes and quality controls.

Filipe et al. (2014) proposed a different method of documentatibe use of an e-portfolio
which documents an individual's professional pregien as a web based collection of
artefacts like reflection, resources, accomplishsi@md time periods. This will encourage
exchange of ideas and feedbacks thereby bringimgeaningful learning experience. To
make it easier for doctors to document their attigithey have attended, MPDB, Kenya has
provided for an online CPD platform where doctoes anaintain an e-portfolio without
necessarily having to physically submit a log badkthe Board. The Ministry of Health
(MOH), Kenya has developed strategies to ensuttediztors participate in CPD: post basic
scholarship, scholarship for short courses, speeil workshops and on job training

budgetary provision Despite such a developmentt ohmsors Kenya have not complied.

2.5 Theoretical Framework
This study is based on Knowle’s Adult Learning TiyecAndragogy as a study of adult
learning, originated in Europe in 1950's and wamnthioneered as a theory and model of

adult learning from the 1970's by Malcolm KnowlesAsmerican practitioner and theorist of
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adult education, who defined andragogy as "theaadt science of helping adults learn" as
cited in (Zmeyov 1998; Fidishun 2005). Andragoggiuld learning) is a theory that holds a
set of assumptions about how adults learn and esiggsathe value of the process of learning
(Kearsley, 2010). It uses approaches to learniag) @ine problem-based and collaborative
rather than didactic, and also emphasizes moreliggbatween the teacher and learner.

Knowles identified six principles of adult learning

Adults are internally motivated and self-directeféid{shun, 2005) adult learners resist
learning when information, ideas or actions aredsga on them. Secondly adults bring life
experiences and knowledge to learning experierbasy like to be given opportunities to
use their existing foundation of knowledge and egpee gained from life experience to
apply to their new learning experiences. Thirdiyulés are goal oriented: they become ready
to learn when they experience a need to learndardo cope satisfyingly with real life tasks

or problems.

Fourthly, adults are relevancy oriented: they wanknow the relevance of what they are
learning to what they want to achieve. Fifthly, ksl@are practical through, interacting with
real clients, real life situations and practicadldivork experiences, students move from
classroom and textbook mode to hands-on problemingpivhere they can recognize first-
hand how what they are learning applies to life tnredwork context. Lastly, adults like to be
respected and respect can be demonstrated toatreeteby taking interest, acknowledging
the wealth of experiences that the student brimgshé placement; regarding them as a
colleague who is equal in life experience and eraging expression of ideas, reasoning and
feedback at every opportunity. Continuous Profesdidevelopment is underpinned by
andragogical concepts and those associated witactige practice. Influential work on
experimental learning, learning styles and reflectpractice has a major contribution to
understanding the way in which adults learn in W@kplace and apply the learning to
practice (Sullivan, 2010).

2.6 Conceptual Framework
The variables in this study are inter-related a®sashin the conceptual framework below
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Figure 1 Conceptual Framework
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The conceptual framework of this study is based tlo& three elements of Continuous
Professional Development and how they influencetaitsc performance. The independent
variables consist of formal learning and the keyidgators are Continuous Medical Education,
learning methods and environment and CPD activiied content. This phenomenon that
studies the influence of formal learning on doctg@msrformance will be tested through null
hypothesiHo;.

The second independent variable is the mentorsihggrgm and the key indicators are
mentorship through shared learning and teamworkraled modelling. This phenomenon that
studies the influence of mentorship program onalstperformance will be tested through null

hypothesidH ;.

The third independent variable is the implementatibCPD cycle and the key indicators of this
variable include appraisal, planning, implementatioeflection and documentation. This
phenomenon that studies the implementation of Clgflecon doctors’ performance will be
tested through null hypothedis.

The dependent variable in this study is the dostperformance with four indicators which
include reduced medico-legal complaints, clien&isfaction, workplace and high professional
efficiency. The conceptual framework above indisdtee relationship between the independent

and dependent variables.

Apart from the major independent and dependentabbes, there are other variables such as
moderating, intervening and extraneous variables thay affect the relationship of formal
learning, mentorship program and continuous pradess development cycle to doctors’

performance.

2.7 Knowledge gaps
The summary of knowledge gaps as conceptualized the reviewed literature is as shown in

the table below:
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Table 2.1 Summary of Knowledge Gaps

Variable Author Findings Knowledge gap
Formal Chan, (2002). Medical educatidfom Passive learning was good for assimilatididucational activities need to be
Learning and | Continuous Medical Education to CPD of knowledge but did not bring abouintentional diverse, flexible and should pe
doctors’ improvement in patient care. Formamplemented to address the patient,
performance | French & Dowds, (2008). An overview of CPDearning can be a barrier to practice chahgeciety and healthcare needs both for|the
in Physiotherapy if it is not clinically relevant, not up to datecurrent and future. CPD activities need to
too basic or of poor quality. Formal learninge guided by a planned educational
Filipe et al. (2014). Ophthalmic Education. | is didactic and largely teacher-driven wijtpolicy. There is need to emphasize on the
CPD: Best Practices narrow focuses concepts of experimental adult learning
as proposed by Knowles’ Adult Learning
Khan, (2010). CPD; What should we learn? Theory
Mentorship DH, (2004). Mentoring for Doctor&ignposts | Mentoring may not be cost effective wheA formal educational program may be
program and | to current practice for career grade doctors | many doctors in particular group have| more appropriate to address the common
doctor’s common need. Choice of an official mentareed of a group of doctors. There is need
performance | WFME, (2003). Global standards for quality | from another group could exclude th& look at interpersonal relationships and

improvement

Paice, Heard & Moss, (2002). How importan

are role models in making good doctors?

DAA, (2013). Guide to the ADP Program,
CPD and Mentoring

strength of peers sharing experience, sup
and developing peer networks. There
t divergence between the qualities the yo
doctors seek in their role models and

qualities

pobaw they affect growth of mentorsh
pograms. Methodology not clear on h
utigey arrived at the findings, therefg
thieere is a need to focus on these issue

p
DW

JJ

Implementation
of CPD Cycle
and doctors
performance

IOM, (2009). Institute of Medicine. National
Academic Press

GMC, (2012). CPD Guidelines

Filipe et al. (2014) Ophthalmic Education.
CPD: Best Practices

Baxendale & Bay (2013). Explain the

importance of CPD of anaesthetic techniciar]

Participation in Continuous Professior
Development has been for the purpose
meeting the regulatory requirements. It n
not be possible to measure the direct ef
of a particular Continuous Professior
Development activity. Medical practice
considered routine and predictable wher
doctors are required to make judgement
complex and unpredictable situations

S
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2.8 Summary of the Literature Review

The literature under this study basically covereel authors who focused formal learning,
mentorship and implementation of CPD cycle and itifience they have on doctors’
performance. The literature clearly brought out tblationship between the formal learning
programs and doctor's performance. Most literatore formal learning proposed the
transition from traditional continuous medical edticn to continuous professional
development which is more holistic approach. Untiés independent variable, apart from
learning methods, the researcher also looked h@ddarning environment, CPD activities,

and the learning content in relation to doctorsf@enance.

The literature in this chapter also brought out tblationship between mentorship program
and doctors performance. Under this independeniahler literature explained the
importance of collaborative learning, teamwork, rpeeviews and role modelling as a
contributory factor in doctors’ performance. Howewsmme literature brought about the

limitations of engaging in professional mentorsd role modelling.

The literature also brought out the relationshipMeen implementation of CPD Cycle and
doctors’ performance. Most literature supported tgherence to implementation of
appraisal, planning, implementation, reflection addcumentation so that CPD is

appropriated to practice and not just undertakdnlfiiment of mandatory obligation.

The literature review also brought out the theoedtunderpinnings of this study. The study
will therefore be based on Andragogy Adult Leartiegry that was postulated by Malcom
Knowles in 1950. The chapter also brought out arsamg of knowledge gap by focusing on

four empirical studies on each variable.
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CHAPTER THREE
RESEARCH METHODOLOGY
3.1 Introduction
This chapter described research design, targetlgiigmy sample size, sampling design,

research instruments, data collection methods,afalysis and ethical issues.

3.2 Research Design
This study adopted a descriptive survey researcdigaein collecting data from the
respondents. This design was preferred becausesitred a complete description of the

situation, making sure that there was minimum lngke research process (Kothari, 2008).

This type of research was used to obtain data thatild help determine specific
characteristics of the population. It was useddteanine the proportion of respondents with
the same responses and to determine the relamnbletween independent and dependent
variables in this study. It involved asking quessian the form of a questionnaire to a sample
population. It was used to obtain information canaggy the current status of the phenomena
and to describe what existed with respect to vasablt determined the frequency with

which a phenomenon occurs or the extent to whichvariables relate.

3.3 Target Population

The target population for this study was200 medaad dental doctors practicing in major
private or public teaching, regional, district anmmivate facilities across the eight
constituencies in Nairobi County and participateCiantinuous Professional Development.
According to the Medical Practitioners and DentBtsrd Compliance Report, (2013), 200
doctors in Nairobi County actively participated@®D in the previous year. The distribution

of the target population was as shown in Tableb8lbw.

Table 3.1: Target Population

Target Group Total
Medical/ Dental Officers in the Public Facilities 90
Private Practice Practitioners 60
Specialist 50
Total 200
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3.3.1 Sample Size

The sample size will be obtained by a manual catmat method developed by Patton in
1990 as shown below:-

Formula: Sample Size n/ [1+ (n/population)]

In which n=Z [P (1-P)/D)](Patton, 1990); where:

Z= value of the standard deviation at the 90% clanfce level (1.645)

P= True proportion of factor in the population

D = maximum difference between the sample meartt@gopulation mean
Number of Doctors (population) = 200

P = Expected frequency value = 10%

Worst Acceptable Frequency = 5%

D = (Expected frequency — worst acceptable) = 5%

Where:

N=2*ZI[P (1-P)/ (D*D)]

N =1.645*1.645[0.1(1 - 0.1) / (0.05 * 0.05)

N =97.42 Next, Calculate the Sample Size. @&mple Size)
S=n/[1+ (n/ population)

S=97.42/[1+ (97.42/200)]

S =65 for this study, a sample size of 65 dactal be adequate representation of the
population.

Z = Area under normal curve corresponding to trerdd confidence level
Confidence Level/ Value for Z

90% / 1.645

95% / 1.960

99% / 2.575

99.9%/3.29

3.4 Sampling Procedure

The sampling procedure of this study adopted &&dtrandom sampling technique in which

the target population of 200 respondents were bapgd into three strata as shown in the
table above. Medical and dental doctors in the iptmspitals formed the first stratum and

comprised of 90 respondents, the second stratuafledhprivate practitioners and comprised

of 60 respondents and finally the final stratum wpescialists who comprised 50 respondents.

In each stratum, a simple random sampling was takien to find the sample.
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Based on proportionate method, the sample sizedoh stratum was calculated to give 30
respondents for the first stratum, 20 respondestshie second stratum and 15 respondents

for the third stratum as shown below:-

Table 3. 2: Sampling Frame

Target Group Total Sample size
Medical/ Dental Officers in the Public Facilities 90 30

Private Practice Practitioners 60 20
Specialist 50 15

Total 200 65

3.5 Research Instruments

This study utilized a questionnaire as a primaw for data collection. The questionnaire

contained both structured and unstructured questineaning it had both open-ended and
close-ended questions. The questionnaire contakhedections. Section A captured

information on the demographic characteristics anofiles of the respondents such as
gender, age, number of years in practice and duplese of practice. Section B contained
guestions relating to formal learning. Section Gitaced questions relating to mentoring
program and Section D contained questions on imgheation of Continuous Professional

Development Cycle.

For the closed-ended questions, a Five-point Lil&rale was used which included: (1)
Strongly agree, (2) Agree, (3) Uncertain, (4) Dreggand (5) Strongly disagree. The strongly
agreed responses were scored at 5 for direct ypositiile those of strongly disagree at 1 for
direct negative responses. Closed ended questieresincluded because they were easier to
administer and to analyse. The questionnairesititeitl the evaluation of the influence of
Continuous Professional Development to doctor'sguerance. The questionnaire was self-
administered to the respondents. This enhancedcctobifg and ensured that participants
answer the same questions thus preventing bias. ddscriptive survey study involved 65
medical and dental practitioners. The procedural&ba collection ensured compliance to the
procedure put in place by the National Commiss@mSitience, Technology and Innovation.
Permission to collect data from government andgpevinstitutions was sought from the

institutions’ administration.
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3.5.1 Pilot Testing

The researcher randomly paxk10 respondents and administetbd questionnaire to the
to find out if the questionnain@as reliable. This process entailed a snsaéle trial, whee a
few respondents (10) todke test and commeed on the mechanics of the test. They ped

out problems with the test instructions, instanabere itemswerenot clear anchelped the
researcher formathe questionnaire and remd any noted typograptal errors andor

issuesOnce all issues with the test items and forms heeen addressed, the tests are r¢
for large-scale field testing.

The primary purpose of field testirwasto construct an initial picture of test validityda
reliability. Again, pilot testingprocesswas undertaken to elicit appriate responses to t
study so as taletermine if questions askewere relevant and appropriatBilot testing
process helped toheck on the clarity and suitability of the wordiirgthe questionnre
(Basavanthappa, 2007).

3.5.2 Validity of Research Instrument:

Validity is the extent to which a measure actuatigasures what is supposed to measu
therefore has to do with how accurately the datained in the study represents the varia
of the study to ascertain the appropriateness ofearels instrument. In this study, cont
validity was utilized. This process therefc refers to appropriateness, meaningfulness
usefulness of inferences a researcher makes basdata collectecTo ensure validity of thi
instrument used, the researclused content validity. This was verifidéy the researcher

supervisor and other lecturers in the departmeBixtrfa Mural Studie.

3.5.3 Reliability of Research Instrument:

Reliability is the conistency of measurement, or the degree to whicmstnument measurt
the same way each time it is used under the sanditmm with the same subjec(Mugenda
& Mugenda, 1999)This studyemployedSplit half method of reliability tas certain the
coefficient of internal consistency or reliability of thesearch instruments. To do tr

SpearmarBrown prophecy formulawas then used to tdin the said reliabilit. Predicted
reliability, P:z*, is estimated as:
ﬁ:ﬂ'zz'

* —_
Przt =

Pxx" = 2Pxx'/1+Pxx'
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Where:

Pxx" is the reliability coefficient for the wholest

Pxx" is the split-half correlation

Pxx" =[(2) (.75))/(1 + .75) = 1.5/1.75 = .857

Using the split-half method, the researcher dividleel questionnaires into even and odd
numbers and then administered to the sample oé§Bondents. The scores of all the odd and
even numbered scores for all questionnaires weraputed separately. Then the odd

numbered scores for all items were correlated with even numbered scores. After this

tabulation, the coefficient was found to be 0.8Béing more than0.7, the instrument was

deemed reliable.

3.6 Data Collection Procedures

After successfully defending the research propote, researcher applied for a research
permit from the National Commission of Science, fire@ogy and Innovation of the Ministry
of Higher Education Science and Technology. Theeasher also wrote a letter of
transmittal of data collection instruments to indiwal respondents. The researcher made
contacts and booked appointments with individugbosdents. The researcher also identified
two research assistants to help her in the pramfedata collection and analysis. Pilot testing
of the questionnaire was undertaken whereby theareber randomly picked a sample of 10
respondents. This was done to find out if the qaesaire was relevant, it it covered the

intended scope and had the appropriate wording.

Questionnaires were hand delivered and collectid ah agreed duration. In order to ensure
that the questionnaires reached as many respondsnpossible, the researcher and her
research assistants made follow ups on daily loasibe progress made by the respondents in
filling questionnaire. In this way, judgment wasdaaon who is responding adequately and

giving appropriate answers.

The entire data collection exercise took approxatya weeks. After the data collection,
clean up, coding and removal of errors and incoeistses were undertaken. At the end of
each day, the researcher held a brief meeting With research assistants to review
experiences and also checked the completenessoasstency of the data collected. At the
same time all the questionnaires administeredparticular day were collected at the end of

the day to avoid cases of alterations of the ctdtbdata.
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The researcher posed a series of questions togvpiarticipants, summarized their responses
with percentages, frequency counts, or more sapaist statistical indexes; and then drew

inferences about a particular population from #sponses of the sample of 65 doctors.

3.7 Data Analysis Techniques

Data analysis was done following the four phasesally used in many research projects.

This included: data clean up, data reduction, ddtarentiation and explanation. Data clean

up involved editing, coding and tabulation in ortkedetect any anomalies and discrepancies.
All data were keyed using the Statistical Package Social Scientists (SPSS) Version

17software with appropriate codes and variable ipatons. The data was then counter-

checked for possible erroneous entries, in casanyf errors at this stage, appropriate

corrections were made accordingly. Marshall andsRas (1989) affirmed that such a

procedure is good for qualitative analysis.

The data were analyzed based on the themes oéskanch objectives which included formal
learning, mentorship program and implementatiorthef CPD cycle. Qualitative data were

analyzed by making inferences from the expressimusopinions of the respondents around
the themes and presented descriptively. The spegfiiect of independent variables vis-a-vis
the dependent variable was tested through muliiteranalysis. The test of hypotheses to
determine the level of significance of an independariable against the dependent variable
was tested through regression. Quantitative data avealysed using descriptive statistics
including frequency distribution, percentages, meas of central tendencies, standard
deviations and proportions to summarize the resggonsom the questionnaire. The

significance level was set at p< 0.05 for everyisiaal set.

3.8 Operational Definition of Variables
The operational definition of study variables waslertaken as shown on table 3.3:-
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Table3.3: Operational definition of variables

Research Indicators Measuremen | Tools of
Objectives t Scale analysis
Independent Variables
To establish how | No. of trainings Nominal Mean,
formal learning CPD activities Nominal Percentage,
program in CPD | Content of the learning module mode,
influences doctors’| Adequacy of the Learning methods gridominal Standard
performance environment deviation
To establish hov Level of involvemen Ordina Mean,
mentoring program Relevance of mentorship process Percentage,
in CPD influences | Attributes of an effective role model | Nominal mode,
doctor’s Standard
performance. deviation
To assess to Implementation and relevance of CPD Mean,
implementation of | Cycle Nominal Percentage,
CPD Cycle Reasons for participation in CPD Cycle mode,
influence doctor’s | Importance of CPD evaluation antominal Standard
performance. documentation deviation

Online documentation
Dependent Variable

Reduced medico-legal complaints Nominal Mean,

Clients’ satisfaction Percentage,

Workplace efficiency mode,

High professional efficiency Standard

deviation

3.9 Ethical Issues

While carrying out this research, ethics were aber@d as an integral part of the research

planning and implementation process. Accordingdlis study employed beneficence, respect

and justice to ensure that the research processnducted in a manner that minimized or

avoided unnecessary risks, treated the respondethscourtesy, respected privacy and

ensured that the procedures were reasonable, noietive and fairly administered. The

research processes and procedures used were hasedauntary informed consent and

employed a valid research design with a samplesetethat is appropriate for the purpose

of the study. In addition, ethical clearance andnigsion to conduct the study was applied

for and obtained
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CHAPTER FOUR

DATA ANALYSIS, PRESENTATION AND INTEPRETATION
4.1 Introduction
This Chapter discussed on the data analysis aseémed the results of the research that was
carried out within Nairobi County. The results bétstudy have been discussed in line with
the research objectives. The themes of the studg:\hee influence of CPD Formal learning
on doctor's performance, the influence of CPD mesiitip programs on doctor's
performance and the influence of the implementadio@PD cycle to doctors’ performance.

4.2 Questionnaire Response Rate

A total of 65 questionnaires were self-administetedhe respondents; 52 of which were
returned making a response rate of 80%. This raie above 75% minimum advocated by
Mugenda & Mugenda (1999) which stipulated that spomse rate of 50% is adequate for

analysis and reporting; a response rate of 70%aboue is excellent.

4.3 Demographic Characteristics of Respondents
This section described the demographic charadterist the respondents used in this study.
These included the distribution of respondents diy, @ender and the total number of years

of experience.

4.3.1 Distribution of Respondents by Age

The essence of studying the age of the respondesdsto determine the distribution of
respondents by age who mostly participated in CRIgrams.

Table 4.1: Distribution of Respondents by Age

Age (vears) Frequency Percentage %
25-34 32 61.5

35-44 16 30.8

45-54 3 5.

55-64 1 1.€

Total 52 100

From the findings, 32respondents (61.5%) were betwhe age 25 — 34. 16 respondents
(30.8%)were between 35 - 44 years,3 responder8%ofaere between 45-54 years, and 1

respondent (1.9%)was between 55 — 64 years.
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4.3.2 Distribution of Respondents by Gender
The researcher sought to find the distributionespondents by gender in order to determine

the gender that participated most in the study.

Table 4.2: Distribution of Respondents by Gender

Gender Frequency Percentage %
Male 30 57.7

Female 22 42.3

Total 52 100

From the findings, there were more male respondé0 who participated in the study
(57.7%) than the female respondents (42.3%) whe &21in number.

4.3.3 Distribution of Respondents by Years of Expénce
The researcher sought to find the distribution edpondents by the number of years of

experience as shown in table 4.3.

Table 4.3: Distribution of Respondents by Years oExperience

Total number of years of experience Frequency Percentage %
Less 1 year 3 5.8

1-5 year 20 38.5

6-10 year 19 36.F

11-15 year 5 9.€

More than 15 years 5 9.6

Total 52 100

From the findings, 20 respondents (38.5%) and &paedents (36.5%) had 1 - 5 and 6 — 10
total number of years of experience respectivehoske with 11 -15 and more than 15 total
number of years of experience (9.6%) and the te#stnumber of years of experience which

was less than 1 (5.8%).

4.4 CPD Formal Learning and Doctor’s Performance
The researcher sought to find the influence of irlearning on doctors’ performance from
the responses on the learning methods, the leaenmgonments and additional skills that

should form part of CPD activities apart from Caobus Medical Education.
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4.4.1Continuous Professional Development Activities
The study sought to find out the different actastithat the respondents had participated in

the past 12 months as shown in table 4.4.

Table 4.4: Participation in Continuous ProfessionaDevelopment Activities

Activities Response Frequency Percentage %
Clinical meetings Yes 45 86.5
Conferences/Workshops/ Seminars Yes 43 82.7
Local Hospital Events Yes 42 80.8
Morbidity and Mortality meetings  Yes 38 73.1
Professional Association Events Yes 32 61.5
Hands on Yes 28 53.8
Journal Clubs Yes 24 46.2
Short courses or refresher courses  Yes 21 40.4
E - learning modules Yes 14 26.9
Author or Co-author of publication Yes 7 13.5

According to the findings, the most participated DCRctivities in the past 12 months
included clinical meetings, conferences/ workshegrsinars and local hospital events at
86.5%, 82.7% and 80.8% respectively. This was Wld by morbidity and mortality
meetings, professional association events, handsjoomnal clubs and short courses or
refresher courses at 73.1%, 61.5%, 53.8%, 46.2%ecésely. The least participated
activities in the past 12 months included e-leagmimodules and author or co-author of peer

reviewed publication at 26.9% and 13.5% respedtivel

4.4.2Learning Methods and Doctors’ Performance
The researcher inquired on the learning methodsutfir which the respondents learn best
and how it influences their performance as showsalite 4.5.

Table 4.5: Learning Methods

Learning Methods Mean Standard deviation
Experimental learning 4.886 0.323
Self — directed learning 3.827 0.098
Formal educational learning 3.577 0.289
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According to the findings, learning through expesittal learning or interactive practise
based learning has a great influence on doctondbpeance with a mean score of 4.886.
Learning through self-directed learning like inf@meading and online research had a mean
score of 3.827. The respondents indicated that tleegt learned through the formal
educational or passive learning with a mean scb@5¥7 and it therefore least influenced

the effectiveness of their performance.

4.4.3The Learning Environments that the Respondentsearn Best
The researcher inquired on the learning environmantvhich the respondents learn best as
shown in table 4.6.

Table 4.6: Learning Environments

Learnind Environment Mean Standard deviation
Immediate clinical environment 4,731 0.490
Internal environment 4.346 0.837
Formal educational environment 3.885 0.041
External environment 3.750 0.100

According to the findings, the respondents learst be immediate clinical environment
(wards and theatre) and internal environment (hakpaursing home and clinics) with a
mean score of 4.731and 4.346respectively and tieiatly contributes to their performance.
On the other hand, the respondents indicated bw®t least learned in formal educational
environments (classroom and auditorium) and extenmaronment (out-of-work like hotels)

with a mean score of 3.885and 3.750respectively.
4.4 .4Additional skills that Should Form Part of CPDActivities

The researcher inquired on additional skills ttneudd form part of CPD activities apart from

Continuous Medical Education as shown in table 4.7.
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Table 4.7: Additional Skills that should form part of CPD apart from Continuous
Medical Education

Additional Skills Mean Standard deviation
Management skills 4.692 0.771
Leadership skills 4.653 0.520
Mentorship skills 4.634 0.627
Quality Management skills 4.539 0.728
Communication skills 4.385 0.572
Team building skills 4.365 0.595
Information Technology 4.346 0.789
Behavioural skills 3.923 0.043

According to the findings, management skills, leabig skills, mentorship skills, quality
management skills, communication skills, team bagdskills and information technology
were strongly agreed upon that for effective penfmmce, they should form part of
Continuous Professional Development apart from @aontus Medical Education with mean
scores of 4.692, 4.653, 4.634, 4.539, 4.385, 413632346 respectively. On the other hand,
behavioural skills was least strongly agreed thay tshould form part of CPD with a mean
score 0f3.923.

4.4.5 Hypothesis Testing for Formal Learning

At 95% confidence interval (0.05 level of signific), formal learning (with t statistic p
value <0.001 < 0.05) is highly significant. Themefo the null hypothedio,: Formal
learning in continuous professional development hassignificant influence on doctors’
performance is therefore rejected hence the aleimgothesi$i; is accepted meaning there

is a high significance between CPD formal learr@ng doctors performance.

4.5 CPD Mentorship Program and Doctor’s Performance
The researcher sought to find the relevance of onghipp to doctors’ performance and the

attributes of an effective role model.

4.5.1 Relevance of Mentorship to Doctors’ Performace
The study sought to found out from the respondémselevance of mentorship programs to

doctors’ performance as shown in table 4.8.
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Table 4.8: Relevance of mentorshipto Doctor’s Perfmance

Responses Mean Std.D
Enhancement of teamwork and networking with otledleagues 4.192 0.971
Encourage collaborative learning from past expegen 4.173 0.004
Assist to determine knowledge gap in my practice 4.173 0.964
Improvement of leadership and management skills 154 0.978
Regained confidence and job satisfaction 4.13858
Increased my intrapersonal and interpersonal dpuetot 4.039 0.938
Career Progression 3.308 0.590

According to the findings, the respondents indiddteat mentorship programs were relevant
in the influence of doctors’ performance in the eatp of enhancement of teamwork and
networking with other colleagues with a mean scaofe 4.192. Encouragement of
collaborative learning from past experiences argisiisg to determine knowledge gap in
their practice was expressed through the same mezme of 4.173 each. Improvement of
leadership and management skills had a mean séatd®. Regained confidence and job
satisfaction and increase of intrapersonal andpetsonal development had a mean of 4.135
and 4.039 respectively. Career progression throoggmtorship program was the least
relevant with mean a score 0f3.308.According to finelings, most of the respondents
(63.5%) indicated that the mentorship program ghobe voluntary. 36.5% of the
respondents indicated that the mentorship progframald be official.

4.5.2Role Modelling and Doctors Performance
The study sought to find out the importance of matedelling in doctors’ performance.
Table 4.9: Role Modelling

Response Frequency Percentage %
Strongly agree 42 80.8

Agree 10 19.2

Total 52 100

According to the findings, 42 respondents (80.8#9rgly agreed while 10 respondents
(19.2%) agreed that role modelling was a powerdainf of learning and if it is essential to

the transmission of values, attitudes and behawodoctors’ performance.
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4.5.3 Opinion of the Respondents on Attributes ofraEffective Role Model
The researcher sought to find out from the respaisdeheir opinion of an effective role
model as shown in 4.10.

Table 4.10: Attributes of an effective role model

Effective Role Model Mean Std.D.
Demonstrates high standards of clinical competence 4.596 0.774
Has humanistic personal qualities 4.539 0.777
Has excellence in clinical teaching skills 4.519 0.780
Shapes my professional development and careerahoic4.462 0.851
Has high academic and research achievement 3.769 0.103
Engaged in senior management roles 3.615 0.147
and demonstrates professional leadership

With high professional status and power 2.827 0.232

Has high earnings 2.712 0.997

From the findings, respondents highly indicatedt tha effective role model is one who
demonstrates high standards of clinical competenoe, who has humanistic personal
gualities, one who has excellence in clinical téaghskills and one who shapes their
professional development and influences their caok®ices as expressed by the mean
scores4.596, 4.539,4.519 and 4.462 respectiveher@espondents moderately associated an
effective role model with one who has a high acadeand research achievement and one
who engaged in senior management roles and deratasstprofessional leadership as
expressed by the mean scores3.769 and 3.615 respecthe attributes of an effective role
model that least featured included high earnings$ ligh professional status and power as
indicated by mean scores 2.827 and 2.712 respBctive

4.5.4 Hypothesis Testing for Mentorship Programs

At 95% confidence interval (0.05 level of significca), mentorship program (with t statistic
p value <0.004< 0.05) is significant but not ashhigsignificant as formal learning.
Therefore, the null hypothesls,: Mentoring programs in continuous professional
development has no significant influence on docioesformance is therefore rejected hence
the alternate hypothesk$; is accepted meaning there is a significance betweentorship

program and doctors performance.
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4.6 Implementation of CPD Cycle and Doctors’ Perfamance

The researcher sought to find the extent to whespondents implement the CPD cycle, how
they determined their need for CPD, their reasamspérticipating in CPD activities, the
importance of evaluation and documentation of CRIM Aow CPD influences doctor’'s
performance. The researcher also sought to findifailie respondents were aware of the
MPDB online CPD platform.

4.6.1 Implementation of Continuous Professional Delopment Cycle
The researcher sought to find out from the respatsg¢he elements of CPD Cycle that they
implemented during their Program as shown in tdblé.

Table 4.11 Implementation of CPD Cycle

CPD Cycle Stages  Response Frequency Percentage % Mean Std. D

Appraisal Yes 30 57.7 1.462 0.499
Planning Yes 27 51.9 1.192 0.505
Implementation Yes 42 80.8 1.481 0.398
Reflection Yes 29 55.8 1.442 0.502
Documentation Yes 28 53.8 1.423 0.503

According to the findings, the most implemented C8ble stage included implementation
through participation in CPD activities at 80.8%hisSTwas followed by appraisal, reflection
and documentation at 57.7%, 55.8% and 53.8% reaspBct The least implemented CPD
Cycle stage included planning at 51.9%.

Table 4.12Reasons for Implementation of ActivitieStage in the CPD Cycle

Responses Mean Standard deviation
Updated with new specialty developments 3.596 664.
Career progression 3.539 0.576
To network with other colleagues 3.423 0.723
To fulfil PDP goals and objectives 3.214 0.723
Additional qualification 3.019 0.864
To be prepared to mentor junior colleague 2.904 0.947

To improve Curriculum Vitae 2.731 0.012
To get break from pressures of work 2.058 0.162
Only for re-licensure and fulfilment 2.000 62

of regulatory requirements
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According to the findings, majority of the respontk indicated that they engaged in
implementation stage of CPD Cycle for the purposdésbeing updated with new
developments in their speciality as expressed tmean score of 3.596. They also indicated
that they participated in CPD activities for theygse of career progression, networking with
other colleagues, to fulfil PDP goals and objedtjvand for additional qualifications with
mean scores of 3.539, 3.423, 3.214 and 3.019 riagplgc To be prepared to mentor junior
colleagues, to improve their CV, to get break fgmassures of work as expressed by mean
scores 2.904, 2.731 and 2.058 respectively. Thst lesason for implementation of CPD
activities in the CPD cycle was indicated that teyy participated for re-licensure and for
fulfilment of regulatory requirements with a meaoe of 2.000.

Table 4.13 Importance of Evaluation and Documentatin

Responses Mean Std. D

To identify future learning needs 4.462 g.76
To improve on problem solving and decision making 4.385 0.728
To determine whether my learning needs have be¢n me 4.365 0.768
To analyse complex clinical situations 4.308 720.

To prepare to deal with unpredictable future cihidemands 4.212 0.936

According to the findings, majority of the responte indicated that evaluation and
documentation of CPD activities were more importanidentification of future learning
needs and in improvement of problem solving andsitet making as expressed by a mean
scores of 2.462 and 2.385 respectively. This wevwied by determination of whether their
learning needs had been met, ability to analyseptexsituations and to be prepared to deal
with unpredictable future clinical demands with mescores of 2.365, 2.308 and 2.212

respectively.

Table 4.14 Awareness of MPDB Online Platform of Dagnentation by the Respondents

Responses Frequency Percentage %
Yes 34 65.4
No 18 34.6
Total 52 100
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From the findings, 34 respondents (65.4%) indicated they were aware of the Medical
Practitioners and Dentists Board online platfornde¢umentation of CPD activities while 18

respondents (34.6%)indicated that they were notawfthe platform.

4.6.2 Hypothesis Testing for Implementation of CPTycle

At 95% confidence interval (0.05 level of significze), implementation of CPD Cycle (with t
statistic p value (p = 0.485 > 0.05) is not sigrafit. Therefore, the null hypothediss:
Implementation of Continuous Professional Developin@ycle has no significant influence
on doctors’ performance is therefore accepted heéneealternate hypothesissisrejected
meaning there is no significance between implentiemaof CPD Cycle and doctors

performance.

4.7 Continuous Professional Development and DoctdrBerformance
The researcher sought to find the general influeic@ontinuous Professional Development
on doctors’ performance as shown in table 4.15.

Table 4.15Continuous Professional Development anddbtors Performance

Responses Mean Standard deviation _ Variance
Knowledge acquisition 4.519 0.572 0.327
Improved patients care and safety 4519 0.577 0.333
Reduce on malpractice cases 4.308 0.864 60.74
Change in diagnosis/ treatment practice 4.269 823. 0.677
Change in attitude 4.269 0.789 0.623
Change in departmental/ unit practice 4.231 4.85 0.730
Impact on junior colleagues 4.192 0.734 8.53
Learners’ satisfaction 4192 0.834 0.695
Impact on immediate colleagues 4.173 0.734 538.

According to the findings, Continuous Professioria¢velopment influences doctors’
performance through the acquisition of knowledgd @mprovement of patient care and
safety to a very great extent as expressed by s@ae score 4.519. CPD influences doctors’
performance to a very great extent through redoatio malpractice cases with a mean score
of 4.308. Change of diagnosis or treatment pracité change in attitude have a common
means score of 4.269. This is followed by chamgaepartmental or unit practice and with a
mean score 4.231. Impact on junior colleagues aadnérs’ satisfaction were expressed
through the same mean score of 4.192 respecti@&hp influences doctor’'s performance to
a moderate extent through impact of junior collesgwith means score of 4.173.
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4.8Multiple Regression Analysis
In addition, the researcher conducted a multiprassion analysis so as to establish the

influence of Continuous Professional Developmentoctors’ performance.

Table 4.16: Model Summary

Model R R Square Adjusted R Square  Std. Error of the
Estimate
1 923 .852 .603 .52507

Coefficient of determination @ explains the extent to which changes in the depen
variable can be explained by the change in thepedéent variables or the percentage of
variation in the dependent variable (doctors’ perfance) that is explained by all the three
independent variables (CPD formal learning programgentorship program and

implementation of CPD cycle).

The three independent variables that were studipthimed 85.0% of variability in doctors’
performance as shown by thé R the Table 4.18 above. This therefore meant dtiagr

factors not studied in the research contributetbt@% variability in doctor’s performance.

Table 4.17: Coefficient of Regression

Model Unstandardized Standardized T Sig.

Coefficients Coefficients
B Std. Error Beta
(Constant) 0.380 0.243 1.559 .000
CPD Formal Learning 0.463 0.136 0.342 3.415 .001
Mentorship Program 0.175 0.083 0.149 2.109 .004
Implementation of CPD -0.023 0.051 -0.049 -0.708 485
Cycle

The established model for the study wés=:0.380+ 0.463%+ 0.175% - 0.023%
Where:

BX1, BX2, and PX3 are independent or explanatory variables which eseémates of the

population regression coefficients also calledtlegsares coefficients.
px, = CPD Formal Learningpx, = Mentorship Prografix; = Implementation of CPD Cycle
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Y= is the dependent variable (Doctors’ Performance)
Sig= is the significance at the 5% level of significan
t=is the test statistic value also called t-value

The regression equation above has establishechtiding all other factors constant (CPD
formal learning program, mentorship program andlé@mentation of CPD Cycle) doctor’s

performance will be 0.380 which signifies margigaticreasing performance.

Only two independent variables were significantia model as the P-value obtained were
less than 0.05 with CPD formal learning program imgva significance of 0.001 and
mentorship program having a significance of 0.0@dplementation of CPD cycle was not
significant having a significance of 0.485. Thedstestablished that CPD formal learning
programs had the highest influence on doctors'qoerance followed by mentorship program

while implementation of CPD cycle had the lowesiuience on doctors’ performance.
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CHAPTER FIVE
SUMMARY OF FINDINGS, DISCUSSIONS, CONCLUSIONS AND
RECOMMENDATIONS
5.1 Introduction
This chapter presented the summary of findings,clesion drawn from the findings
highlighted and recommendation made there-to. Téweclasions and recommendations

drawn were focused on addressing the objectivéseo$tudy.

5.2 Summary of Findings
This section presented the summary of the key rigglidrawn from the objectives of the

study.

5.2.1 Formal Learning and Doctors’ Performance

The study found out that learning environment, redshand additional skills which form part
of formal learning programs had a great influencedoctors’ performance. Doctors learn
best through experimental learning or interactiveécpse based learning and this has a very
great influence on doctors’ performance with a msaore of 4.886. Learning through self-
directed learning like informal reading and onlmesearch had a mean score of 3.827. The
respondents indicated that they least learned giwahe formal educational or passive
learning with a mean score of 3.577 and it theeefeast influenced the effectiveness of their

performance.

Immediate clinical environment (wards and thea@ell internal environment (hospital,
nursing home and clinics) with a mean score of 4.d3d 4.346 respectively were indicated
as the best learning environments that influencetade’ performance. Formal educational
environments (classroom and auditorium) and extermaronment (out-of-work like hotels)

with a mean score of 3.885 and 3.750 respectivedyewconsidered least effective in

influencing doctors’ performance.

Apart from Continuous Medical Education, managensilts, leadership skills, mentorship
skills, quality management skills, communicatioillskteam building skills and information
technology were strongly agreed upon that for ¢éiffegperformance, they should form part
of Continuous Professional Development apart froont@uous Medical Education with
mean scores of 4.692, 4.653, 4.634, 4.539, 4.38b54nd 4.346 respectively. On the other
hand, behavioural skills was least strongly agithed they should form part of CPD with a
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mean score 0f3.923. Therefore management, leageasdi mentorship skills should strongly
be considered to form part of CPD apart from Cardus Medical Education.

At 95% confidence interval (0.05 level of significae), formal learning (with t statistic p
value <0.001 < 0.05) was highly significant meanithgit formal learning had a high

significant influence on doctors’ performance.

5.2.2. Mentorship program and Doctors’ Performance

The study found that 63.5% of doctors strongly psga that mentorship program should be
voluntary while 36.5% proposed for the mentorshipgpam to be official. From the study,
mentorship programs were indicated to be relevauioctors’ performance in the aspects of
enhancement of teamwork and networking with otlodieagues with a mean score of 4.192.
Encouragement of collaborative learning from pagieeiences and assisting to determine
knowledge gap in their practice was expressed girdhe same mean score of 4.173 each.
Improvement of leadership and management skills dadean score of 4.154. Regained
confidence and job satisfaction and increase ohpersonal and interpersonal development
had a mean of 4.135 and 4.039 respectively. Caregression through mentorship program

was the least relevant with mean a score of 3.308.

According to the findings, it was evident that 8@.8f doctors strongly agreed while 19.2%
agreed that role modelling was a powerful form edrhing and if it is essential to the
transmission of values, attitudes and behaviouh@ir performance. major attributes of an
effective role model included one who demonstraigh standards of clinical competence,
one who has humanistic personal qualities, one h@wexcellence in clinical teaching skills
and one who shapes their professional developmahtirgluences their career choices as
expressed by the mean scores 4.596, 4.539,4.519.468 respectively. Other respondents
moderately associated an effective role model witte who has a high academic and
research achievement and one who engaged in smaioagement roles and demonstrates
professional leadership as expressed by the meanss8.769 and 3.615 respectively. The
attributes of an effective role model that leasitdieed included high earnings and high

professional status and power as indicated by rseares 2.827 and 2.712 respectively.

At 95% confidence interval (0.05 level of signifieae), mentorship program (with t statistic

p value <0.004 < 0.05) was significant but not aghlly significant as formal learning. This
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meant that mentorship program had a significatuémfce on doctors’ performance but not

as high as the significance of formal learning.

5.2.3 Implementation of Continuous Professional D&lopment Cycle and Doctors’
Performance

From the findings, the most implemented CPD cytdges included implementation through
participation in CPD activities at 80.8%. This wiadlowed by appraisal, reflection and
documentation at 57.7%, 55.8% and 53.8% respeytiVdle least implemented CPD Cycle
stage included planning at 51.9%.

From the findings, majority of doctors engagedmpiementation stage of CPD Cycle for the
purposes of being updated with new developmentisain speciality as expressed by a mean
score of 3.596. They also indicated that they pigaied in CPD activities for the purpose of
career progression, networking with other colleague fulfil PDP goals and objectives, and
for additional qualifications with mean scores dd3®, 3.423, 3.214 and 3.019 respectively.
To be prepared to mentor junior colleagues, to anprtheir CV, to get break form pressures
of work as expressed by mean scores 2.904, 2.78@ 2 858 respectively. The least reason
for implementation of CPD activities in the CPD lyowvas indicated that they only
participated for re-licensure and for fulfilment r@fgulatory requirements with a mean score
of 2.000.

According to the findings, majority of the respontie indicated that evaluation and
documentation of CPD activities were more importemidentification of future learning
needs and in improvement of problem solving andsttat making as expressed by a mean
scores of 4.462 and 4.385 respectively. This wevwied by determination of whether their
learning needs had been met, ability to analysept®situations and to be prepared to deal
with unpredictable future clinical demands with mescores of 4.365, 4.308 and 4.212
respectively. 65.4% of doctors indicated that there aware of the Medical Practitioners
and Dentists Board online platform of documentatbé@PD activities while 34.6% were not

aware of the platform.

At 95% confidence interval (0.05 level of significze), implementation of CPD Cycle (with t
statistic p value (p = 0.485 > 0.05) was not sigaiit meaning that implementation of CPD

cycle had no significant influence on doctors’ pemfance.
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5.2.4 Continuous Professional Development and Doc#d Performance

Continuous Professional Development influences atett performance through the
acquisition of knowledge and improvement of patieare and safety to a very great extent as
expressed by same mean score 4.519. CPD influeluzdsrs’ performance to a very great
extent through reduction on malpractice cases witmean score of 4.308. Change of
diagnosis or treatment practice and change irudéibhave a common means score of 4.269.
This is followed by change in departmental or yrictice and with a mean score 4.231.
Impact on junior colleagues and learners’ satigfaclvere expressed through the same mean
score of 4.192 respectively. CPD influences dostgrérformance to a moderate extent

through impact of junior colleagues with means saufr4.173.

5.3 Discussion
This section presents the discussion based orethddta findings drawn from the objectives

of the study.

5.3.1 Formal Learning and Doctors’ Performance

This study revealed that formal learning to a geedent influenced doctors’ performance.
More specifically, doctors learn best through ekpental learning or interactive practise
based learning as compared to learning throughdgeléted learning and formal educational
or passive learning. This was in line with IOM (B)nd Filipe et al., (2014) who proposed
that the best learning methods lie in the field anfult learning or andragogy where
experimental learning, self- directed learning difdlong learning are critical in the
continuous education delivery methods. Accordingl@M, 2009; 2010; French, 2006 and
Filipe et al, 2014, formal learning was implicated as a mdrectured and systematic
training integrated into health facility protocolt is often associated with didactic,
schematic, largely teacher-driven learning methsgsh as lectures conducted in traditional
settings like auditoriums which narrowly focuses @mical education and predominantly

builds on education theory.

Doctors learn best in immediate clinical environingwards and theatre) and internal
environment (hospital, nursing home and clinics) #ms to a great extent influences their
performance. Formal educational environments (cd@ss and auditorium) and external
environment (out-of-work like hotels) least inflomd their effective learning and

performance. This was in line with the findingsNdege and Kioko, (2006) who advocated
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that opportunities to benefit from CPD in doctoesfprmance mainly depended on their

learning and working environment.

Apart from Continuous Medical Education, this stdioynd that leadership skills, mentorship
skills, management skills, communication skillsaliy management skills, team building
skills and information technology should form pafrtContinuous Professional Development.
Behavioural skills were least considered to formnt md CPD skills. This study therefore
concurred with the findings by Muriuki & GitongaQ®4) who stated that doctors play
different roles: medical expert, health- advocammunicator, collaborator, team-worker,
scholar, administrator and manager. Therefore CIRidld adopt a broader concept and a
more holistic approach with wide range competentesnsure improved patients’ service,

research outcomes and attainment of the highesteeg satisfaction by stakeholders

5.3.2. Mentorship program and Doctors’ Performance

The study found that 63.5% of doctors strongly psmal that mentorship program should be
voluntary while 36.5% proposed for the mentorshipgpam to be official. This study
concurred with Department of Health (2004) whiclogmsed that mentoring should be
promoted in a natural way by which doctors can anbatheir careers. Participation in
mentorship should remain entirely voluntarily; a&xéo mentorship to be made as wide as
possible and that doctors can choose a schemerticigete or request for mentors from

outside restricted groups or organizations.

From the study, mentorship programs were considierée relevant to doctors’ performance
in the aspects of career progression, enhancenigetimwork and networking with other
colleagues, encouraging collaborative learning frmamt experiences, assisting to determine
knowledge gap in their practice, improvement ofdkyahip and management skills and
regained confidence and job satisfaction. Increafeintrapersonal and interpersonal
development through mentorship program was the idered least relevant to doctors’
performance. This was in line with Cowan and FI{2012), who stated that CPD mentoring
whether consciously or unconsciously holds therutf medicine as new skills, knowledge
and techniques are shared between colleagues,weakns enhanced, leadership skills are

developed and role models are nurtured for a swsté@ quality of practice.

According to the findings, it was evident that 88.8f doctors strongly agreed and 19.2%

agreed that role modelling is a powerful form oérleing and if it is essential to the
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transmission of values, attitudes and behaviouh@ir performance. This study found that
the most important qualities of effective role misddescribed those demonstrated high
standards of clinical competence, had humanistisgpel qualities, had excellence in clinical
teaching skills and one who shaped their professialevelopment and influenced their
career choices. Those with high academic and resesthievement and those who engaged
in senior management roles and demonstrated profiedésleadership were moderately
associated effective role model. The attributes dich not feature highly were high earnings
and high professional status and power. This cowfit the survey that was carried out by
Paice, Heard and Moss (2002).

5.3.3 Implementation of Continuous Professional D&lopment Cycle and Doctors’
Performance

This study revealed that implementation of CPD €ywhd a minimal influence on doctors’
performance. This study deduced that doctors mgstliyicipated in the implementation
followed by the appraisal, evaluation and docum@nastages of CPD Cycle which to a
great extent influenced their performance. Howeglectors least participated in the planning
stage of the CPD program and this least influemtmadors’ performance. This confirmed the
fact that Medical Practitioners and Dentists Bo&@BD Guidelines (2014), has not captured
the Personal Development Plan tool which shouldlenthe personalization of continuous
professional development program, for the purpostsndividual change in practice
(HSCPC, 2013).

According to this study, implementation of CPD eythrough participation in CPD activities
after planning was majorly undertaken by doctorsomder to be updated with new
developments in their speciality, career progressietworking with other colleagues, to
fulfil PDP goals and objectives, and for additiogaklifications. To be prepared to mentor
junior colleagues, to improve their CV, to get llréarm pressures of work were moderately
considered to be the reason they implement to GRI2.cRe-licensure and for fulfilment of

regulatory requirements were considered as thé teason for implementation of activities
in the CPD Cycle.

This study found that evaluation and documentatbrCPD activities were important in
influencing doctors’ performance through the idicdtion of future learning needs,
improvement of problem solving and decision makimgtermination of whether their

learning needs had been met, ability to analyseptexsituations and to be prepared to deal
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with unpredictable future clinical demands moddyaiefluenced doctors’ performance.
Evaluation or reflection helps doctors to analyseplex situations, consider the way they
make decisions, make connections, improve on pnokdelving skills and identify future

learning needs.

Filipe et al. (2014) who proposed the use of an e-portfolio Widocuments an individual’s
professional progression as a web based collectfoartefacts like reflection, resources,
accomplishments and time periods. This study fabat65.4% of doctors were aware of the
Medical Practitioners and Dentists Board onlindfplan of documentation of CPD activities

while 34.6% were not aware of the platform.

5.4 Conclusion of the Study

This study concluded that formal learning prograna tvery great extent influenced doctors’
performance through aspects such as experimerdatitg or interactive practise based
learning, learning in immediate clinical environmefwards and theatre) and internal
environment (hospital, nursing home and clinicg)isTstudy also concluded that apart from
Continuous Medical Education, leadership skills,ntoeship skills, management skills,
communication skills, quality management skillsante building skills and information

technology should form part of Continuous Profasaidevelopment in order for it to have
broader concept and a more holistic approach wiithe wange competencies to ensure
improved patients’ service, research outcomes datainment of the highest degree of

satisfaction by stakeholders.

This study concluded that mentorship programs erfaed doctors’ performance to a great
extent in the aspects of career progression, eenaemt of teamwork and networking with

other colleagues, encouraging collaborative legrmiom past experiences, assisting to
determine knowledge gap in their practice, improgetof leadership and management skills
and regained confidence and job satisfaction. Mshtp program should be voluntary rather
than official. This study also concluded that noedelling in medicine is a powerful form of

learning and it is essential to the transmissionadfies, attitudes and behaviour in doctors’
performance. This study further concluded that atife role models were those who

demonstrated high standards of clinical competehad, humanistic personal qualities, had
excellence in clinical teaching skills and one veihaped their professional development and
influenced their career choices. Those with highdaenic and research achievement and

those who engaged in senior management roles amorddrated professional leadership
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were moderately associated effective role modeé attributes that did not feature highly

were high earnings and high professional statuspamcer.

This study also concluded that implementation oht®mous Professional Development
cycle influenced doctors’ performance to a minimeent through appraisal, evaluation and
documentation stages. This is because majorityhef doctors least participated in the
planning stage of the CPD program and this ledktenced their performance. The planning
stage is crucial for the subsequent stages in yioke.cThis study further concluded that
implementation of the cycle through participationGontinuous Professional Development
activities after planning was majorly undertakendogtors in order for them to be updated
with new developments in their speciality, for @argrogression, networking with other
colleagues, to fulfil Personal Development Planlgiaand objectives and for additional
gualifications. Preparation to mentor junior cofjaas, improvement of their Curriculum
Vitae and to get break from pressures of work waoglerately considered as reasons for
implementation of this cycle. However, implemerdatiof activities in the cycle for re-
licensure and for fulfilment of regulatory requirents were considered as the least reason for

participation in Continuous Professional Developmen

This study also concluded that evaluation and decuation of CPD activities were
important in influencing doctors’ performance thgbuthe identification of future learning
needs, improvement of problem solving and decigiaking. Determination of whether their
learning needs had been met, ability to analysept®situations and to be prepared to deal
with unpredictable future clinical demands modédyait&luenced doctors’ performance. This
was in line with World Federation Medical Educati@®03), who found that evaluation or
reflection helps doctors to analyse complex situntj consider the way they make decisions,
make connections, improve on problem solving skiiid identify future learning needs. This
study concluded that Continuous Professional Dgraémnt influences doctors’ performance
to a very great extent through the acquisition mwledge and improvement of patient care
and safety. It also influences doctors’ performataca very great extent through reduction on
malpractice cases, change of diagnosis or treatprawtice, change in attitude, change in
departmental or unit practice, impact on immediedeagues and learners’ satisfaction.
Continuous Professional Development influencesattscperformance to a moderate extent

through impact of junior colleagues.

55



5.5 Recommendations of the Study

Formal learning program to a very great extentueriices doctors’ performance through
aspects such as experimental learning or inteeqiractise based learning, learning in
immediate clinical environment (wards and thea@ey internal environment (hospital,
nursing home and clinics) and additional skillstsas leadership, mentorship, management,
communication, quality management, team building erfiormation technology. Under the

formal learning program, this study recommends, that

Due to rapid changes in health care delivery systesalth professionals should gradually
transform from a pure continuing medical educatitm a continuous professional

development Therefore, CPD should adopt a broaolecept and a more holistic approach
with wide range competencies to ensure improvetgkpiat service, research outcomes and

attainment of the highest degree of satisfactiosthiteholders.

Continuous Professional Development methods shoodd geared towards quality
improvement by mainly teaching not only on how deritify problems and how to apply
solutions but to also focus on actual performarides is in line with adult learning where
experimental learning is important to the developtand retention of intuitive skills central

to a complex craft in medicine.

Since doctors play different roles: medical expdmgalth- advocate, communicator,
collaborator, team-worker, scholar, administratod ananager, the learning content should
include medical and social science skills. Thesksskeed to strengthen through Continuous
Professional Development. The content should a¢sditerse in order to meet narrower and
broader needs of doctors and flexible in order &zihe emergent needs as soon and as far

as possible.

Mentorship programs to a great extent influencestais’ performance in the aspects of
career progression, enhancement of teamwork andioriehg with other colleagues,

encouraging collaborative learning from past ex@eres, assisting to determine knowledge
gap in their practice, improvement of leadership ananagement skills and regained

confidence and job satisfaction. This study theefecommends that;
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Doctors in consultation with their peers and prsi@sal organizations should define
competencies or benefits to be achieved as a resultiPD to enhance learning through

teamwork.

To make the most out of CPD mentorship, doctorsilshtake advantage of the variety of
learning modalities, join educational networks andage in development of their colleagues

by sharing their experiences and benefiting frotfaborative learning.

Mentorship should be promoted in a natural way byctv doctors can enhance their careers,
participation should remain entirely voluntarilydaaccess to mentorship should be made as

wide as possible.

From the conclusion, implementation of CPD cycl8uenced doctors’ performance to a
minimal extent through appraisal, evaluation andudeentation stages of CPD Cycle.
However, from the study doctors least participatethe planning stage of the CPD program

and this least influenced their performance. Thid\stherefore recommends that;

Medical Practitioners and Dentists Board shouldwa&pthe Personal Development Plan tool
in the CPD guidelines so that doctors will be atdepersonalize CPD programs for the

purposes of individual change in practice.

Medical Practitioners and Dentists Board shoulchdaextensive dissemination of the online
platform of CPD documentation so that doctors st@ndmbrace and leverage these media

tools.

5.6 Suggestion for Further Studies

Another study should be done to investigate théuémice of Continuous Professional
Development on patients’ outcomes and serviceghéustudies should be carried out to
determine the factors that influence participatibaoctors in CPD. Further studies should be
done on the effective implementation of the CPD I€yand its influence on Continuous

Professional Development in Kenya.
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APPENDIX |
LETTER OF TRANSMITTAL OF DATA COLLECTION INSTRUMENT S

Beverly Cheptoo Ngeny
P. O. BOX 44839-00100
NAIROBI

Tel: 0725 919908

Dear Respondent,

RE: RESEARCH ON INFLUENCE OF CONTINUOUS PROFESSIONAL
DEVELOPMENT ON DOCTORS PERFORMANCE IN KENYA

| am a student at the University of Nairobi purguin postgraduate degree leading to the
award of Master of Arts in Project Planning. Astpafrmy course, | am required to carry out
a research on the above topic.

Doctors practising in Nairobi County have been del@ to participate in the study. | kindly
request you to fill for me the attached questioreuaiith sincerity. The information you shall
give shall be treated with utmost confidentialitydashall be used for academic purposes
only.

Kindly do not write your name anywhere on the gioestaire.

Yours’ faithfully,

Beverly C. Ngeny
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APPENDIX I
QUESTIONNAIRE

This questionnaire is designed to help explore sahdhe issues associated with the
influence of CPD formal learning, mentorship angbliementation of CPD Cycle on doctors’
performance in Kenya. Your cooperation in compkgtthis would be much appreciated.
Responses will be anonymous and comments will todatiable to individuals. Please note
that your participation in this study will be vokany

SECTION A: Demographic Characteristics of Respondets

Kindly provide the following information about yaelf, professional qualification and

practice
1. AgE: oo
2. Gender: ..........coieenn. Malel:l Female|:|
3. Total number of years of experience:
A. <lyear B. 1-5years C. 6—-10yeafd. 11-15years E. >15years
4. Please indicate your current place of practice:
A. Public Institution B. Private Institution C. Paite Consultancy Clinic
5. Atthe place of practice, you are a
A. Medical Officer/ Dental Officer B. Private Praatiter C. Specialist

SECTION B: Formal learning program and doctors’ performance

6. Do you regularly participate in CPD activities? sY No| |
7. What activities have you participated in the pastrionthsTick all that apply
Statements N

Conferences/ Workshops/ Seminars

Professional Associations Events

E - Learning module

Local Hospital Events

Morbidity and Mortality meetings

Clinical meeting

Hands or

Journal Clubs

Short courses or Refresher courses

Author or Co - Author of Peer reviewe
publications
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8. Which of the following learning methods influenceuy performance?

Statemen!

Strongly
agree

Agree

Uncertair

Disagre' | Strongly

disagree

Formal educational learnir-
(passive learning)

Experimental learnin- (interactive
practice-based learning)

Self- directed learning (informe
reading, online research)

9. In your opinion, which of the following learning\dronments do you learn best?

Statemen!

Strongly
agree

Agree

Uncertair

Disagre: | Strongly

disagree

Formal educational environment e
classroom, auditorium

g.

Immediate clinical environment e.g.

Wards, Theatre

Internal environment e.g. Hospital,
Nursing home, Clinics

External environment (Out-of-work
e.g. hotels

10.In your own opinion, which of the following skillapart from Continuous Medical

Education should form part of CPD activities?

Statements

Strongly
agree

Agree

Uncertain

Disagreé  Strongly

disagree

Communication skills

Leadership skills

Management skills

Behavioural skills

Team building skill

Information Technology

Quality Management skills

Mentorship skills

11.In your opinion, who should determine the contertt quality of CPD program?

Statements

Strongly Agree
agree

Uncertain

Disagree

Strongly]
disagree

Doctors themselves

CPD Accredited Providers

Health Regulatory Bodie

Employers
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SECTION C: Continuous professional development mewtrship program and doctor’s
performance

12.a). Do you have a mentor in your professidifs [_Ino [ ]

b). Are you a mentorYES |:| NO |:|
13.In your opinion, in what way has mentorship bedeavant to your performance?

Statements Strongly Agree | Uncertain Disagree  Strongly
agree disagree

Career progression

Improvement of leadership and
management skills

Encourage collaborative learning
from past experiences

Enhancement of teamwork and
networking with other colleagues

Assist to determine knowledge gag
in my practice

Increased my intrapersonal and
interpersonal development

Regained confidence and job
satisfaction

14.Mentoring Program should b&ick in the Box Voluntary |:| Official |:|

15.Role modelling in medicine is a powerful form offaing and it is essential to the
transmission of values, attitudes and behaviour
A. Strongly agree B. Agree C. Uncertain Dsdgiree E. Strongly Disagree
16.Do you have a role model in your professiofieS | |NO | |

17.Who in your opinion is an effective role model?

Statements StronglyAgree | Uncertain| Disagree| Strongly
agree disagree

One who demonstrates high standards
of clinical competence

One who has excellence in clinical
teaching skills

One who has humanistic personal
gualities like compassion for patients),
integrity

One who shapes my professional
development and influences my careger
choices

One who has high academic and
research achievement

One who has high earnings
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One with high professional status ¢
power

One engaged in senior managern
roles and demonstrates professional
leadership

SECTION D: Implementation of CPD Cycle and doctors’performance
18.During your CPD Program, to what extent does imgletation of the following
stages influence your performance?

Statemen: Strongly| Agree | Uncertait | Disagree | Strongly
agree disagree]

Appraisal or need assessmen
determine your learning needs

Planning on how to meet the identifi
learning needs

Attending CPD activities to meet t|
identified and planned needs

Evaluation or reflection of whiou
have learnt

Document the activities indicating hc
they have met your learning objectives

19.Indicate your reasons for participating in the iempéntation stage of CPD Cycle.

Statements Strongly Agree | Uncertain Disagree  Strongly
agree disagree

Only for re-licensure and to
fulfilment of regulatory
requirements

To obtain additional qualification

For career progression

To network with other medical
colleagues

To be updated with new
developments in my speciality

To improve my Curriculum Vitae

To fulfil my Personal Developme
Plan goals and objectives

To get a break from pressures of
work

To be prepared to mentor my
junior colleagues
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20.Do you consider CPD to be important to doctar&k one

YES

NO

21.In general, in what ways was does CPD influence peuformance?

Statements Strongly Agree | Uncertain| Disagreg  Strongl
agree disagree

Change in attitude

Change in departmental / unit
practice

Change in diagnosis and
treatment practice

Impact on immediate colleagues

Impact on junior colleagues

Improved patients’ care ar
safety

Knowledge acquisition o
evidence-based care

Leaners satisfactit

Reduce on malpractice ca

22.In what ways do you think evaluation and documémriadf CPD Cycle is important
to doctors’ performance?

Statements Strongly Agree | Uncertain| Disagreé Strongly
agree disagree

It helps to determine whether
my learning needs have been
met

It enables me to analy.
complex clinical situations

It assists me to improve on
problem solving and decision
making

It helps me to identify futur
learning needs

It enables me to prepare to deal
with unpredictable future
clinical demands

23. Are you aware of the MPDB online platform for CPBcdmentation?

YES [ ] NO [ ]
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APPENDIX 1l
INTRODUCTION LETTER FROM THE UNIVERSITY

UNIVERSITY OF NAIROBI
COLLEGE OF EDUCATION AND EXTERNAL STUDIES
SCHOOL OF CONTINUING AND DISTANCE EDUCATION

DEPARTMENT OF EXTRA-MURAL STUDIES
NAIROBI EXTRA-MURAL CENTRE

Your Ref: Main Campus
Gandhi Wing, Ground Floor
Our Ref: P.O. Box 30197
NAIROBI

Telephone: 318262 Ext. 120
1** August 2014

REF: UON/CEES//NEMC/19/035

TO WHOM IT MAY CONCERN

- RE: BEVERLY CHEPTOO NGENY - REG. NO L50/61342/2013

This is to confirm that the above named is a student at the University of Nairobi College
of Education and External Studies, School of Continuing and Distance Education,
Department of Extra- Mural Studies pursuing Master of Arts in Project Planning and
Management.

She is proceeding for research entitled “influence of Continous Professional
Development on Doctors performance in Kenya”. A case of Nairobi County.

Any assistance given to her will be highly appreciated.

o

1Y OF Bas.
as\TY 7\;@% :

68



APPENDIX IV
RESEARCH PERMIT

THIS IS TO CERTIFY THAT: Permit No : NACOSTI/P/14/5527/3004
MS. BEVERLY CHEPTOO NGENY Date Of Issue : 18th August,2014
of UNIVERSITY OF NAIROBI, 44839-100 Fee Recieved :Ksh 1,000

Nairobi,has been permitted to conduct
research in Nairobi County

on the topic: INFLUENCE OF
CONTINUOUS PROFESSIONAL
DEVELOPMENT ON DOCTORS
PERFORMANCE

for the period ending:
30th September,2014

F i " d’z‘{ Secretary
Signature - National Commission for Science,

Technology & Innovation

. You must report to the County Commissioner and

< Government Officers will not be interviewed

CONDITIONS e -

the County Education Officer of the area before - 3
embarking on your research. Failure to do that
may lead to the cancellation of your permit

without prior appointment.

No questionnaire will be used unless it has been
approved.

Excavation, filming and collection of biological
specimens are subject to further permission from

the relevant Government Ministries. B

You are required to submit at least two(2) hard ; d
copies and one(1) soft copy of your final réport. National Commission for Science,
The Government of Kenya reserves the right to Technology and Innevation

modify the conditions of this permit in{cludlng

its cancellation \‘V‘I“]tlll[ noticeadeduges- 'RESEARCH CLEARANCE

PERMIT

Seriailtin.A’ 2 3 96 ;

CONDITIONS: see back page
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