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ABSTRACT
The purpose of this study was to evaluate the &ffEwess of computer based learning in

mental health training in Kenya. The study used Quter Based Learning (CBL) as a tool to
build the capacity of health care workers in asagsand treating mental illness related to
drug Alcohol, Tobacco and Drug abuse. Treatmedtcame of people with alcohol and drug
abuse problems is currently not a health servig®ityr in Kenya. Unfortunately the area of

mental health has recorded a double digit risetduecreased drug, alcohol and tobacco use.

In the first phase, the questionnaires with théedficacy scale in Computer Based Learning
and clinical practice were filled. Focus group dissions were done to bring out their
motivation and knowledge towards computer baserhileg and drug use. They were then
introduced to mental healthcare training on thetNe&n U website and were expected to
answer the journal questions during the trainingope In The second phase (which was after
3 months) the post test questionnaires were giwgratticipants who completed the training

and another round of focus group discussion was dlmmnthe whole group.

The study found out that 71.0 percent of resporedemre male, while being 29.0 percent
were female, 49.2 percent of those who participatdtle training were between 21-23 years
of age. Self efficacy of the participants improvedclinical practice from 38.8 percent

before the training to 81.0 percent after the train Self efficacy in computer based learning
improved from 62.2 percent before the training 187percent after the training. Interference

of cultural values while dealing mentally ill patis reduced from 40.0 percent to 4.0 percent.

The study concludes that computer based learnimgp isffective way of training in mental
health. However, it is also clear that internedikbility and computers are necessary for

effective computer based learning to be realized.

It recommended that computer based learning carsée to increase the numbers of mental

healthcare personnel in low incorheountries.

! Next Gen U is the world’s first portal free accredited, higher education and graduate level courses founded in
2001.



CHAPTER ONE: INTRODUCTION

1.1. Background of the study
According to the World health organization over ‘800 people commit suicide every year

due to mental disorders. According to the Ameritdational Institute of Mental Health,
about 25.0 percent of adults (those ages 18 areh)oéthd about 13.0 percent of children
(those ages 8 to 15) are diagnosed with a mergatdgr during a given year most of which
can be successfully treated (WHO, 2005).

Substance use disorders are severe mental discaessd by excessive drug abuse. Alcohol
and Drug abuse (substance abuse) is defined atadaptve pattern of drug use as indicated
by continued use despite knowledge of having aigiers or recurrent social, occupational,

psychological or physical problem that is causedxacerbated by the use [or by] recurrent
use of the drug (WHO, 2012).

The United Nations Office on Drug Control (UNODGStiemates that, in 2009, between 149
million and 272 million people, or 3.3 percent td @ercent of the population aged 15-64,
used illicit substances at least once in the previgear and are at risk of substance use
disorders, (UNODC, 2011).

According to the World Drug Report (2011), theres lien an increase in drug production
worldwide, including substances that are not umdirnational control. In Europe, seizures
of ecstasy pills more than doubled. Heroin, cocainé other narcotic drugs continue to Kill
around 200,000 people a year, shattering familres laringing misery, insecurity and the
spread of HIV to thousands of other people (WonddReport, 2012).

In Africa, levels of alcohol, tobacco and drug @se continuing to rise due to increase in
drug trafficking activities in the region. Five miet tonnes of heroin and cocaine get
consumed every year in Africa and concerns ovee ¢digolicies and poverty is cited as the
reason why these problems will get worse in futihest Africa is the most affected,
followed by the North, then Southern and lastlytEsica whose data on drug use remains
elusive (UNODC, 2011). Kenya, due to its weak apndupt criminal justice system has

become a haven for drug lords since 2004.



Mental disorders form 5.8 percent of the diseagddny while leading causes of death like
HIV is at 24.2 percent, malaria 7.2 percent and4T® percent. This ranks it among leading
diseases killing more people than tuberculosis. Qirelen of substance use disorders (SUD)
is therefore heavy and growing, with alcohol beling fourth-highest cause of years lost-to-

disability in low and middle-income countries (Nelie¢t al, 2007).

Mental disorders, is not currently part of what l{an clinicians typically address in primary
health care. This is evidenced by studies doneNgetei, 2007; WHO, 2011; UNODC,
2011) It further reported that by 2007, Kenya haully 67 psychiatrists for an estimated
population of 35 million, giving a psychiatrist-pmpulation ratio of 1:522400 (Ndetei,
2007).

In mid-1997, Kenya had 53 psychiatrists for arinested population of 28.8 million, or

1:543400. This shows that there has hardly beenmapyovement in the ratio over the last 10
years, despite an enormous allocation of resodarethe training of psychiatrists (Ndetei et
al 2007, 2001).

Some of the contributing factors are lack of inséren mental health because of cultural
beliefs, high population growth and immigrationpsbfessionals to wealthy countries where
there are better financial rewards (Ndetei and &z2b611). Most of the other countries in
sub-Saharan Africa have one psychiatrist servingopulation of between 100000 and
700000. In Nigeria the estimated ratio was 1:100000L997 and 1:1600000 in 2007 (Ndetei
et al 2007). It is therefore not sufficient thakepy patient with mental health problems be
treated by a mental health specialist. The soldiemin empowering the available healthcare
workers through skills and training (Ndetei and®z&2011).

The computer-based training was focused on diserddiich generated a high burden of
disease, and for which there are existing eviddrased primary care interventions not
currently offered in Kenya (Ndetei, 2001). It wasprovide an answer to the challenge of

%integrating mental health services into routinenay health care. The learning took three

% Quiz. These were test questions at the end of every lesson to help trainees evaluate their knowledge of
various topics in the training.



months, it was self supervised and built on theaaly available digital platform offered by

the current Government.

The project goal was to train mental health careiee providers and their leaders on mental
disorders. It adapted the Next Generation Unitse(®lextGenU.org) online training which
draws from an already-existing, free, expert-cr@atempetencies and learning resources

from accredited sources certified by its partners.

The course was divided into two categories: Printegglth care worker training for nurses

and clinical officers and lay health care workairing for any non-medical professionals.

Each syllabus had seven modules. Every module Wwaddassons and a quiz at the end of
every lesson. There were also peer-to-peer aetvitihich involved students writing essays
about their reflections on the reading materialgvipled online. The students were also
expected to do mentoring activities which involvede play with a mock client in the

presence of the mentor.

1.2 Statement of the research problem
Studies have shown that there is a shortage ofahéetlth care personnel in Kenya and

other low income countries. This is due to the fhett training for psychiatrists takes too
long and is expensive compared to other coursds. s led to fewer students enrolling in
psychiatry and clinical psychology compared to otlisciplines. Even those who are trained
in psychiatric nursing get posted to general wastiere they don’'t perform their duties.
Other reasons are migration of professionals t@iand America where the pay is good.
This has left Kenya with a psychiatric populati@tio of 1:524000. The probability that an

ordinary Kenyan will get the services of a psyaisais close to none.

Elsewhere computer-based learning has been sastassful way of delivering continuing
education and training in many sectors of caregeld@ment, it has shown that computer-
based learning overcomes the traditional barriéénee, travelling and minimized costs in
the long term. Similar studies have brought toftite the positive experiences of learners in

computer-based learning as serving the needs diigtes and working students.



This study was motivated by the realization of tieed to explore the extent to which
computer based learning would increase the nunibeeatal healthcare personnel in Kenya
Notably for the First time in the history of mentadalth training in Kenya, the Africa Mental
Health Foundation is in the process of addresdirggmajor gap. This study aimed at filling
in this apparent gap by piloting the computer basanhing to mental health care service

providers.

1.3 Study goals and objectives
The goal of this study was to evaluate the trairdng participants’ experience in computer

based learning.

1.4 Specific objectives
1. To assess the training experience of mentattheate service providers

2. To determine the factors which influence the pltion and utilization of the

learning by the mental health care service progider
3. To determine the appropriateness of CBL in mdmalthcare training

4. To determine how institutional infrastructurefeet the implementation of the

computer based learning

1.5 Justification of the study
The need for integrating mental health in primaealth care facilities has been seen as a

viable strategy for increasing access to mentaltthezare in low and medium income
countries (WHO, 2005). Studies by Ndetei (2007 eeded that there has been a double digit
increase in substance use disorders in patieetsditiy primary health care facilities in urban
and rural areas in Kenya which has led to incr@afige people suffering mental disorders.
The use of CBL has brought about the advancesinitig both in the government and the
private sector. Other literature has shown the igapental health personnel in Kenya and
Africa (Ndetei, 2007) and rules out the possibilifymental health patients being seen by

professionals because of their few numbers vetmipdpulations they serve.

4



This study highlights the effectiveness of computased learning in mental healthcare
training and its ability to capacity build mentaddith care service providers and increase

their numbers to improve mental health in Kenya.

1.6 Scope of the study
This study was carried out among the studentseoPttesbyterian University of East Africa,

Kikuyu Campus, Nairobi County in Kenya. The studgsweonfined to the students within the

campus who enrolled for the training on mental @iscs.

In conceptualizing computer based learning in mergalth the study was confined to what
the Next Gen U had on its website for mental disptlaining, the nature of the syllabus

offered and the reading materials and instructfmosided.

On the experience of the mental healthcare traitieesstudy looked at how the trainees
responded to the demands of the training in terfrsme allocation, what they liked and
what they did not like, what they found challengihgring the training period and any area
that they felt needed to be changed. It also loakeldow they accessed the computers they
used during the training, whether it was providedly family members, borrowed from a
friend or used the computers in the university cotaplab. To gather this information the
study used focus group discussions and journaltigusswhich the trainees answered and
mailed to the researcher. The theory used heresaaal learning theory where the learners’
needs, interests and learning objectives are engglihand also Andragogy theory which

talks about adult learning.

On institutional factors that affected the trainitige study looked at the availability of
computers and internet at the Presbyterian UnityekSkuyu campus computer laboratory.

This information was collected using focus grougcdssions and pre and post survey.

In examining the effectiveness of computer basedning in mental disorder training, the
study confined itself to comparing the self effigadf students before and after the training.
Here the study used Banduras’ self efficacy theony the scale was adapted to suit elements

of the training.



1.7. Limitations
Self reported data All the information that was collected from thtedents in the journaling

questions and focus group discussions concernieig #xperience during the training was
not verified. Every student gave their story whadgpended on selective memory and their
ability to recall or not recall their experiencesridg the training period. The information

could have been exaggerated or falsely attributetd training period.

Access During the study period, access to students wasjar limitation. Due to different
class timetables, it was not possible to find ksl $tudents together for a meeting, this meant
that the focus group discussions could only be éld one class at a time, this could have

limited the objectivity of the information given.

Follow up: The study used phone calls to follow up on trasnaed emails to get progress
reports and replies to the journal questions, sstmgents switched off their phones and some
did not answer emails. This resulted in fewer stus responding to the journal questions.
Some phone numbers were changed in the coursesdfdiming, others were switched off
most of the times and the study lost track of thpseticular students due to lack of

communication.



1.8 Definitions of terms

Mental health

A state of physical, psychological and social viseling, and not just the absence of disease
Mental disorder

Any physical or psychological disease, severe emaagnterfere with mental health
Substance use disorder

Severe mental illnesses caused by alcohol, tobarcdoug use

Primary health care worker

Doctor, nurse, or clinical officer, trained to assand treat patients

Lay health care worker

Hospital staff with no medical background.

Computer-based learning/e-learning/online learning

Learning that is facilitated through the use of poter software and internet.

Mentor

A person with medical training was enrolled to sisBainees with the mentoring activities.
Mental health care worker

People who attend to mentally ill patients



CHAPTER TWO: LITERATURE REVIEW AND THEORITICAL FRA  MEWORK

2.1 Mental Health and Mental Disorders
The Gale Encyclopaedia of Medicine Fourth Editi@01(1) defines substance abuse as a

disorder that is characterized by a pattern ofinaetl pathological use of a medication, non-
medically indicated drug or toxin, which results nepeated adverse social consequences
related to drug use, such as failure to meet wiarkjly, or school obligations, interpersonal
conflicts, or legal problems. There are ongoingales as to the exact distinctions between
substance abuse and substance dependence, buitcpraetice standard distinguishes
between the two by defining substance dependenieegrrs of physiological and behavioural
symptoms of substance use, and substance abusems bf the social consequences of

substance use.

According to a World Health Organization (WHO, 2D0%iental disorders comprise a broad
range of problems, with different symptoms. Theaye @enerally characterized by a
combination of impaired thoughts, emotions, behavigerceptions and relationships with
others. These are psychosis, schizophrenia, dapnesnental retardation and disorders due

to drug abuse, epilepsy, or other disorders afigdtie nervous system.

Accordingly, mental disorders are also caused lygipsogical trauma or drug abuse. Over
800'000 people commit suicide every year due totahatisorder. According to the United
states department of Health and Human ServicesoiiNatinstitute of Health) 25 percent of
adults and 13 percent of children are diagnoset witmental disorder in a year, most of
which can be successfully treated. The report leurttates that over 40 percent of patients
in outpatient hospitals worldwide have diagnosalnid treatable mental disorders. The most
frequent ones were depression, and anxiety. Coglye6® percent of patients with mental

disorders have physical illnesses which were agéénd.

The World Drug Report (2011) states that deternt;yahmental health and mental disorders
include not only individual attributes such as thgility to manage thoughts, emotions,
behaviours and interactions with others, but alsciad, cultural, economic, political and

environmental factors such as national policiesjas@rotection, living standards, working
8



conditions, and community social support and exposudrugs.

The report further states that in poor countriesdhs little money allocated to mental health
compared to other illnesses which cause high buli#erHuman Immunodeficiency Virus
(HIV) and Tuberculosis (TB). They also have 0.0ggbsatrists and 0.42 nurses per 100 000
people, compared to 170 times more psychiatristeigh-income countries and 70 times
more nurses. The majority of low income counti@diecate less than 2 percent of their
health budget to mental health services. More®@mercent of the mental health budget in
developing countries is spent on mental hospites $erve only 7 percent of patients (World
Drug Report, 2011).

Substance use disorders can be treated or prevéngettiressed at the primary care or
community level, avoiding higher health care cosisl increased risk of disability and
mortality. The role of general practitioners, ngrseand community health workers in
addressing mental health is pivotal, as is theiBpdraining they require. Both the number
of health workers as well as in-service educat®toibe substantially scaled-up to alleviate
the burden of these conditions (World Drug Repzt, 1).

The poor state of mental health in low income coesthas been linked to the current global
financial crisis in Europe, America and the resttlod world. It is seen a powerful factor
leading to cuts in funding despite a concomitaredhér more mental health and social
services. This has led to higher rates of dis@rdesulting from substance use and suicide as
well as the emergence of new vulnerable groups gk@ample the young unemployed). In
many societies, mental disorders are related tgimaization and impoverishment, domestic
violence and abuse, and overwork and stress ageowfing concern, especially for women'’s
health (Ndetei et al, 2007).

A study done in America by Lambert (2008), examirlkd prevalence of substance use
disorders across four geographical regions, fountdtlmat the youths in rural areas have a
higher risk of mental disorders than their courdetg in the urban areas. This is because

those living in the rural areas have nearly twhe tate of drug and alcohol use patters than

9



their urban counterparts. There is therefore rieedoncentration on preventive and health

care centres to be staged in rural areas as muaivas areas.

In Kenya a study done at Kenyatta National HospitalMakanyengo, (2005) on referrals
showed that 8.7 percent of patients presented indistarders which were not attended to,
the majority were under 44 years of age, 28.8 perbad alcohol disorders, 9.19 percent
depressive disorders, 4.96 percent schizophrenth 2282 delirium. Females had more
depressive disorders than males, while males haé substance use disorders, bipolar and

childhood disorders than females

2.2 The link between mental disorders and substana@buse
According to UNODC (2011), Substance abuse may leadaddiction or substance

dependence. Medically, physiological dependence uires; the development
of tolerance leading to withdrawal symptoms. Bothuse and dependence are distinct
from addiction, which involves a compulsion to dooe using the substance despite the

negative consequences, and may or may not invblemical dependency.

Substance use or exposure at any age is an els@blmeventable risk factor for mental
disorders. Depending on the local context, ceitadividuals and groups in society may be
placed at a significantly higher risk of using dsuglcohol or tobacco. These vulnerable
groups may (but not necessarily) include memberbaafseholds using drugs, alcohol or
tobacco. People living in poverty, people with ahicohealth conditions, infants and children
exposed to maltreatment and neglect, adolescemtstalypeer influence, minority groups,
indigenous populations, older people, people egpemg discrimination and human rights
violations, lesbian, gay, bisexual, and transgepaesons, prisoners, and people exposed to
conflict, natural disasters or other humanitariamesgencies. These same groups of people
become at high risk of mental disorders (WHO, 2005)

2.3 Patterns of substance use in Kenya
In Kenya, mental disorders form 5.8 percent of dismase burden, while leading causes of

death like HIV, is at 24.2 percent, Malaria 7.2qest and Tuberculosis 4.8 percent. This

10



ranks it among leading diseases kiling more pedpkn tuberculosis. The burden of
substance use disorders is therefore heavy andgirggpowith alcohol being the fourth-
highest cause of years lost-to-disability in lowdanedium income countries (Ndetei et al,
2007).

The National Authority for the Campaign against @uwand Alcohol Abuse (NACADA) the
Kenyan authority tasked with responsibility and tcohof drugs reported that drug abuse is
becoming a social problem in Kenya and even thaugs not yet being classified as a
disaster, substance abuse and related illnes$enddt people than HIV and TB combined.

Consumers in Kenya are aged between 15-24 year€ DA, 2010).

NACADA also reports that 75 percent of the Kenypapulation consuming drugs are made
up of young people aged below 35 years, 33 peroktiis population are betweenl15-30
years. 56 percent of crimes committed is relatedinay abuse and the youths involved
are aged 24-25 years. Research that has been Homes shat 75 percent of students in
secondary and college have tried drugs and alcathigast once in a life time (NACADA,
2010).

In a study of out-patients attending rural and arbaalth centers in Nairobi and Central
province, it was found that mental disorder reaglfirom alcohol use in patients in a clinic in
Muranga was 54 percent, same as that of Jericlmic cin estate in Nairobi (Ndetei et
al.,2000).

Further studies by Muruingia and Ndetei (2013) lom @lcohol and substance abuse risk on
Kenya Medical Training College (KMTC) students iraifobi, found out that the risk of
alcohol and substance use exists among KMTC stadantdifferent levels. The study
recommended screening of students for substanceausgeness creation and provision of

appropriate intervention to prevent drug use andeliated co-morbidities at the clinic level.

In a pilot survey carried out in secondary schaolestern Kenya, it was found that in most
school compounds, there are a wide variety of dthgsis sold to students. The study gives

an example of a school in Lugari District, wherevas confirmed from the records in the

11



school in five years, that more than 20 studentsdither been suspended or dismissed from

Lumakanda Secondary School for drug related problghesile, 1996).

A report by the Star Newspaper (2011) points oat tbout 4.9 % of youths living in

Kenyan cities are heroin users, a similar percenggsts in the Kenyan coast. According to
the newspaper report, development workers repdhaidheroin was more widely used and
easily available at the Kenyan Coast than any dihwen in East Africa. The supply came

from Dar-es-Salaam, Tanzania, where injected drsg 13 widespread. The newspaper
reported that this had raised serious concern stdakeholders advocating the setting up of
needle and syringe supply programs in the coasg@ibm. In Nairobi County, the streets

downtown like river road and slum areas of Kibd¢arogocho, Mukuru and Mathare have
been targeted by anti narcotics police for suspedtaeg trade. This rapid growth of drug use
amongst the Kenyan population is linked to theeased availability due to the drug trade.
Also the frequent set up of rehabilitation cenireshe country’s major towns is a sign that

the number of people affected by mental disordaestd drug abuse is growing in Kenya.

2.4 Gaps in Mental Health Care Training
According to the Mental Health Atlas (2011), theattment gap in mental health is well

documented. In various studies conducted by theO\MHe treatment gap was 32 percent for
schizophrenia, 56 percent for depression, 50 perfcerbipolar disorder and 5 percent for
anxiety disorder. Alcohol and substance dependdistyder was at 7 percent. In Africa and
other low income countries the treatment gap wasrded at 67 percent compared to 45
percent in Europe. In Africa, the WHO records thaty 12 percent of people in need of
mental health had received it according to theystlahe in 2010, compared to 45 percent in

Europe.

Mental health as an integral part of the primarsedavel, but the actual implementation of
this at ground level is highly uneven. Often mehizdlth facilities are restricted to particular
towns and do not extend to the whole country. Aalality of these treatment facilities for
severe mental disorders in primary care settingssaadifferent countries also varies greatly
(Ndetei et al. 2007).

12



A study conducted by WHO (2011) in Brazil, Chinadahe United States, revealed that
Primary health care providers fail to recognize takdisorders in patients by 10-75 percent
and even if they do, many people are diagnosed @étiression even if it is substance use
disorder. This study found out that despite that fabstance use disorder was common, 0
percent was detected in Brazil. China failed ttecie45 percent, and the US, 12 percent.
This led to serious consequences in occupationdl family dysfunction and physical
disability. This un-detection of mental disordesss attributed by these studies to inadequate
training in mental health, misunderstanding abo@ntal disorders and stigma from the
health care providers, the patients and the commuowards people with mental health
(Ndetei et al, 2007; WHO, 2011).

Whereas in some countries primary care is esshnpidvided by medical assistants, nurses
or other primary care workers, in other countriessiprovided by primary care doctors.
Training also varies across countries. While soraeehregular and more comprehensive
programs for different types of personnel, othessndt. The data, however, do not reflect
these differences in quality and coverage of tragjractivities in different countries. (Ndetei,
et al., 2007).

Service provision and training in mental health iaterconnected. Currently, the number of
specialized and general health workers dealing migintal health in low-income and middle-
income countries is grossly insufficient. Almostftiae world’s population lives in countries

where, on average, there is one psychiatrist tees2®0 000 or more people (Ndetei et al.,
2007).

Other mental health care providers who are traineitie use of psychosocial interventions
are even scarcer. Similarly, a much higher proporof high-income countries than low-
income countries reports having a policy, plan kgislation on mental health for instance,
only 36 percent of people living in low-income ctigs are covered by mental health

legislation compared with 92 percent in high-incarnentries (WHO 2012).
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According to Ndetei (2007) Kenya has 67 psychitgrier an estimated population of 35
million, giving a psychiatrist-to-population ratimf 1:522400. In mid-1997, Kenya had 53
psychiatrists for an estimated population of 28.ion, or 1:543400, meaning there has
hardly been any improvement in the ratio over thst |10 years, despite an enormous
allocation of resources for the training of psyttiéés. Some of the contributing factors are
high population growth and migration. Most of tb#ner countries in sub-Saharan Africa
have one psychiatrist serving a population of betw#,000 and 7,000,000. In Nigeria the
estimated ratio was 1:1000000 in 1997 and 1:160@0@007. The fact that the overall ratio
has not improved over the short term and the uneational distribution mean that Kenya
will not have sufficient psychiatrists in the foeesible future. This has far-reaching, almost

radical implications for both clinical practice aaderall mental health policy.

According to Ndetei and Mutiso (2001), Psychiatrigse training is present in Kenya but is
not attractive to students. The study attributes teduced attraction to the common practice
of most qualified psychiatric nurses in Kenya be&sgigned to general nursing duties, thus
denying them the opportunity to serve in their aoéaspecialization. Then there is the
problem of the training in mental health taking toag before they can be recognized as
specialists in psychiatry. Other mental-healtlated postgraduate training programs are in
clinical psychology and at the moment, there arelimical officers in Kenyan hospitals that
have specialized in psychiatry and there is naitngi of psychiatric clinical officers. This is
the reason attributed to alarming shortages of ahdrgalth personnel in Kenya and other
African countries.

Another significant aspect of training is the nequipping of medical students with adequate
clinical skills in psychiatry so that their compete in psychiatry is at par with their
contemporaries in other disciplines. Data from Department of Psychiatry show that
Kenya produces about 300-400 medical graduatesatipnof which only 5 of them are
psychiatrists. The training of 300 medical gradsaivhen equipped with competency in
mental health appropriately will be therefore mugieater in reward to the sector than

training five psychiatrists in a year (Ndetei, 2D07
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In a cross sectional study by Ndetei and Ongechaddw2006) in various outpatient
hospitals in Kenya, it was found that mental il@gas highly prevalent in general health
facilities but goes unrecognized by both the pasieand clinicians and therefore not
managed. The substance use disorders recognizedreferred to psychiatric nurses who

were available and hardly managed by the doctemmselves.

The study also concluded that staff did not geherakcognize substance use disorders and
30 percent of the staff do not adequately commutait¢a the parents on diagnosis and
management of their children. The staff felt inadeg towards diagnosis and management
of substance use disorders and they felt the n@edohtinued medical education (CME) on
clinical mental health service provision. The stadso found out that negative attitude and
stigma towards patients was common, but they weeevare of it (Ndetei and Ongecha-
Owuor, 2006).

2.5 Computer Based Learning in Kenya
The growth of the internet can be traced back ¢o9s when the internet was seen as good

for business and advertising. From there it expdrideand faster than most had predicted. It
soon became the world's largest database of intamagraphics, and streaming video
making it an invaluable resource for educators\aall sites which offer individuals a place
to put personal information became popular, as aid internet-based publishing and

discussion forums.

According the Kenya Education Network report oreadiness of Kenya institutions to use
computer based learning (2007), Africa and Kenya mat been left behind in this
development. The Kenya Government and its académsidutions have since embraced
computer technology and internet as an adminig&atool, education and education
management information systems (EMIS).These inglita are now offering distance
learning courses to students. The six major irtitg of higher learning with high uptake of
distance learning include the University of NairoKenyatta University, Moi University,

Egerton University, Maseno University and Unitedt8¢ International University (KENET
2007).
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2.6 Effectiveness of Computer Based Learning (CBL)
Technology-enhanced learning has become an edseatiaof the learning process for

today’s students. Institutions worldwide have recognized the Intesetalue as an

instructional tool and have developed, or are dgiaf, online learning programs.

A study carried out by Dr. Gunilla Marald from thiemea University to evaluate the benefit
of CBL education, and to investigate the studem@asons for cancelling courses explored the
changes in different actors’ attitudes towards rimfation and communication technology
(ICT) in higher education between 2003 and 2006he Tesults showed that with the
establishment of the Net University, Sweden reached groups of people, especially
students who don't have the chance to enjoy anatitucon campus due to other obligations
like part-time job family or children. Flexibilityvas the most important factor causing the
demand of CBL learning. The study emphasized thst demand can sometimes be the

toughest challenges for students that can caugedr¢Marald, 2006).

A study of online learning in the UK undertakenFebruary 2010 found out that 60 percent
of courses offered online were in the business fiahd 50 percent were post graduate level,
making online popular with older people (Oxford Usisity, March, 2010). In 2008, the US
National Centre for Education recorded a 25 perdéeatease in the demand for online
courses. It was related to the economic downturiclwtaised the demand for training by the

American workforce.

In a study to determine the effects of differerdfpssional group membership on the rate of
adoption of e-learning, Gallaher and Wentling (20@ampled professionals from
Engineering, Finance, Human Resources, Legal, amdkéting professionals from a fortune
manufacturing company. These groups were categbriz@sed on five categories of
adoption: Laggard, Late Majority, Early Majorityaily Adopter, and Innovator. The survey
was the method of data collection. A mail questairen was used to measure the rate of
adoption of CBL, concerns about CBL, and speci@mdgraphic variables. Results revealed
that professional groups adopt CBL at differenesatout that primary concern about CBL
was the same across the groups. (Gallaher, andivgrz004),
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Other studies to evaluate an online dementia casgrgm aimed at enabling healthcare
teams deliver better service to residents with de@en continuing care and long-term care
facility orientation was adopted and the DemandA&mi Learning Model (DDLM) and
evaluation tool were used to evaluate the prografimglings showed that learners enjoyed
the program and acquired and applied new knowledgkskills that led to a better level of
care for the residents they worked with. The reseéurther revealed that there is a desperate
need for more accessible training programs on déaeare to ensure residents in the
facilities and homes receive high quality care amd treated with dignity and respect
(Gallaher, and Wentling, 2004).

Emerging technologies allow educators to “fosteteriaction and collaboration among

learners. In computer based learning (CBL), emvitental interaction has long been

considered as one of the most important factosfudent satisfaction. Student satisfaction is
considered one of the pillars of quality in onleducation. Furthermore, technologies allow
educators to personalize and humanize e-learninqidlyding rich media components in

online courses that endeavours to engage studeaistive, meaningful learning (Allen and

Scama, 2010).

The report further concluded that the combinatind availability of different media in CBL

provide learners with choices and accommodatevithdil differences such as personality
traits, cognitive styles, preferences, and learsitytes. Adult learners increasingly expect a
personal or customized learning environment. Stisdesmnt learning options, choices, and
personalization. By providing learners with theefilem of choice, instructors can set the

stage for student success.

In an attempt to evaluated costs of CBL in trainprggrams in 1995, A study by Clarke
(2001) used direct and indirect (distribution) so$or CBL and compared it with text

production and classroom instruction. However, thiglynot consider the educational design
costs for either modality and assumed that hardwsoftware, and other equipment were

available, and that the institution had a commitnertechnology.
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Clarke concluded that based on one paper, costgsav the printing and distribution of
materials is a potential advantage of CBL, buthertstudy is needed to determine whether
lower distribution costs offset the costs of techhsupport, and whether CBL saves or costs

money in terms of faculty time.

In Kenya, the Kenya Education Network (KENET) coctgd a survey on the e- readiness of
Kenyan higher learning institutions in 2006. Thewrid no significant difference in gender
when it comes to ICT usage, even though males Wened to be intense internet users.
Students in the humanities were more intense wsenéernet compared to their counterparts
in the medical field (KENET Report, 2007).

Overall public and private universities in Kenyavd@mbraced CBL as part of the education
system, though they are still faced with a lot béleenges like costly infrastructure, limited
internet, lack of enough computers and untrainedl@mic staff who still find it difficult to
upload their lessons on the internet (KENET Re®@9Q7).

2.7 Computer Based Learning (CBL) in health professns
In a study on CBL in medical education in low in@mountries, Clarke (2001) found out

that severe faculty shortages in resource-consiagountries, has led medical schools to
look to CBL for improved access to medical educatith took many forms. But blended
learning approaches were the most common methoeld. s the sample of 49 articles,
computer based learning (CBL) comprised the majordt5 articles. Other approaches
included simulations and the use of multimediavgafe, which was 20 articles, web-based

learningl4articles, and e-Tutor/e-Mentor progranastigles.

In the evaluation of the 69 articles on the effaiess of CBL, 35 studies compared

outcomes between CBL and other approaches, whigtugies qualitatively analyzed student

and faculty attitudes toward CBL modalities. Theyncluded that, CBL in medical education

is a means to an end, rather than the end in .itk#lfizing CBL resulted in greater

educational opportunities for students while simmdtously enhancing faculty effectiveness

and efficiency. However, this potential of e-leagiassumes a certain level of institutional
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readiness in human and infrastructural resourasgmot always present in LMICs, (Clarke
2001).

The interactions depend on the stimuli that the GBaterial can resent to the learners,
different learners will respond differently, sosittmportant to be aware of the factors that
may influence the learner's response e.g. age, atanpiteracy, previous experience with
computer based learning, education experience @adnihg skills, gender, physical
characteristics reading age and knowledge of Higesti Older learners may not have the

dexterity to operate input devices to operate a=svigith degree of accuracy required.

According to Clarke (2001), successful adult leagniequires relevant material meaningful
to learners, it allows for extensive life experienallows for the different motives and for
different learning styles of the learner. Two sésdevaluated changes in learning efficiency.
One well-designed randomized controlled trial cormmp CBL with text-based learning
reported that learners achieved equivalent testescwith shorter study times using CBL
materials (27 minutes versus 38.5 minutes). Thieaasitcalculated efficiency scores (median
improvement in score per hour with 95% confidendteriral) of 8.6 (7.1-11.7) for CBL and
6.7 (5.9-8.1) for text-based learning 9.0.

According to Dulworth and Carney (1996), there fan& levels of computer based learning,
each based on the application’s complexity anékitsl of interactivity with the user. Level

one is the training similar to a standard powernfjooverhead presentation with little

Interactivity. Level two is instructor-led, nonéiar presentation. Level three is a facilitator-
led training, a multimedia presentation accompabiedlassroom-based training. Level four
is self-paced training, a multimedia presentatioat trainees use with minimal assistance,
also known as stand-alone training. Individuals t@mn at their own pace, either at an
outside lab or on their own desktop computer, aathpgiete the exam provided in the

program.
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In an evaluation study, Curran and Hoakman (208Sgssed the instructional effectiveness
of a hybrid computer-mediated course ware delisrstem of dermatological procedures.
The study revealed that a hybrid computer-mediatedrse was an effective means of
increasing knowledge and improving self-reportechpetency in dermatological procedures,
and that participants were very satisfied with thelf-paced instruction and use of
asynchronous computer conferencing for collabogatiinformation sharing among

colleagues.

The study suggested that online education buildBsskmproves knowledge, and thus
increases the number and quality of referrals miagldhealth care providers. Providers
nonetheless reported ongoing barriers to providatmcco services and referral, including
lack of reimbursement and patient unwillingnesadoept a referral (Curran and Hoakmann,
2005).

According to African Medical Research Foundati&dMREF) Kenya (2010), CBL offers
students the attractive opportunity to combine nirgj with their regular work, and
overcomes the traditional barrier to continuing aation and thus does not require them to
take time off from work. This has been linked te thassive enrolment in the AMREF on-
line nurses upgrading project. The program whicls Wee first of its kind in East Africa,
reported a positive impact on the quality of nugsoare in the hospitals where the students
and graduates of the CBL program work. The learmene reported to be more motivated,
knowledgeable and proactive. The learners who ceteglthe program took on additional

activities which were earlier performed by doctA™MREF 2010).

The evaluation concluded that the end resultsdeantimprovement in overall patient care.

Whereas patients used to stay for up to a montheirwards, the maximum stay was reduced
to 14 days. The wards became less congested anid¢tas could then concentrate on other
patients. It recommended that CBL courses for hemdirkers, should be expanded to include
all cadres of health workers, and exploiting neghtelogies to increase reach, and that CBL
can effectively address critical shortages of humesources for health and skills in Africa

(AMREF, 2010)
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In summary, there is substantial evidence that at@isorders is continuing to be a problem
in low and medium income countries due to the insgrug and alcohol use. Challenges like
funding, shortage of personnel and negative atitsiill remain a hurdle. Computer based
learning has been recommended as it is less imgleompared to in-service for improved
medical education. Is computer based learning lsleitan mental health training as it has

been proven in other academic departments.

2.8 Theoretical framework and conceptual framework

2.8.1 Theoretical framework
This study was grounded on two sociological theorgd learning: Malcom Knowles

Andragogy theory (adult learning) and: Social léagntheory by Albert Bandura. The
concepts of Malcom Knowles (1984) Andragogy theofyself concept, adult learner
experience, readiness to learn and motivation &nlefit well in this study since the
participants were adults. The training was selécied since there was no supervision. The
experience of the learners was one of the objectofehe study, and is brought out in the

journal replies and focus group discussions.

Another concept of andragogy that supports thislystis that participants knew what to

expect and also felt their needs were taken cane thfe training, this was brought out in the
focus group discussions. Bandura’s social leartiegries also supported this study in the
use self efficacy of the participants. This helgedoring out the confidence in computer
based learning and clinical practice before anerdfte training. The improved self efficacy
pointed to effectiveness in computer based learnifige social learning environment

explained by the social learning theory also exglathe difference in experience by
participants. Some found it interesting while othéid not. This contributed a lot to the high

dropout rate that was witnessed during the study.

The two theories are explained below
Malcom Knowles Andragogy Theory
Knowles made 4 assumptions about the characterigtiadultlearnergAndragogy) that are
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different from the assumptions about child learr{pedagogy). In 1984, Knowlexlded the
5th assumption. This includes the self-concept vinieans as a person matures his/her self
concept moves from one of being a dependent pdisotmavard one of being a self-directed
human being: there is also the adult learners' rexpees, which means that as a person
matures he/she accumulates a growing reservoixpéreence that becomes an increasing
resource for learning. Readiness to learn mearnsatha person matures his/her readiness to
learn becomes oriented increasingly to the deveéopah tasks of his/her social roles. And
their orientation to learning which means that gseeson matures his/her time perspective
changes from one of postponing application of kmalgk to immediacy of application, and
accordingly his/her orientation toward learningftshfrom one of subject- centred to one of

problem- centred and internal motivation (Knowl€84).

Knowles in his theory provides an example of apmyAndragogy principle to the design of
personal computer training. He notes that thegenised to explain the reasons specific things

are being taught (e.g., certain commands, functiopsrations, etc.)

Albert Bandura’s Social learning Theory

Bandura, (1982) states that people learn by: ag@relvg) others within their environment b)
By behaviour and by cognition. These factors are static and influence each other in a
process of reciprocal determinism. Bandura alssséd that the easiest way to display moral
development would be via the consideration of mldtfactors, be they social, cognitive, or
environmental. The relationship between the afordgioeed three factors provides even
more insight into the complex concept that is mtyalFurther, development in social
cognitive theory posits that learning will mostdii occur if there is a close identification

between the observer and the model and if the wbisatso has a good deal of self-efficacy.

Self-efficacy beliefs function as an important s#t proximal determinants of human
motivation, affect, and action which operate oncecthrough motivational, cognitive, and
affective intervening processes. Identificationowats the observer to feel a one-to-one
connection with the individual being imitated andllvibe more likely to achieve those

imitations if the observer feels that they have dbdity to follow through with the imitated
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action(Bandura, 1982).

Self-efficacy has also been used to predict belaviovarious health related situations such
as weight loss, quitting smoking, and recovery frbgart attack. In relation to exercise

science, self-efficacy has produced some of the emssistent results revealing an increase
in participation in exercise as self-efficacy irases(Bandura, 1982). These two theories

provide guidance in this study and were selectedulrse of their relevance in this study.

2.8.2 Conceptual framework
Guided by the theories discussed above, the stdeytified independent and dependent

variables presented on the framework below. Knogde@nd skills in computer based
learning is the independent variable, while impweental health and reduced number of
people with substance use disorders are the dependeables. Several variables were

identified as determinant factors.

Figure 1 Diagrammatic presentation of the conceptugrame work
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CHAPTER THREE: RESEARCH METHODOLOGY

3.1 Methodology
This study adopted an action oriented researchs(Ehresearch whose aim is to solve a

problem or improve on peoples practice Riel, M. @0 This particular project was
consciously designed with the aim of producing Itsstinat would support interventions in

the treatment of mental disorders.

3.2 Study site
This study was conducted at the Presbyterian Usityeof East Africa (PUEA), Kikuyu

campus. PUEA is a Kenyan Institutiari higher learning registered under the Ministfy o
Education and the Commission for Higher Educatilbnis situated on the Kikuyu Main
Campus near Kikuyu town 20 kilo meters from Nair@hly. The University utilizes the
PCEA St. Andrews Church Hospital Teaching Site,f@dical practice. PUEA has remote
sites across thirteen campuses, including five ikesplt has an average of one thousand, six
hundred and fifty students (1650). PUEA offers Diphs and certificates as well as Degree
programs in Computer Studies, Business AdministmatiClinical Sciences, Nursing,

Education and Psychology.

3.3 Description of study tools
The study used both quantitative and qualitatiwésto

i) Quantitative

Under quantitative tools, the study used a surusstionnaire to obtain information on the
social and demographic information of the respotgjaheir self efficacy in computer based
learning and clinical practice. This tool was alssed in getting information for the self

efficacy scales.
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Table 3.1 Distribution of respondents who particip&ed in the quantitative survey

Department Primary- h_ealth Lay _healthcare Total
care training training
Clinical medicine 23 0 23
Nursing 21 0 21
Information Technology | O 4 4
Business Administration | O 4 4
Computer science 0 5 5
Education 0 6 6
Psychology 0 4 4
Total 44 23 67
i) Qualitative

Under this method the study used focus group dssons, key informant interviews and

journal questions. This method was used to coilgcrmation on participants experience

during the training, institutional challenges anmgpiementation of CBL

Table 3.2 Distribution of respondents who participsed in the qualitative data

Qualitative tool Primary health care Lay health care Total
training training

Focus group 10 6 16

discussion

Key informant 1 1 2

interview

Journal questions | 4 2 6

Total 15 9 24
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3.4 Sample selection
The study targeted participants from PUEA. Thissvaue to the presence of medical

students who would benefit from the substance wlsaorder training. The primary health
care worker category invited participants with adimal background and 44 participants
registered for the training. The lay health careke&ocategory invited participants from other
departments and students from the department ofhBkygy, Business Administration,
Education and Computer Science registered. Mewgtre from the lecturers of nursing and
clinical medicine. Participation was voluntary aaltithe participants who expressed interest

were enrolled.

3.5 Sampling procedure
The study employed purposive sampling. This wasiiee the entire population of students

at PUEA had the characteristics and skills thatsthely was looking for. There were medical
students who would utilize the skills in the fiedahd there were also students from other

departments who would train for the lay healthacamarse.

3.6 Data collection procedure
The study collected data in two phases. The finstse was before the participants started

the training and the second phase after they cdatplthe training. Before the training
started, the Institution (PUEA) was approachedubihothe Online and Distance Learning
Department (ODL) and agreement with the AdminigtratAn advert with information about
the training were put up on the student notice dhoand was followed by emails to the same
department to remind the students who were intedest meeting with the researcher and
the interested students was scheduled and thenssuddno were interested gave out their

names, email address and telephone numbers.

This exercise went on for one week after which sievey was done. Focused group
discussions and key informant interviews followée thext day. Then the training was
introduced one day after all the pre-training dada been collected. Every participant was
given a login password to access the website amanemce the training whenever they had

time.
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It took the participants four months (Oct 2013-28t4) to complete the training. It consisted
of a training syllabus with seven modules. Theseewhe introduction to Mental health and
substance use disorders, communication with peejite substance use disorders and their
families, human rights and legal issues surroungiegple with mental disorders, brief
intervention in mental iliness, treatment and as®esnt of substance use disorders, follow

up and referral of patients.

Every module had lessons and a quiz at the endeMere resources to be downloaded and
read from various organizations websites like therl/ Health Organization (WHO),
American Centres for Disease Control (CDC), the Acaa Institute of Health (NIH), The
National Authority for the Campaign against Druglacohol Abuse (NACADA) and the
Ministry of Health (MOH). During the training, jomal questions were sent every week
through the mail to the trainees. At the end @f ttaining another survey was conducted
with those who had completed the training, focumugrdiscussions and interview, however

involved even those who did not completed the ingin

3.7 Challenges encountered in the field
First, scheduling interviews with participants wasilitated by the Online Department at

PUEA. Some participants promised to attend thedapoup discussions, but did not turn up
on the appointed day. The ones that came took ri@me one hour after the scheduled
reporting time. The discussions therefore took sdJeours and often went late till evening.
This was an inconvenience for the research astsdb@cause Kikuyu town was far away.
Another challenge was about follow up of particiigamhis was done through phone calls but
some participants did not pick the researchers Beltause of this they remained unreached

throughout the study. These groups of participamtie counted as dropouts.
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CHAPTER FOUR: DATA ANALYSIS PRESENTATION AND INTERP RETATION
OF FINDINGS

4.1 Introduction

This chapter presents the data from the alreadctssl area. The obtained results have been
represented through the use of frequency tables pgndentages. Interpretation of the
represented data findings is also done in thistelnapxplanations which include discussions

are then made available to explain further theifigs in relation to the study objectives.

4.2 Response turnout
The study targeted 120 respondents who registerdtié training. These were distributed as
shown in the table below

Table 4.1 Distribution of respondents by area of @ining

Training category Area specialization Targeted Participated

Primary health care Nursing 27 23

Primary health care Clinical Medicine 40 21

Lay health car Business 12 0
Administration

Lay health care Information 10 0
Technology

Lay health car Bachelor of 8 0
Education

Lay health care Counselling 10 0
Psychology

Lay health care Computer science 13 0

Total 120 67
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Participants who were registered were contactegdhigt message service and phone calls. A
meeting was scheduled in Lecture Hall 16a and 16the Kikuyu Campus for research

assistants to administer questionnaires. In theoshd67 questionnaires were returned. The
study established that some participants lostesten the training at this early stage due to

the work load and their perceived inability to @aseomputer for learning.

The 67 participants were allocated their user rsaarel passwords to access Next Gen U
website. After two months, only 45 had logged irilte website. After three months (project
time line) 21 of the 45 participants who had loggethanaged to complete the training.

4.3 Social, demographic information about the respuents
In this section the general information about thepondents is analyzed by the use of

frequencies and percentages and discussions odatiaepresented. This is supported by

existing theories and concepts found in varioudiregs.

4.3.1 Age
The research was done at Presbyterian UniversiBast Africa, Kikuyu campus. The age of

the participants ranged between 18-44 years. Thasgeonly one participant who was above
30 years old even though there were several incmepus who were qualified to do the
training. This meant that the training mostly atteal participants in their early twenties. The
average age was 22 years. The ages were put ii@gocies of 1: Teenagers, 2: Participants

in their twenties and 3: Above 30 years.
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Table 4. 2 Percentage distribution of respondentsybage group

Age
category in Lay healthcare category Primary healthcare category
years
Frequency | Percentage (%) Frequency Percentage
18-19yrs 4 17.4 6 14.0
20-26yrs 18 78.1 38 88.6
Above 30yrs 1 4.3 0 0
Total 23 100 44 100

%)

The findings above show that even though the tginivas free and voluntary, many

participants who expressed interest were in theenties, the older adults, 30 years and

above were very few even though they were qualiied available in the campus.

These findings can be linked to the concept oftigdal divide which refers to inequalities in

IT knowledge and accessibility by age disparity.Kenya, The term used for people who are

thought to be technologically challengedarsalogue and largely older adults are placed in

this category. On the other hand the tetigital is used to refer to young adults who are

thought to be at par with current technology. Amomyng people, this concept in the

modern society introduces a form of social claggwledge in computer is seen as being of

high class and developed while the lack of it iewed as underdeveloped. The findings

above can be supported by the cross tabulationrslbovthe table below.
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Table 4.3 Percentage Distribution of respondents bgge and duration of training

Age category

Time taken to complete training in weeks

in years

Age Less than 4 weeks 8 weeks 12 weeks
one week (2month) (2months) (3months)
(%) (%) (%) (%)

18-19 years 50.0 25.6 10.0 104

20-26years 44.0 155 20.0 20.5

Above 30years | O 0 0 100

From the table, it is evident that participantghair teens completed the training faster than
the above 30 years who took the longest time insthey. Livingstone et al., (2005) also
confirms this when he concludes that young adult® were born into the computer age
were introduced to it at an early age and stanguiexiating computers at a young age, have

a positive attitude while older adults who wererbduring the text books era and libraries

still appreciate them more than they do with corapiitased learning.

4.3.2 Sex of participants

The participants were asked to give informatiorttair sex and findings are presented in the

table below.

Table 4.4 Percentage distribution of respondentsybsex

Primary healthcare
Lay healthcare category category
Sex of
participants Percentag: Frequen
Frequency | (%) y Percentage (%)
Male 15 65.2 23 51.2
Female 8 34.8 21 48.8
Total 23 100 44 100
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From Table 4, 4 above, the findings show that thezee more males registered (65.2 percent
of the lay health care worker category and 51.2Zqm@rof the primary health care worker
category) than females (34.8 percent of lay headtie category and 48.8 percent of the

primary health care category).

These findings are supported by the concept ofdtbieal divide which was conceptualized
by Cooper (2009) and Knight (2012). They claim thatividual or group inequalities in

technological knowledge and accessibility are duseix.

Cooper (2009) also reports that high anxiety insgieads to a negative attitude towards
computers. He recorded that the gender differetmeards computer learning come from

socialization patterns, gender stereotypes, anthafle lead to negative attitudes and poor
performance. He continues to say that most commaftware is targeted at the male, most
software designers are male, the software inveri@snale and computer programmers are
male and most programs that are designed for emltike computer games are either about
cars, wars or football games which is popular whié male child. The target for female are

mostly programs to do with fashion and colors wrack few.

In an attempt to explain how women and girls héeen left behind on the road to

information technology, Cooper (2009) used founties to explain this divide. They are:

» The stereotypethreat: This refers to an individual being at risk of coming as a self
characteristic, a negative stereotype about on@lsgecoup. In this case the female
participants under-rated themselves and theirtgliti excel in the training. This could

have led to the low interests.

» Self-fulfilling prophecy (theory): This directly or indirectly causes itself to becotnee
due to belief and behavior. In his bo8écial Theory and Structure, Merton explains the
self-fulfilling theory in the following sentence..” when Roxana falsely believes that her
marriage will fail, her fears of such failure adty@ause the marriage to fail”. In the case
of this study, the participants feared that theyldmot complete the course because they

are not good at computers or they could not padspaha certificate. This affected their
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enrollment rate and for those who enrolled, the &danot making it made them to drop

out.

» Social comparison theoryby Leon Festinger: It is centered on the belief thare is a
drive within individuals to gain accurate self-avation, they explain their abilities by
comparing themselves with others. In the case isf study the participants compared
themselves with their male colleagues and saw tiey are not good enough. This

feeling of inadequacy made them not enroll in therse or withdraw

» Attribution theory which relates to how people explain their behawting internal or
external factors. In this study, the female pguticits could have attributed their lack of
interest to lack of access to computers or sloerigt in the campus.

Cooper (2009) goes ahead to recommend that pardtseachers can help girls and women

overcome the digital divide.

4.3.3 Marital status
The respondents were asked to provide informatioriheir marital status. The results are

presented in the table below.

Table 4.5 Percentage Distribution of respondents bsnarital status

Primary health care workers
Lay health care workers

Marital status of

participants Frequency | Percentage (%) Frequency | Percentage (%)
Single 16 69.6 33 74.4

Cohabit 6 21.7 9 18.6

Married 1 4.3 2 4.7

Total 23 100 44 100

From the table above, 74.4 percent of participavite enrolled for Primary health care

training category were single compared to 69.6 gudrof participants in the lay health care
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category who were also single, Participants whd #a¢y were married accounted for 4.7

percent in the primary health care category andpér8ent in lay health care category. The

cross tabulations done for this item is presentdtieé table below.

Table 4. 6 Percentage Distribution of respondentsybMarital Status and completion of

training

Marital status of Less than one | 1 month (%) 2 months (%) | 3 months (%)
participants week (%)

Single 60.5 25.9 13.6 0
Cohabiting 16.€ 44t 10.C 28.¢

Married 0 0 0 10C

The study links this to the availability of timerfthe single adults. Married people are
believed to have family commitments and this is whiadered participants in this group

from taking extra courses. The co-habiting couplese also not many, a factor that can also
be attributed to family demands which includes sipgmn time with the spouse, children and
other family members. There are also other dutieishvinclude home making, cooking and

babysitting. These are duties which the participambuld do during their free time. The

course on average was to take 48 hours of free fithiss was spread over three months,
within this time participants were allowed to finigt any time. This required them to put
aside two or three hours daily after class to do ¢burse in order for them to read the
materials in the links, finish the modules, do t{heer to peer activities and mentoring
activities and the final exam. It is highly likellgat participants who have families could not
find enough time for the training (Knight 2012).

4.3.4 Residence of the respondents.
The participants were asked to provide informatonwhere they lived, either within the

campus or at home with their families.
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Table 4.7 Percentage Distribution of respondents bsesidence

Participants |_a_y health care workers Primary health care workers
Residence

Frequency Percentage (%) Frequency Percentage (%)
Campus 10 43.5 15 34.1
Hostel
At home 13 56.5 29 65.9
Total 23 10C 44 10C

As reflected above, the study found out that 6%8cent of primary health care category

lived with their families compared to 56.5 perceftay health care categories. This study

found out that most participants at PUEA live adgsthe campus. The high enrolment by

participant staying at home can be explained byrtfi@ence of the family members.

Table 4. 8 Percentage Distribution of respondentsylresidence and completion of

training

Residence Less than one | | Month (%) 2 Months Three Months
week (%) (%) (%)

Student hostel| O 40.0 10.0 50.0

At home 80.C 16.C 4.C

The cross tabulations above show that 80 percemheofparticipants who stayed at home

finished the training within one week, another Bégent finished within 1 month and only 4

percent took 2 months.

Difference in finishing time between participamto lived at home and those that lived in

the hostel can be associated with family supporiclvis essential in any learning. The

family provided social and emotional support to faaticipants. They also played a role in

assisting the participants with computers or prionggortable internet (modem) and air time.

When compared to participants who lived in theimies, the study linked the late completion
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to the negative influence of their colleagues whapged out. The study also established that
in PUEA, Free time for most young adults is usedaocial media and listening to music and

watching movies, which is more attractive to théwntreading.

4.3.5 Access to computer and internet
The participants were asked to provide informatarhow they accessed the computers that

they used for the training. The results are preskimt the table below.

Table 4. 9 percentage distribution of respondentsybaccess to computer

Access to computer Primary health care Lay health care
Frequency Percentage Frequency Percentage
Owned a computer 11 23.2 10 43.5
Borrowed a computer 4 9.3 5 19.3
My family owned a 3 7 0 0
computer
University computer lab 26 60.5 6 28.5
No access to computer 0 0 2 8.7
100
Total 44 100 23

From the table above, the results show that 60rbepé of the participants relied on the
University computer lab and internet to do thenirag, while 11 percent owned computers. 4
per cent recorded that they borrowed while 7 pdrasad computers owned by their family

members.

This finding is supported by Darkwa (2000) who doded that computer availability and
internet remain the major hurdles in CBL in Afriegamd need funding from partners.
Computer-based learning is dependent on computglahility, without it, computer based
learning is not possible. Even though some paditip were able to access the course on
their mobile phones, downloading the reading mal®rand peer activities not only made
them spend a lot of money on airtime but was atspossible since it required a bigger

screen. From the journal questions, the particgparto logged in but did not complete the
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course singled out lack of computers as a majasecafidrop out.

The 60.5 percent who were using the University aateaplab also found challenges. There
several other participants in the campus who haeess to the limited number of computers
in the computer lab, coupled with slow internetsldwed down their speed. The study also
established that free time at PUEA is also use@$signments and personal reading, library
and group discussions. This time was limited aretelneeded to be a direct access to a
computer and internet if every participant who ségjied was to complete the training at the
required time. This is one reason given by pardictp as a cause for a large number of

trainees drop out.

The findings also showed that participants who med that they owned computers,
borrowed computers from their friends or used caeysuowned by family members and
their own internet source (modems) completed thessfaster and had less technological
challenges. And even though they recorded chalengh accessing the links, they recorded

the highest number of those that completed.

4.4 Analyzing the goals and objectives of the study
In this section, the study discusses the findimyselation to the specific objectives which

were to compare the experience of trainees in ifferent categories, to determine the
factors which influenced the course completion antlization, to determine the
appropriateness of computer based learning in rhieegdth using the self-efficacy scales and
to determine institutional factors that affect immplentation of the program in primary health
care facilities.

These objectives are discussed systematicallylatior to the finding of the study. The table

below shows the number of participants at diffestages of the training.
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Table 4.10 Percentage distribution of respondentd aifferent stages of the training

Training Expressed | Enrolled Percentage Completed | Percentage
category interest (%) training (%)

Lay health 48 23 47.9 10 20.8

care

Primary 72 44 61.1 11 15.2

health care

Total 120 67 55.8 21 17.5

From the table above, there is a drop in the nurobearticipants at every stage during the
training period. At the beginning, 120 participamspressed interest and gave out their
names and contact, but only 17.5 percent comptéedourse of which 20.8 percent were in
the lay health care category and 15.2 percentarpthmary health care category. This shows
that there were challenges that made the partitspdop out in large numbers which also
affected the completion of the course, these factwhich were expressed during the
discussions and interviews are analyzed below geiience of participants, appropriateness
of computer based learning (self efficacy of p@aats) and institutional factors affecting

implementation of computer based learning.

4.4.1 Experience of participants in mental healthraining
From the journal questions, the participants whmmleted the course recorded a positive

experience. They recorded a lot of anxiety andeetgsions during the first week of the
training, but later got to like the training anddhao difficulties in finishing. The analysis of
the survey showed that participants who owned apoben, had previously used computers
or who were computer literate and knew how to lémkinformation on the internet had

appositive learning experience and finished ahédldose who had no knowledge at all.

Participants who created time for the training disal a positive experience and finished

faster than the others. However Participants who hat used computers before had a

negative experience. They found it difficult logginn and they also found it difficult

searching for information on the internet. Mostl@m dropped out in the initial stages. They

recorded that whenever they opened the links,rfegrmation on the screen disappeared and

they had to start all over again, this experiehey said was frustrating and time consuming.
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The participants who enrolled in the primary headtare course, who had a medical
background recorded in the journals that they fotlmel modules and activities familiar,

interesting and clear while the lay health care keorcategory who had no medical

background had difficulties understanding somedessand this made them consult friends
and family members.

Most of the participants mentioned in the focusugr discussions that the questions were
relevant and engaging. They also said that what kbant in the course would be of use
during their practice in the future. They recomnexhdhe training for other health care

workers who could be interested in mental healtb.ca

The journals from the participants who did not ctetgthe course indicated that they were
confused at the point of logging into the websithis is because the web site had several
courses. The participants also mentioned in thesagroup discussions that some courses
looked more attractive and interesting than thetaidrealth course. They also recorded that
instructions were not clear. They therefore spelut @f time on the other courses, only to

realize later from their colleagues, they were dadine wrong course. This they said was
discouraging considering the time they had spent.

Results from the journal questions and focus grdigtussions also show that many
participants felt overwhelmed by the workload freohool work and could not finish within

the project timeline. They requested to be lefirish at their own time. There were feelings
of frustration with slow internet and crowded corggdabs. Some participants indicated that
the logging in process was difficult and that tlesgwords were too long, they either forgot

or misspelt the password. This made them give tipeainitial stages of the training.

Other challenging activities that were discussedhm groups included, downloading the
reading materials which took longer time and ate their class time and also the loss of a
phone or forgetting ones an email address cutaffraunication with the research assistants

and made the participant drop out.
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One participant said in the discussions: “Wheraitet the course, | was very excited
because | knew it will equip me further in deliverimy skills in the field. Module one was
good and very relevant to me, but as time wentigalized | cannot finish with in the thre
months you gave us. May be during holidays, rigiw nve have a lot of work and exams.
cannot spare any more time to study. The peerdogivities are big documents,
downloading them takes a lot of time and interregthis a problem.”

1%

Results also show that participants were frustratétti the peer to peer and mentoring
activities. They wrote in the journals and in ptrsining focus group discussion that they
could not locate the activities and even if theg, dhey did not see where and how to type
their essays on-line and submit. They attributed timclear instructions and lack of close

supervision.

The journal notes analysis and the post trainoau$ group discussions also showed that
most of the participants who recorded positive eepee and recommended the course
modules and lessons were from the primary healtl category. This group also had the
highest dropout numbers, and recorded a higher aurmob people who said they get

frustrated with using computers. The lay healtle caorker trainees had the highest number
of participants who owned personal computers, haddast challenges in using computers

but recorded that they were not conversant wittcthese content.

4.4.2 Factors which influence completion and utiliation of the course by the
participants

From the group discussions and the journal entifiestespondents cited out the factors as:
Dropout rates: Overall, the total number of participants who exgexl interest were 120,
when questionnaires were issued, only 67 weremetlyra return rate of 55.8 percent. Out of
the 67, only 45 logged in a withdrawal rate of33@ercent. At the end of the project timeline
only 21 participants had completed the course. fiilniings comes up with a retention rate of
17.5 percent. These findings are supported by dysto the UK on online learning
undertaken in 2010, which found out that retainimdine participants was a difficult task

since it lacks the face to face aspect which uguabnitors attendance in classrooms. The
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high drop out rates were attributed to life happgsi which force the participants to
withdraw (Allen and Scama, 2010).

Availability of computers to the participants: From tables above, the results show that only
11 percent of the participants owned computersen®il.5 percent relied on the University’s
computer lab to undertake the course, the partitspavho withdrew were citing lack of
access to computers as a big challenge. They dithan@ access to computers at the time
they were ready to do the training and at all tintae computer lab was filled with other
participants and it was frustrating for them to taai use computers in turns because of the

deadline.

Work- load: Participants who did not complete the courseropped out recorded in their
journal that they already had too many assignmexiamns and intensive practicum sessions
which was a hurdle to taking any other trainingisTgroup of participants said they were

interested in the training, but could only do itteir own time

Lack of supervision Both groups of participants who completed or dat complete the

CBL recorded that they got confused when logging the Next Gen U website. They also
mentioned that they got lost while surfing the iingt for information or got stuck in between
the lessons and they had no one to assist theme ®brthem felt lonely and dropped out

while others sought support from colleagues andlyamembers.

Access to internet connectioninternet availability is key to facilitating CBand accessing

online courses. In this study slow internet in PUBAich caused the download process to
become slow and consumed a lot of time which &tetimeir class time. This made some of
them drop out of the CBL. The participants alsoorded that sometimes the institution

stayed for a week without internet.

Computer illiteracy and problems with technology Lack of prior knowledge of computer
and surfing the internet made some of the partitg@o withdraw from the training, and
some who did not withdraw sent their friends tatli® course for them. This was a challenge
to the research team because there was no wayoufitkg if the participant was assisted
partially or fully in the CBL
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One of the respondents wrote in the journal: “Infdut challenging to use the computer
laboratory in our University. | always had to wiit people to finish their tasks before | dd
mine. At that time the internet is slow. | haveigissents, have to go for the ward rounds
feel tired and sometimes | got very frustrated

4.4.3 Appropriateness of Computer Based Learning (BL) in substance use disorder
training.

This study assessed appropriateness before amdradteraining in their clinical practice and
also in CBL. High self efficacy meant that the papants had a lot of confidence in CBL
and also in performing these duties in a clinicwlself efficacy showed their confidence was

low. The table below shows the self efficacy in Ci&lcorded by the participants before the
training.
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Table 4.11 Self-efficacy for computer-based learngnbefore the training

Items of self efficacy scale for computer Not Moderately | Highly Total
based learning confident confident confident

I lack confidence in using CBL 38.8 29.7 31.5 100
| am unable to do the training on my own and

have to rely on support from my family 34.8 27.2 .(B8 100
| am unable to identify which input device to

use to facilitate the training 41.0 23.4 35.6 100
I lack confidence when manipulating input

devices to access the links provided 30.0 25.1 44.9 100
I lack confidence in the way to access

information if the procedures are changed 38.1 28.0 33.9 100
When | look at information repeatedly on the

net, | still struggle on how to go about it 44.4 P4 31.5 100
I lack confidence when it comes to working | 43.6 16.7 39.7 100
out tasks in computers

I lack confidence in participating in peer to

peer activities 19.1 12.7 68.2 100
| am confident in seeking advice from mentqgrsl13.9 0 86.1 100
My cultural values do not allow me to work

with people with SUD 48.9 11.1 40.0 100
My religious values do not allow me to work

with people with SUD 51.3 19.1 29.6 100

Generally 30 percent of the participants who redpdnto this scale before the training said

they were not comfortable using computers; 41 peragre not able to identify which input

device to use while manipulating the computer add4 4percent struggled to look for

information on computers. Another 40 percent oftipguiants recorded that their cultural

values interfered with their work with mental dider patient’s mental health while another

29.6 percent mentioned that their religious valheglered them from attending to people

with mental disorders. These finding are suppobg€larke (2009) who argued that factors

that determine learning in online environment ideld, learning material, and the electronic

course environment:
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Table 4.12. Self-efficacy for computer-based leammg after the training

Not confident | Moderately Highly
Items of the self efficacy scale for CBL (%) confident (%) | confident
(%)
I lack confidence using CB 81.C 0 19.C
| am unable to do the training on my own and
always have to rely on support from family
and friends 81.0 0 19.0
| am able to identify which input device to L
to facilitate the training. 0 100
I lack confidence when manipulating ing
devices to access the links provided 61.0 33.0 6.0
I lack confidence in the way to access the
information if the procedures are changed 33.7 333 33.0
When | look at information repeatedly on the
net, | still struggle on how to go about it 42.0 .(B8 20.0
I lack confidence when it comes to working
out the tasks on computers 71.0 1.0 28.0
I lack confidence in participating in the peer to
peer activities 85.7 0 14.3
| am confident in seeking advice from my
mentor. 0 13.0 87.3
My cultural values do not allow me to work
with people with substance use disorders 95.8 0.2 0 4
My religious values do not allow me to work
with people with substance use disorders 52.0 14.7 333

The table above shows the self-efficacy of theiggents after the training. The response

rate increased and the self-efficacy also improfadall the items on the scale. Lack of

confidence in using CBL reduced to 19.0 percenpaticipants after training while 81.0

percent were confident in using computers, this waspared to 31.0 percent and 38.0

percent respectively. Manipulating input deviceserty 50.0 percent, working out tasks in

computers rose from 43.6 percent to 71.0 percdme. Iifluence of cultural values reduced

from 30.0 percent to 4.0 percent. These findingsistinat the training helped to improve the

computer skills of the participants and also imge\their attitude towards mental health

patients as compared to before the training whétural values and religious values were a

challenge.
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Table 4.13 Self-efficacy in clinical practice befa the training

Not Moderately | Highly
Tasks on the clinical practice self efficacy scale confident confident confident
(%) (%) (%)
Able to describe how to assess patients with mental
disorders as taught in the modules 10.3 27.5 62.2
Able to distinguish types of mental disorders when| 11.8 37.3 50.9
patient walks into the clinic
Able to identify the different stages of drug use. 2.3 27.3 40.9
Able to identify different complications in Mental
disorders that may require urgent intervention. 0 41.4 58.6
Recognizing related complications in people with | 7.0 34.4 58.6
mental disorders.
Write a short comment to describe the interventions
and benefits of treatment. 0 344 65.6
Assisting in appropriate identification of the 5.0 26 69.0
treatment regimen for people with mental disorders
Identify , understand and interpret mental headttec | O 25.5 74.5
Effectively communicate with people with mental
disorders and their families 11.9 39.5 48.6
Perform effective screening and offer interventions| 5.0 30.0 65.0
Perform these duties in any clinic 13.5 30.4 56.1

In Table 4.13, the response rate was quite lonevam if the findings show that above 50

percent of the respondents we moderately confitemtighly confident in practical skills,

quite a number of the participants did not responithis scale, this shows that they were not

sure of what to write.
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Compared to self-efficacy in CBL, most of the papants had a higher self-efficacy in
clinical practice. However, when the findings oé ttwo different categories were compared,
the lay health care category was less confidentlimical practice, this is linked to their
career background. The primary health care categ@ay less confident in computer-based
learning before the training. Theses finding angpsuted by the research done by the Kenya
Education Network (KENET) 2007 that participantshigher institutions of learning in the
Arts faculties were more active in using computessnpared to their counterparts in the

medical departments in the same institutions
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Table 4.14 Self-efficacy in clinical practice aftethe training

Not Moderately | Highly
Items of the clinical practice self efficacy scale confident confident confident
(%) (%) (%)
Able to describe how to assess patients with mi
disorders as taught in the modules 0 29.2 71.8
Able to distinguis mental discders when a patien
walks into the clinic 0 23.8 76.2
Able to identify the different stages of drug use. 0 14.6 85.4
Able to identify different complications in mental
disorders that may require urgent medical
intervention. 0 23.8 76.2
Recognizing related complications in people with
mental disorders. 4.9 0 95.1
Write a short comment to describe the intervention
and benefits of treatment for different mental
disorders 0 25.8 74.2
Assist in appropriate identification of the treatrhe
regimen for people with mental disorders 0 14.3 85.7
Identify, understand and interpret mental healtieca| 0 9.5 90.5
Effectively communicate with people with mental
disorders and their families 0 4.8 95.2
Perform effective screening and offer interventions| 0 0 100
Perform these duties in any clinic 0 19 81.0
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From the findings in the table above, the selfegify in clinical practice among the primary
healthcare workers has improved to 100 percenlitplbd assess patients with substance use
disorder improved from 62.2 percent before thentrgj to 71.8 percent after the training,
ability to distinguish substance use disorders fratimer mental disorders rose from 60.8
percent to 71.3, ability to recognize related caogpions in people with substance use
disorders rose from 58.6 percent to 95.1 percemfppming effective screening interventions
improved from 65.0 percent to 100 percent. Theseirigs show that computer-based

learning is appropriate in skills training in swdrste use disorder.

According Bandura (1994), self-efficacy is the belin one’s abilities to organize and
execute a course of action required to managetisiigain this case the training. It is a
person’s belief in his or her ability to achievetae goals in certain situations. Research
demonstrated that self-efficacy can have an immacteverything a person does from
behaviour to motivate. An individual's self-effigaplays a major role in how goals, tasks,
and challenges are approached. People with a stemge of self-efficacy view challenging
problems as tasks to be mastered. They develog@edénterest in the activities in which
they participate, form a stronger sense of commitnte their interests and activities and

recover quickly from setbacks and disappointments.

However, people with a weak sense of self-efficaegid challenging tasks, as they believe
that difficult tasks and situations are beyond rtheapabilities. They focus on personal
feelings and negative outcomes and often lose dendie in personal abilities. It develops
from early childhood as children deal with a widarigty of experiences, tasks, and
situations. However, the growth of self-efficacyedanot end during youth, but continues to
evolve throughout life as people acquire new skiligeriences, and understanding, Bandura
(1994).

From findings above, the initial low self-efficacgan be used to explain 83 percent
withdrawal at the beginning of the course, mosthaf participants did not believe in their
ability to complete the on-line computer-basedirag. Hence the high rate of withdrawals.

These findings also explain the high enrolmentsmfgmung adults compared to older adults.
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According to the explanation, young people who lasen during the computer age develop
high self-efficacy of computer use at a young ag@gared to adults who were born before
computers and therefore have no confidence or lelivefficacy in computer use. This

finding can be linked to withdrawals and dropoutsttee beginning of the course. The

findings also explain seeking assistance from fiseand relatives, which was mentioned a
lot in the post training discussions, this was nogr@d to have taken place at the beginning
when there was a lot of confusion in the loggingamd locating the website and reading
material. Confidence in manipulating input devicesproved from 43.2 percent to 61

percent and cultural and religious values improfrech 40-47 percent before the training to
52-95 percent after the training. This finding sBothat computer-based learning is an
appropriate way of training and can be used in aldmalth, especially when the challenges

area taken care of, more participants can enrol.

4.4.5 How Institutional infrastructures affect theimplementation of CBL

From the group discussions the respondents aghegddctors that deter institutions from
implementing such programs include:

Structural costs of buying computers and providinginternet: coupled with operational

costs in an institution run into millions of shiljs. This is prohibitive in low income

countries where the health budget is below 10 p¢resmd even lower for mental health.

Low Computer literacy amongst the population According to Consumer Insight Limited
(2008), 82 percent of Nairobi residents can brothseinternet using their phones compared
to 57 percent in Lusaka, Zambia and 80 percentddif\Ababa, Ethiopia. However, it is not
known what percentage of rural and urban Kenyans wdn use computers and the age

group that is more likely to use computers more.

Lack of reliable electricity supply in towns and rual areas Computer operations need
reliable supply of electricity. This is not availamat the primary health care clinics which
have frequent power black outs. This makes CBLdiliff since most working people want to

do the courses when they are free.
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Participants also cited burglary and general inggcuas hurdles in implementation.
Technological difficulties which include repairithe computers and upgrading the ever-

changing consumer market of software in a populdtiat is not computer literate

Lack of supervision and mentors In this study, there was no goodwill from thetleers
who had agreed to mentor the trainees. Out of dtdilers from the medical faculty, only 2
were available. This was cited by the participaggeasons for drop out because there was

no motivation.

The dilemma that comes with computer and internet ennectivity: Cyber crime and
addiction to pornography which has been linkedhi® internet has introduced fear in rural
communities and the older population sometimesodisge young people from using

internet.
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CHAPTER FIVE: DISCUSSION, SUMMARY, CONCLUSIONS AND
RECOMMENDATIONS

5.1 Discussions
The findings of this study show that there are sgviactors which are at play in a computer

learning environment. This is supported by Moor89@) who wrote that in the computer

based learning environment, there are the peopteush computer to interact, who create it,
the content it represents, the infrastructure hggports it, the administrative mechanisms
that surrounds it, all the people, concepts anacsires that are part of the learning. These
factors affect the outcome of the learning. In tbése, these factors made most of the

students to drop out of the training.

In other literature by Pintrich (1999) there is agument that in computer based learning
students' motivations and emotions change fromniegrtask to learning, task (e.g.,
depending on their self-efficacy for performing thsk, interest in the task and the ability to
use computers etc.). Therefore, the extent to whiadents use self-regulatory behaviours
may vary as well, depending on the nature of tHeercourse and how the learning tasks
within that course relates to them personally. eéstadnother way, students' subjective
perceptions of the environment ultimately shapér tbegnitive, emotional, and behavioural
engagement or disaffection in that environmentsTéxplains why the respondents dropped
out at different stages of the training.

The report also argues that the structure and eaberof the curriculum and the learning
material are a major factor for facilitating CBLhd quality of the learning environment and
the ease of using a learning management systenrilmdet to the success and course
satisfaction of an e-learning course and performanmstructors in CBL in this case the
computer performs a variety of tasks in the preaasgiving and processing information,
e.g., provide a structure of the course contelng, figedback of accomplishments, stimulate
the students' motivation to process and reflecthencontent, and assist them to engage in

learning activities.
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5.2 Conclusion
Findings indicate that a combination of factortkisly to contribute to the success or failure

of computer-based learning in Mental Health tragniihese include, access to computers,
reliable internet, supervision of the trainees ad@quate time allocated by the trainees.
Other factors were difficulty with technology arigifrom computer illiteracy, knowledge of

the participants and poor orientation to the tragniThe study, therefore, concludes that
computer-based learning is an appropriate form eafrriing and can be used to pass
knowledge and skills in mental health training. wéwer, the role of the mentors must be

highlighted to provide supervision to the particifsga

5.3 Recommendations
Based on the findings and conclusions above, ttoge@ made recommendations at three

different levels

a) Individual level
Every individual should be encouraged to be compliterate, this increase the chances of
taking computer based courses which are now bdfieged by universities around the world

and are beneficial to the community.

The course syllabi in computer based learning shbelbrief and given clear instructions to

avoid dropouts by learners.

Courses targeting students should be done durildglycso that

learners have ample time.

b) At the institutional level
Learning institutions should encourage computeetd@surses, this will increase the
number of people taking computer based courses pGanclasses should be made

compulsory in these institutions so that studeatstie computer literate.
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Institutions with computer based learning program@ed to explore the concept of
Online mentoring, its advantages and disadvantagéshe attitude of students towards
the same.

Institutions like hospitals should be encouragethke advantage of CBL to capacity

build their workforce and improve service delivery

c) Atthe Policy level
The Government should make computers and inteff@dable to the Kenyan population,

this will increase awareness and the interest oplgein computer based courses

The Government through its education policies sthanroduce computer based learning in
continuing education and capacity building for werk force in every sector, this way
peoples interest in CBL will rise and the problemsbortage of personnel in areas like

mental health will be solved.

The Government should create awareness to populgnline courses. This will reduce the
cost of education by eliminating the costs of actmdation and travelling making education
affordable to many.

5.4 Suggested area of research
From the Knowledge and experience gained in trsgaech, an interesting area for future

research would be the interactions between sogiaddogl mental health. How do people and
social institutions contribute to mental illnessldow can these institutions like the family

work towards preventing mental illness?
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APPENDICES

APPENDIX I: FGD GUIDES AND QUESTIONNAIRE
Baseline Focused Group Guide

Indicate the reasons why it is important to talk about the clinical services implementation of
alcohol, tobacco and other substance use disorders.

Core questions (45 minutes)
What is your motivation towards taking this traig(robe further)
What is your understanding of SUProbe further)
What do you expect to achieve at the end of trognam?probe further)
Summary and conclusion (10 minutes)

Identify key issues arising from the discussion and use them to direct the participants to
summarize and the discussion

Ask if there are any other comments the participants which to make in relation to
implementation of services to address tobacco, alcohol and other substance use disorders
intheir areasin Kenya.

Conclude the core discussion
Close the focused group discussioifhank the participants for the participati@@minutes)

End the tape recording.

Follow-up Focused Group Discussion Guide

What motivated you to complete the training (prélréher)
What is your understanding of SUD? (probe for défe views)
How have you achieved your expectations?
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APPENDIX II: Journal Writing Instructions

You are being asked to take part in journal writexgercises as part afhe computer-
based Drug and Alcohol Training Assessment in Kenyée-DATA K) study for which you
have already agreed to participate in order to learn as much as we can from the ptojec
we are interested in hearing about your experiengtisthe training activities you are taking
part in as well as your experience translating wiat have learned in the trainings into
clinical practice. The purpose of these writingsoiielp us identify any parts of the training
that can be improved or modified, and to identife tbest ways to integrate services for
alcohol and substance use disorders into Kenyamapyi health care.

At the beginning, we will provide a number of guidiquestions to help direct your writing.
As the process unfolds the research team will gendupdated questions to match where you
and your team are in training and practice. Tlaeeeno right or wrong answers. We are very
interested in your experience and knowing what veed®ing right and what we are doing
wrong.

We ask that you write weekly reflections on howngs are going for you, which you will
submit confidentiallyby email toberniceapondi@amhf.or.ke After the project receives
your submission all of your identifying informatiomcluding your name and email will be
removed and replaced with your e-DATA K identific&it number. Your submission will be
kept and only the project team will have accegbém.

The team recognises you are very busy people atidtlhae added workload of this project
these journal writing exercises may easily be ftisgo As a result, in order to support you
with your writings the research team can send yemimder emails containing guiding
questions every two weeks. If you like to recdivese reminders please provide your email
address below. To keep this information confid@ntiwill be kept in a password protected
database with only your position. It will be keggart from your signed consent and other
identifying information. At no time will your emaibe used for anything other than
contacting you about this project. It will not beared with other participants or any third
parties outside the research team.

Please check the appropriate box.

No, | do not want to provide my email addre

Yes, | do want to provide my email addrasd receive email reminders

Email:
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Position:

Journal writing questions
Week 1-2
What were your feelings when you started the traRi
Are there any expectations you had for the traihiRtease explain

Are you having any difficulties in accessing thenguuter, the material and using it for
the training?

What factors may hinder you from completing course?

What good things have you learned from this exefcis

Week 3-4

How do you compare this week with the past week?

Do you feel the competencies for the previous week® clear?

Is there anything you think should be removed ftomtraining? Please explain.

Do you think the learning activities were able todg you appropriately or were too
difficult to follow?

What did you think of the resources? Were they aypiaite or were they difficult?

How helpful are the mentors and peers in the legrprocess?

Week 5-6
Do you feel the competencies for the last few wdekse been clear?

Is there anything so far that you think shoulddraoved from the training? Please
explain

What do you think of the multiple choice questions?

What do you think was the most valuable thing yauehlearned since writing and
submitting your last journal entry? Please explain
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Do you think this training will impact your pracéie What are some ways you can use
what you have learnt in your clinical practice?

Week 6-7

Do you feel the competencies for the last few wseke clear, Is there anything you
think should be removed from the training? Pleagxagn

Do you think your attitudes towards and beliefsulpeople with substance use or
mental problems have changed since you begandhise?

How do you think this will impact on your work arteractions in the community with
these people?

Are there any obstacles or barriers to gettingtibet out of this training? Please explain.

Week 7-8

Do you feel the competencies for the last few weede clear, Is there anything you
think should be removed or added to the trainingage explain

What had been the most helpful thing in this iraifd Is there anything you would like to
see more in this training?

What changes do you suggest would help you get mutref this training? Please
explain.

Are there any challenges you foresee may hindeintpeementation of this protocol in
the clinics.

Final week

When did you feel most engaged by the trainingZ¢dbe what was happening)

When did you feel most distanced during the tragin

What actions by yourself or your team were mospiw? Puzzling?

What surprised you the most about this training?

What did you like the most about this training?

What changes would make the experience you weoaigiir during the training different?
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APPENDIX [ll: QUESTIONNAIRE (primary healthcare wo rker course)

This questionnaire is part of the evaluation taged in the E-DATA-K pilot project which
you have taken part in. Please answer the qusstiomectly, provide only one answer per
question, any information that you give will onlg bsed for the purpose of this research and
not any other. Thank you for participating.

(note- write the code given in your journaling quesons)

LINAME ..o 2AGE ... 3)Gender......
A)CODE......coiiiiiiiiii i B)COUISE .. ittt et et
6)Marital status singi;I in a rela{;hship [ amed Divorced drd
separated
DYCRIArEN o e
8)Training category Lay health worker L]

Healthcare worker 1]

Practice support/Leader ]

9) How many vyears have you been in the health prddsior?

10) Where do you currently stay

Student’s hostel L]
At Home [
Other specify).....c.cocceviviiiiiiennnn. L]

11a) Did you complete the E-DATA-K training?
Yes - No -

(D) NO @XPIAIN. .. .ot e e e e e e e e e e

12)what was your first reaction towards computer baed learning(CBL)?
Anxious[] excite("] disappoil_ld

13) How did you access the computer that you usedrfthe training (tick all that apply)
lownonel 1l  my family ownd_he | borrowed from a friC_H

63



The university computer [_] | had no asde a computer [_]
Other (SPECITY) ... et e
14) How do you describe internet reliability whereyou took the training

reliabld—  reliable but slok notiadle L]

15) How many hours did you put in the training evey day

More than two hours 1]
Less than an hour L]
| did the training whenever | had time [

(16) Cumulatively, how long did you take to compled the entire training

(17)How was your final score
Good! average [ Poor [

18) Was there flexibility in obtaining time off for studies?

yeslzI No -

10) Did you have any challenges using computers aagcessing the URLs and the
modules

Explain

Part 11

The SUD-CBL Self-Efficacy Scale for primary healthcare workers

All answers are given using a 6-point Likert sazeng one of the descriptors:
Rate your degree of confidence by recording a nuridsen 0-100 on the scale below

0O 10 20 30 40 50 60 70 80

FaVal aNnn

Strongly disagree  disagree Slightly agree slightly disagree Agree strongly agree
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v

(1) Strongly disagree, (2) Disagree, (3)Slightly dissgr(4)Slightly agree, (5)Agree,
(6)Strongly agree.

1. Ilack confidence using CBL. [ ]
| am unable to do the training on my own and akwvagve to rely on support fronl |

n

family and friends

. 1 am able to identify which input device to usddoilitate the training. [___]

3

4. | lack confidence when manipulating input deviteeaccess the links provided |

5. | lack confidence in the way to access the infdiomaif the procedures are chang{___ |
6

. When | look at information repeatedly on the hatjll struggle on how to

go about it. L1

7. 1lack confidence when it comes to working out theks on computers  [__|

8. Ilack confidence in participating in the peer gepactivities [ ]
9. | am confident in seeking advice from my mentor. L]
10. My cultural values do not allow me to work with mé®with SUD 1]

11.My religious values do not allow me to work withapde with SUD L]

Part (iii): Practise rating

Answer all questions

Which of the scale below best describes your ghilitpractise the skills that you have

learnt?

Indicate in the squares provided at the end oé#uh task 1,2 or 3

v

90 100
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(1)Cannot do at all (2)Moderately can do (Blishlyieonfidenteanido

1. Able to describe how to assess patients with SURught in the modules[ |

2. Able to distinguish between mental disorders an® $lisorders when a patient
walks into the clii” ]

3. Distinguishing between SUD and other disorders. ]

4. Able to identify the different stages of drug use. 1]

5. Able to identify different complications in SUD thaay require urgent medid__|
intervention.

6. Recognizing related complications in people wititDBlwhen pathological
appearances may be suspicious of Non-Accidentatyinj [ |

7. Write a short comment to describe the interventams benefits of treatment for
different SUD [ ]

8. Assisting a colleague in appropriate identificatidrihe treatment regimen for peopld ]
with SUD

12. Identify , understand and interpret mental hecdtie

13. Effectively communicate with people with SUD aheéit families

14.Perform effective screening and offer interventions

o L

15.Perform these duties in any clinic
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QUESTIONNAIRE ( Lay health care workers)

This questionnaire is part of the evaluation toolsised in the E-DATAK pilot project
which you have taken part in. Please answer the gstions correctly, provide only one
answer per question, any information that you givewill only be used for the purpose of
this research and not any other. Thank you for parcipating.

(note- write the code given in your journaling quesons)
DCODE ..ol 2)AGE 3) Gender......
Ad)Yearof study..........cooeiiiiii i, 5)COUrSe....cccvvviiniiinaannnn,

6) Marital status singl:i:I DatingI Markt separated or divorbel

7) Children nond— one-tio! above threddeén [
8) Training category Lay health worker ]
Healthcare worker 1]
Practice support/Leader ]
9) How many years have you been in the health prafsior?
Less than one year -
1-2 years L]
Above 3 years
10) Where do you currently stay
Student’s hostel L]
At Home ]
Other specCify).......coooovviviiiinnn.

11a) Did you complete the E-DAT-K training?
Yes - No -

(D)If NO QIVE FBASONS. . ...ttt et et e e e e et e e e e e e ee e eae e

12) what was your first reaction towards computer lased learning(CBL)?
Anxious [ ]  excite{ ] disappoin[_Jl

13) How did you access the computer that you usedrfthe training

L] L] L]
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| own one my family owns one | borrowed from a friend

The university computer IL_] | had no asde a computer [_]

14)How do you describe internet availability whereyou took the training
Availablé  Available but unSable  pbor

15) How many hours did you put in the training evey day

Less than an hour

1-2 hours

OO

| did the training whenever | had time

16)How was your final score
Good averagl:_—I Pod

17)Was there flexibility in obtaining time off for studies?

yesl,:I No|:I

Q10)Did you have any difficulties using computersrad accessing the URLs and the
modulJ yes [ No

Part 11: The SUD-CBL Self-Efficacy Scale for Lay halth care workers

All answers are given using a 6-point Likert saseng one of the descriptors: Rate your
degree of confidence by recording a number fornd@-dn the scale below

0 10 20 30 40 50 60 70 80

la¥a aNnn

Strongly disagree  disagree Slightly agree slightly disagree Agree strongly agree

»
»

(1)Strongly disagree, (2) disagree, (3)slightlyadi®e, (4)slightly agree, (5)agree, (6)strongly
agree.

1. | struggle to adapt to computer techniqu{____]
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2. | am unable to do my training on my own and alwagd to rely on support from
family and friends |

3. | am able to demonstrate which input device is ueddcate the required information
for the training. [ ]

4. | lack confidence when manipulating the input desito access the links[___]

5. | lack confidence if the procedures to accessrtfiemation is changed [ |

6. When I look at information repeatedly on the metjll struggle on how to

go about it. [ ]

7. Ilack confidence when it comes to working out thgks on computers [___]

8. I lack confidence when participating in the peepéer activities [ ]
9. | am confident in seeking advice from my mentor. 1]
10. My cultural values do not allow me to work with gé®with SUD 1]

11. My religious values do not allow me to work withopée with SUD L 1]

Part (iii) Practise rating

Answer all questions

On A scale of 1-100, Write below which one bestcdéss your ability to practice the
skills that you have learnt,

Indicate in the squares provided at the end oé#uh task

0 10 20 30 40 50 60 70 80 90 100

Highly confident can do
Cannot do at all Moderately can do Sl

(1)Cannot do at all (2) moderately can do (3) highly

confident can do
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© N o g M w NP

9.
10.Observe evidence for self harm

11.Perform these skills in a clinic

I

Include SUD in primary health care
Distinguish between mental disorders and SUD desrdnd how they affect peop ]
Distinguishing between SUD and other disorders.

Understand legislation and policies regarding peepth SUD

L

Effectively communicate to people with SUD and tHamilies
Identify different complications in SUD that maygrere urgent medical interventiq]
Administering the ASSIST
Write a short comment to describe the interverstiand benefits of treatment for
different SUD .

Understand and interpret mental health care

I

U
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APPENDIX IV: Memorandum of Understanding

The University of Nairobi

MEMORANDUM OF UNDERSTANDING

BETWEEN

AFRICA MENTAL HEALTH FOUNDATION
AND
THE UNIVERSITY OF NAIROBI
P.0.BOX 30197-00100

NAIROBI
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Memorandum of Understanding

This memorandum of understanding (here in refet®das the MOU) executed this
............................. day of ......ccociiiiiiiiiiiiiiiieee . 2013 between Africa
Mental Health Foundation P.O Box 48423 - 00100 Nairobi. Tel: 020 - 27 1863
mail:inffo@amhf.or.ke in collaboration with Grandh&lenges Canada, NextGenU and
University of British Columbia and the Universitfairobi of P.O Box 30197-00100

Where as the University of Nairobi has inter akaoae of its objectives, to provide, directly
or in collaboration with other institutions of higthlearning facilities for university education
and research, and participate in the discoveryt@msmission of knowledge, the stimulation
of intellectual life and cultural development ofig&.

Where as the African Mental Health Foundation seekkprovides scholarships to university
students to perform mental health related resesratollaboration with other institutions

,university and non university from across the wahd in this case, University of British
Columbia, Grand Challenge Canada and NextGenU

Now therefore the two parties have agreed to capers follows

Joint supervision of
........... (REGNO .. e e e .. ( Department of
) M.A research

............................................................ " Dr.Veronic Clair
(MD,MSC,CCFP,FRCP) and Dr.Victoria Mutiso Msc.,Phl co-supervise this project

with another from the University of Nairobi
» That AMHF shall provide guidance, advice, and figlgbport to the student to

achieve in planning the research project and us@pfopriate research techniques,
literature and other relevant sources.
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« AMHF shall Maintain regular contact with the stutlabhappointed times through
various means of communication such as mail,coné@ng in addition to regular face
to face meetings

» AMHF shall Review drafts of the student projecpegdetermined stages of the study
which will be shared with the University

» AMHF shall ensure high academic and ethical statslare maintained throughout
the study

» AMHF shall Provide mentorship for the student fareer growth and development in
scientific research

» The University of Nairobi shall apply the rules aedulations of the university
examination council

Operational guidelines for each activity implementeder the MOU may be set down in a
specific letter of agreement if found appropriagette two parties (i.e AMHF and UON)

Mutual obligations
Management of the collaboration

The initial coordinators are Dr.Robinson OchardO{) , Dr Clair VeronicMD, MSC,
CCFP, FRC (UBC and NextGenU) and Dr Mutid&c., PhD (UON), Clinical Psychologist
(AMHF)

Intellectual property rights

All rights created by patents as a result of j@ictivity shall be shared by UON,AMHF (the
implementing institution) on behalf of the Univeysiof British Columbia (UBC), Grand
challenges Canada ( GCC) and NextGenU. Unlesspatlies agree, no party shall
individually and without prior notice and conserittbe others, file or obtain in Kenya or
elsewhere and anywhere any intellectual propemgtsi over any research materials or
information under this memorandum including proiesttderivatives or processes including
those that may utilize the knowledge of local comities regarding any product or a process
even such process has been modified to a morassicpted level by synthetic or any other
method. Such intellectual property shall be in @went jointly owned by both parties.
Regarding authors' rights only Co investigators atier scientific staff that have contributed
significantly to the study planning, field work,tdaanalysis a write up, will be included as
authors

Material Transfer Agreement

Any and all materials transferred between the @adhall be subject to an acceptable
material transfer agreement signed by the partidsappended to the agreement of
collaboration regarding the individual projects
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Duration of the Memorandum
This memorandum of understanding shall come infiecefrom the date of signing and shall
remain in force for three years

Implementation
All laws rules and regulations issued by all parsball be strictly observed at all times

Dispute Resolution

Any dispute or disagreement relating to implemeomatof the memorandum shall be
resolved by negotiation between the two partiehoilvever , the parties fail to arrive at an
amicable resolution, the dispute shall be refetoeah arbitrator agreed upon by the parties

Force Majeure

Either party shall promptly notify to the other parin writing, of any situation or event

arising from circumstances beyond their control ahthey could not have reasonably
foreseen, and which make the performance of atspafrthe parties' obligations under this
contract impossible. Upon notification of the ogemce of such a situation or event the
performance of this contract shall be deemed tpdstponed for a period of time equivalent
to that caused by the force mature and reasonadli®dpof time as dictated by the

circumstances thereafter shall be allowed for rahsation to continue the performance of
the contract.

Review and amendments
The memorandum may be terminated with immediatecetly mutual agreement between
the parties or by either party giving the otherless than six (6) months notice in writing

In witness where of, the parties here to have erelcthis MOU this ............. day of
........................... 2013

Signed for and on behalf of the University of Nairbi
THE VICE CHANCELLOR
UNIVERSITY OF NAIROBI

SIGNED

Prof David M.Ndetei

MB. Ch.B (Nrb),DPM(Lond)
M.R.C.psych.FRCPsych.,MRC.(U.K)M.D9Nrb),certificate in psychotherapy(London)
Professor of Psychiatry, University of Nairobi

DirectorAfrica Mental Health Foundation
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