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ABSTRACT

Background

Eswatini currently has no formal continuing professional development (CPD) requirements for doctors
to renew their licenses. The Medical Council of Eswatini has embarked on a process to introduce an
accredited CPD system possibly through the adaption of existing models, but there is lack of published
local data to inform such a process. Moreover, even where formal CPD is available it may not

necessarily translate to adequate levels of participation by practitioners.
Methods

The setting for this study was Eswatini. Firstly, a scoping review was done to derive lessons for the
country from established databases and grey literature describing models of CPD. This was followed
by a focus group discussion (FGD) and interview-based study to determine factors affecting
participation in CPD by local practitioners. Lastly, a participatory action research study on how CPD

in Eswatini could be improved and formalised was conducted.
Results

The scoping review provided an overview of the CPD models available in various global settings and
highlighted perceptions and views of medical practitioners towards these. The FGDs and interviews
provided insights on motivating and demotivating factors for doctors to participate in CPD activities in
Eswatini. Motivating factors included professional responsibility and learning needs, while
demotivating factors included lack of recognition for efforts and CPD activities not being relevant to
one’s practice. The PAR identified three ways to improve CPD in Eswatini; making it compulsory,

recognising achievements and ensuring that it is relevant to doctors’ practice areas.
Conclusion

There are many models for CPD which Eswatini can adopt; each has its own advantages and
disadvantages. A CPD model that is formalised, compulsory, considers the needs of practitioners and
recognises their efforts is likely to be viewed favourably. There are ways to improve CPD which
consider these identified issues and these form important considerations for Eswatini as it endeavours

to develop its own model.
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CHAPTER 1: INTRODUCTION

1.1 What is the Problem?

The kingdom of Eswatini (formerly Swaziland) currently has no official/ formal continuing professional
development (CPD) program requirement for physicians for renewal of licenses. The available CPD
activities have been arranged by hospital committees and by the Ministry of Health and its partners.

These educational meetings are largely didactic in nature which greatly affects their effectiveness (1).

I am a generalist doctor based at a 250 bed sub-regional hospital in the Manzini region of the country.
This facility caters for the secondary health care needs for patients from eleven primary health care
facilities in the region; it has three specialists in internal medicine, general surgery and obstetrics and
gynaecology; and ten general medical officers who rotate through different departments (casualty,
outpatients department, obstetrics and gynaecology, internal medicine, pediatrics, and general surgery)
annually. I also serve on a committee within the facility which has the mandate of ensuring that CPD is
provided for health care workers (which includes doctors, nurses, physiotherapists, laboratory
personnel, radiographers, dieticians, and occupational therapists). It was while serving in this committee
that the lack of structured and relevant CPD programmes became apparent. Having previously practiced
elsewhere (Malawi and Zimbabwe) where CPD was required for medical council license renewal, it
became clear that this lack of access to formal CPD activities made it difficult for healthcare workers
to share ideas, network, benefit from the experiences of others, discuss new best practices, and grow in
their respective areas of practice. This was especially true for doctors in smaller facilities like ours
where there are few specialists and few experienced medical officers (that is, with more than ten years
of experience). Many of the smaller health care facilities are also relatively far from other support
services (Government and Non-Governmental) which makes it difficult to provide appropriate
mentoring and support to medical staff as compared to doctors in the urban hospitals. In addition, a few

of the CPD programmes that [ attended felt far removed from my practice needs.

Currently there is no set policy in Eswatini that speaks to the need of a CPD program specifically for
medical officers and neither is there a move to make it compulsory. However, the hospital In-service
committees has been mandated with ensuring that staff is provided with relevant continuing medical
education, but this is too wide a responsibility must cater for doctors, nurses, allied health professionals
and support staff, thus making it difficult to address different and at times competing needs of each
cadre. There is also no data available on how the target audience (including medical practitioners)

perceives and views any of these CPD activities.



1.2 What is known so far?

Undergraduate medical education (UME) and Continuing Professional development (CPD) are two
different forms of medical education that serve different purposes and audiences. UME is designed for
medical students who are pursuing their initial medical degree, while CPD is designed for healthcare
professionals who have already completed their medical education and are practicing in the field (2—4).
The purpose of UME is to provide students with a comprehensive foundation in medical knowledge,
skills, and attitudes that they will need to become competent and compassionate physicians (2). The
purpose of CPD is to provide practicing healthcare professionals with opportunities to update their
knowledge and skills, stay current with new medical research and technologies, and maintain their
licensure or certification (2,4). UME typically takes place in a structured and sequential manner over
four to six years, with students completing a series of courses, clinical rotations, and assessments (2).
CPD, on the other hand, is typically less structured and more flexible, with healthcare professionals
choosing from a range of educational activities such as conferences, workshops, online courses, and
self-directed learning (2,4). UME focuses on building a foundational knowledge base in basic and
clinical sciences, as well as developing clinical skills and professionalism (2). CPD, on the other hand,
focuses on updating and expanding knowledge and skills in specific areas of practice, such as new
diagnostic and treatment modalities, or emerging public health concerns (4). Finally, UME typically
involves regular assessments of student performance, including written and practical exams, clinical
evaluations, and standardized tests (2). CPD, on the other hand, may involve assessments of learning
outcomes, such as the application of new knowledge or skills to clinical practice, but these assessments

are typically not as formal or comprehensive as those used in UME(2,4).

CPD is often viewed as being essential to the health service as it provides healthcare workers with
support for keeping up to date with best practices and helps them tackle deficits in their practice.
However, there are arguments on how effective CPD is in changing physicians practice due to the
inherent challenges of measuring its impact of CME (5,6). A survey by the American Hospital
Association found that most of its members felt that CPD was of value in addressing key competencies
such as medical knowledge and patient care, they however found it less effective in promoting team-
based care, system-based care delivery, communication skills and improving efficiency of doctors
practice (7). Again, one should emphasise how difficult it is to apply a randomised control study (the
gold standard) in studying CPD (5,6). The effect size of CPD activities vary according to how it is
delivered and can be large when many methods are used, or smaller groups from one clinical discipline

are involved, and when the delivery is more interactive(6).

Continuing Medical Education (CME) and Continuing Professional Development (CPD) are two
distinct approaches to lifelong learning for healthcare professionals. While both are focused on ensuring

that healthcare professionals maintain and improve their skills and knowledge, there are some
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differences between the two. CME is a structured approach to learning that is focused on providing
healthcare professionals with the knowledge and skills they need to maintain their medical licenses and
certifications (8). CME programs are typically designed to provide healthcare professionals with the
latest updates in their field and to help them stay up to date with the latest research and best practices.
CPD, on the other hand, is a broader approach to lifelong learning that encompasses all aspects of a
healthcare professional's practice, including clinical, non-clinical, and managerial skills(9). CPD is
focused on developing the individual's knowledge, skills, and professional attributes throughout their
entire career, and can include a wide range of activities, such as attending conferences, participating in
workshops, and engaging in self-directed learning (3). One of the main differences between CME and
CPD is their focus. CME is primarily focused on updating healthcare professionals on the latest medical
knowledge and research, while CPD takes a more holistic approach, focusing on developing the

individual's overall professional skills and attributes (3,9).

One of the general goals of CPD programmes is to improve patient outcomes by modifying practice
behaviour of doctors; however, this is difficult to measure due to the challenges in producing a suitable
design and standardized assessment tools(5). There are wide ranging disparities between individual
practitioner needs and priority educational needs identified by bodies that offer CPD activities (10). A
potential solution to overcome these differences is conducting a needs assessment (11). Learning needs
of different doctors may be identified through benchmarking (comparison with exemplary peers),
individualized audit results compared with practice guidelines (or current literature), periodic internal
audits and maintenance of practice diaries of intriguing cases (12). Practitioners can be motivated to
keep practice diaries by being awarded CPD credits for doing so and recognition on the impact of these
dairies on their practice (13). Practice diaries have been shown to assist doctors in producing specific
learning objectives in a Canadian model developed by the Royal College of Physicians and Surgeons
(12,13). Another way to do a need assessment may be through standardized assessment exercises akin
to the objective structured clinical examination which can provide valuable feedback to doctors but may

require a larger investment in time and financial resources (6).

The design of a CPD model should employ methods of delivery which have been shown to have the
most effect on patient care outcomes. Such methods include audit, academic detailing, and reminders
(14). Such a design may be grossly incomplete if it should fail to include and allow for web/internet-
based learning due to the wide availability of smart devices in common use by people (including
doctors) nowadays (15,16). The University of Dundee developed a set of criteria which they felt every
CPD model should address, these include convenience, relevance, individualization, self- assessment,
interest, speculation and systematic, also known by the acronym ‘CRISIS’ criteria (11). If the CRISIS
criteria are applied to a CPD program it can highlight areas needing improvement and consequently

ensure that all activities and material, it produces are of high quality and are effective (11).



1.3 What needs to be known?

There is a need to find out how different regions of the world meet their CPD needs and the perceptions
and views of Eswatini medical practitioners of the available CPD. It is also important to look at the
needs of Eswatini medical practitioners with respect to activities that they feel may benefit them the

most, and then address these needs in the design of a CPD model.

Published and submitted manuscripts sought to answer the following questions:
Paper 1:

a) What CPD models are available in various settings?

b) What are the views and attitudes of medical practitioners towards these models?
Paper 2

a) What motivates Eswatini practitioners to participate in CPD?

b) What are barriers to participation in CPD for Eswatini doctors?
Paper 3

a) How can CPD in Eswatini be improved?

1.4  Why is the problem important?

There are no existing data describing the clinical experiences of and need for CPD in the Kingdom of
Eswatini. Medical practitioners are fundamental to the continued provision of healthcare; thus, it is

important to understand their experience and needs in terms of ongoing training and education.

It is an ethical duty of all practicing doctors to ensure that they continuously aim to maintain and update
their professional knowledge and competence. Indeed, in most countries this is a legal requirement.
Since the Kingdom at this time does not have a formal CPD program specifically for medical

practitioners the country may be lagging international norms and quality medical standards.
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1.5 How will the study solve the problem?

The study aimed firstly to review the different CPD models available in other countries, and in doing
so highlight some policy gaps that exist locally. Doctors working in the Kingdom of Eswatini were then
assessed to determine how they perceived the available CPD activities in the country. This information
was used to inform the next steps and ensured that when the needs assessment was done, the resulting
CPD model proposed was not only evidence based but also addressed real needs of the doctors. The
model developed included mechanisms of monitoring and evaluation so that it could constantly be
improved. It is hoped that the study will inform the CPD policy which is still in development stages by
the Medical Council of Eswatini and allow for a CPD model that is not only accessible but addressed
the concerns of medical practitioners in the country. It is not the objective of the study to replace current

practice, but to augment and improve on the options for CPD currently available.

1.6  Conceptual framework

1.6.1 Paradigm, ontology, and epistemology

Constructivist Paradigm

Paradigms are basic belief systems based on ontological, epistemological, and methodological
assumptions (17,18). As no one paradigm is superior to another there is a lot of debate on this, it is
therefore felt that paradigms represent our way of framing knowledge, what it is to us and how we can
develop it. For a constructivist, the main aim is to explore the subjective human experience and they
view knowledge as not being found but something that is constructed(17) . To understand people (in
this case medical practitioners), how they learn, their beliefs and behaviours there is a need to be aware
of their experiences and to recognise that they not only see the world differently from us but also
experience it differently. I as the researcher in this context may be able to co-construct knowledge and
understanding with the participants. Constructivist research relies on the viewpoints of participants
about the study area; thus, the focus of this research is on the views and perception of medical
practitioners towards CPD which can be explored using the constructivist paradigm. Constructivism is
learner focused, thus allowing for the previous learning to be used as a foundation to build new
knowledge. It also agrees with adult learning theories which form part of the framework to be used(19).
Research practices that can be employed with constructivist view include collecting participant

generated meanings, involving the researcher in collaborating with participants (co-creation of



knowledge), consideration of the setting of participants and positioning the researcher within that

context (17,19).

Ontological perspective: Relativism

Ontology answers the question, ‘What is reality?’ (17). Reality cannot exist without context. The
context of CPD is seen as different between Eswatini and other countries (for example South Africa)
because of the different environments of medical practice, indeed it may even be different from one
health facility or region to the next. In this research I will accept that multiple mental constructions of
reality exist, and these are influenced by experiences and interaction (17,20). Given that both
experiences and interaction are different for individual practitioners there may be no one truth of what
successful CPD is. Each person may have their own reality that is considered correct. The truths or
perceptions in this case are therefore viewed as subjective, dynamic, and contextual (18). The multiple
truths may be in conflict, but all remain true. An important consideration here is that the ‘reality’ that
is sought in will be context bound and thus not generalizable, it can only be applied in similar contexts
(21).

Epistemological approach: subjectivist

Epistemology answers the question, ‘how do you know something?’ (18). While medicine is taught as
fact, when it comes to practice one finds that there are many variations of ‘truth’ with each practitioner’s
‘knowledge’ being shaped by what they learned at medical school and their experiences (that is, what
they have learnt since graduating, what they have learnt while interacting with others and their
environment) (17,20,21). In this research I will be adopting a subjectivist epistemological approach
which recognises the interactive and subjective nature of the topic and that meanings will be co-created
(20). This subjective nature of the reality of CPD (that is: how effective it is, how knowledge is gained,
what methods are best or preferred in delivering content, what are the perceptions of practitioners
towards it) is best explored through this approach. Interacting with medical practitioners to find out
what truth (regarding CPD) means to them is critical. An insider’s view of perceptions of CPD will

likely yield more valuable information than an etic approach as there is no one truth/reality (17,20).

1.6.2 Learning theories
Adult education theories and principles are based on the idea that learning is a lifelong process and that

adults learn differently from children (22) . Some of the most prominent adult education theories and
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principles include andragogy, experiential learning, self-directed learning, transformative learning,
social learning and connectivism (22-26). Andragogy is a learning theory developed by Malcolm
Knowles. It emphasizes that adults learn differently from children, and that adult learners are self-
directed and motivated to learn (25). Andragogy suggests that adult learners need to know why they are
learning something, how it is relevant to their lives and experiences, and that they prefer to learn in a
more participatory and collaborative environment, this is discussed further below (25). Experiential
learning theory posits that learning occurs through the active engagement with experiences (26). Adults
learn best when they can connect new information with their prior experiences and knowledge, and
when they can reflect on what they have learned (27). Self-directed learning on the other hand
emphasizes that adults are responsible for their own learning and that they can set their own learning
goals and objectives (28,29). This theory suggests that adult learners need to be motivated and have the
autonomy to control their learning process and builds on from the work of Knowles (25,28,29).
Transformative learning theory posits that adults learn through critical reflection on their own
experiences and perspectives and its main goal is independent thinking (30). It suggests that adult
learners can change their attitudes, beliefs, and values through learning, and that learning can be a
transformative experience (30). Social learning theory emphasizes that learning is a social process and
that adults learn through interaction with others (31). This theory suggests that adult learners benefit
from collaboration, feedback, and support from their peers and instructors(31,32). Lastly, connectivism
is a learning theory that emphasizes the role of technology and networks in learning (33). It suggests
that adult learners can access a wealth of information and resources through online networks, and that
they can connect with others to collaborate and learn together (33). In essence adult education theories
and principles provide a framework for understanding how adults learn and what factors are important
in facilitating their learning process. These theories highlight the importance of active engagement, self-

direction, social interaction, and reflection in adult learning.

Learning theories look at how adults learn or acquire new knowledge. Theory-based model
development has been touted as one of the most effective ways to plan CPD activities, with some
theories having been validated. According to Mann (2002) it is recognised that most medical
practitioner learning occurs through methods other than formal CPD (13). If one takes that view this is
clearly a scathing review of CPD practices and calls to question their relevance. However, there are
many theories which have been proposed to describe and conceptualise learning in the medical
professions. One such theory is by Donald Schon called the reflective practitioner, figure. 1 below
(27,34). He described five stages to what he termed reflective practice (27). The first he called
“knowing-in-action,” this is the knowledge and skill that a medical practitioner would have to solve
most clinical conundrums, that is, tacit knowledge (27). The second stage of the model is the ‘surprise’
that a medical practitioner gets when they encounter a unique or complex case, or even unexpected

physical examination findings (13,34). Then the third stage is ‘reflection-in-practice,” where the doctor
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tries to examine the cause of the ‘surprise’ and decide what makes the case unique and how to proceed
(13). The fourth stage of the model is the ‘experiment,” where the doctor attempts and uses existing
knowledge in diverse ways in- order to take professional actions that will resolve the issue, this still
occurs in the context of the clinical encounter (13,27). Lastly, the practitioner undergoes ‘reflection on
action’, which is essentially looking back at the encounter to examine what happened, the actions taken,
the outcomes of those actions, and consideration of what may be done in future practice (13,27).
Reflection on action allows integration of the new knowledge and skills into the ‘knowing-in-action’
until the next cycle of reflection (34). The approach of reflective practice has been used in Canada for
the maintenance of competence developed by the Royal College of Physicians and Surgeons, which

involves use of a PC-diary (13).

Reflection-on-action-
what happened, what
actions were taken,

what were the
outcomes, what may
be done differently in
the future?

Knowing-in-action
(that tacit knowledge)

Experiment-
professional steps to
resolve the issue

Surprise- the unique or
complex case

Reflection in Practice-
what makes this case
unique/different?

Figure 1: Reflective practice

Andragogy (adult leaning theory) refers to the methods used by adults to learn, their learning process
being different to children and among themselves in terms of needs and styles (see figure 2 below). It
was proposed by Knowles who made five assumptions about the way adults learn (25). These include

self-concept (self-directed learning); adult learner experience (drawing from previous experience in
8



order to learn new things); readiness to learn (easier to learn when there is a reason to acquire new
knowledge or skill); orientation of learning (learn things that are applicable to their practice) and
motivation to learn (want to learn for intrinsic factors, e.g. to improve self-esteem, advance their
careers). Furthermore, Knowles added four principles to be applied to adult learning (25). Firstly, that
adults need to be involved in the planning and evaluation of their learning activities, this has important
bearing when most CPD activities are concerned as they tend to be provider-driven than learner-driven.
Secondly, experience including any mistakes made provide an important basis for learning. Thirdly,
adults prefer those learning activities that are most relevant to them and impact on their work. That
forms the basis of needs assessment in CPD. Fourthly, adult learning should be problem centered rather

than merely content oriented.

self directed

internal problem
motivation oriented

Androgogy

relevance experiences
and impact and
on work mistakes

Figure 2: Concepts of adult learning theory

1.7  Methodology and methods considerations

A qualitative methodology was employed (35). Phenomenology looks at describing the nature of lived
experience (in this case CPD) within a group (Eswatini medical practitioners). The research problem
best suited for phenomenological research is one in which it is important to explore several individuals’

9



common experiences of a phenomenon, as is the case for CPD (21,36). It is important to understand

such shared experiences to develop practices or policies for use in Eswatini (21,37).

The steps and procedures for gathering and analysing data are detailed in the methods section of each
manuscript but will consist of interviews and focus group discussions ((21.35). Some authorities
recommend that researchers interview from 5 to 25 individuals who have all experienced the
phenomenon (21). Interviews are the typical methods in phenomenological research, and they attempt
to answer two broad questions: ‘what have you experienced of the phenomena (CPD)’? and ‘What
situations have typically influenced your experience?’ (38). In this research project an assumption is
made that all practicing doctors have attended some form of continuing professional development
activity, and using that as their baseline, the attempt is to understand their views of this and eventually
be able to find out their views of a new model of CPD (36). The study was divided into 3 phases, see
figure 3 below for the brief aim and methods employed for each phase.

Phase 1

review literature on CPD from published

literature and regulatory authorities SO R

detemine the factors that motivate

practitioners in Eswatini to participate in CPD e

how to improve cpd in Eswatini Participatory action research

Figure 3: Methods employed for the distinct phases.

1.7.1 Scoping review

A scoping review is a research method that involves systematically mapping the literature on a particular
research question or topic (39.40). Unlike a systematic review, which aims to answer a specific research
question by synthesizing the results of multiple studies, a scoping review seeks to identify the scope of
the existing literature on a topic and the key concepts, theories, and gaps in knowledge(39) . Advantages

10



of scoping reviews as a research method include enabling a comprehensive review, inclusion of diverse
literature, flexible methodology, and cost effectiveness. Scoping reviews provide a comprehensive
overview of the literature on a particular research question or topic (40). This can be useful for
identifying gaps in knowledge, identifying key concepts and theories, and informing the development
of future research studies (39). They can include a wide range of literature sources, such as research
studies, grey literature, and non-research sources(39). This can provide a more holistic understanding
of the literature on a topic. Scoping reviews can also be conducted using a flexible methodology that
allows for the inclusion of various types of literature sources and study designs. This can make them
more adaptable to different research questions and contexts(40) . They are generally less time and cost-
intensive than systematic reviews which can make them more feasible for researchers who have limited

resources or time.

Despite having all these advantages scoping reviews also have some disadvantages including lack of
rigor, risk of bias, limited synthesis, and potential for overlooking key studies (39,40). Scoping reviews
may not be as rigorous as systematic reviews since they do not involve a detailed assessment of the
quality of the studies included in the review (40). This can limit the conclusions that can be drawn from
the review. They may be subject to bias if the search strategy is not comprehensive or if the inclusion
criteria are not clear and well-defined (40). Scoping reviews may not involve a detailed synthesis of the
literature, which can limit the ability to draw robust conclusions (39,40) . They may also not be as
comprehensive as systematic reviews, which may result in important studies being overlooked (40). In
general, scoping reviews are a useful research method for providing a comprehensive overview of the
literature on a particular research question or topic. While they have some advantages, they also have
some limitations and researchers need to carefully consider the strengths and weaknesses of scoping

reviews when deciding whether to use them as a research method.

1.7.2  Focus group discussion

Focus groups are a qualitative research method that involves a group of people, typically 6-10, who are
asked to discuss their perceptions, beliefs, and attitudes towards a specific topic (41-43). In healthcare
research, focus groups are often used to explore patient experiences, healthcare providers' attitudes
towards care, or to evaluate the effectiveness of healthcare interventions. However, they are

increasingly used in medical education research (43).

Advantages of using focus groups in healthcare research include allowing for group interaction, in-
depth data, participant diversity and ability to get real time feedback (41). Focus groups allow for group
interaction, which can generate more ideas and insights than individual interviews (leech 2009).

Participants can build on each other's responses, leading to a deeper exploration of the topic (41,44).
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Focus groups can provide in-depth data on the experiences, attitudes, and beliefs of participants (44).
By including participants from diverse backgrounds, focus groups can provide insights into the
perspectives of different subgroups (44). Focus groups can provide real-time feedback, which can help
researchers identify emerging themes and issues that may not have been apparent in individual

interviews (44,45).

There are however some challenges related to the use of focus groups. These include group dynamics,
social desirability bias, limited generalizability, and complexity of data analysis (42,44). Focus groups
can be influenced by group dynamics, which can lead to dominant voices overpowering quieter voices
(41). This can limit the diversity of perspectives that are represented (4 1,44) . Participants may also feel
pressure to conform to social norms or to give responses that they believe are socially desirable (41,44).
This can limit the depth of the insights that are generated. Focus groups involve a small sample size and
may not be representative of the larger population (41). The findings may not be generalizable to other
settings or populations (41). Importantly, analysing focus group data can be time-consuming and
challenging, researchers therefore need to carefully analyse the data to identify key themes and

patterns(41).

In summary, focus groups can be a valuable research method in healthcare research, providing insights
into the experiences, attitudes, and beliefs of participants. However, researchers need to be aware of the
challenges of using focus groups, such as the potential for social desirability bias and limited
generalizability. By carefully designing and analysing focus group data, researchers can generate rich

insights into the social and cultural context of health-related behaviours and experiences.

1.7.3 Participatory action research
Participatory action research (PAR) is a collaborative research approach that involves active
participation by community members or stakeholders in the research process (46,47) . In healthcare,

PAR can be used to explore health-related issues, identify solutions, and promote social change (46).

Advantages of using PAR in healthcare research include empowerment of participants, contextual
understanding, collaboration, and social change. PAR can empower community members and
stakeholders to take an active role in identifying issues affecting them and developing solutions (46).
This can lead to a greater sense of ownership and investment in the research process and outcomes (47).
It can provide a more contextual understanding of health-related issues by incorporating the
perspectives and experiences of community members and stakeholders which can lead to more relevant
and effective solutions (46,48). PAR involves collaboration between researchers, community members,
and stakeholders(46). This can lead to a more equitable distribution of power and resources and can
enhance the relevance and feasibility of research findings (46—48). Lastly, PAR can lead to social
12



change by promoting the participation of otherwise marginalized groups in the research process and by

identifying and addressing social inequalities (46).

Some of the disadvantages of PAR include lack of generalisability, time and resources, objectivity, and
power dynamics. PAR involves a small sample size and may not be representative of the larger
population (46). It can be time and resource-intensive, requiring significant investment in building
relationships, facilitating participation, and managing conflicts (46,47). PAR can challenge traditional
notions of objectivity in research, as it involves collaboration and active participation by community
members and stakeholders. This can lead to questions about the validity and reliability of research
findings (46). Since PAR involves collaboration between researchers and community members, this can
create power dynamics and conflicts of interest (46). Researchers need to be aware of these dynamics

and take steps to mitigate them.

Overall, participatory action research can be a powerful approach in healthcare research, promoting
collaboration, empowerment, and social change. However, researchers need to be aware of the potential
challenges of using PAR. By carefully designing and implementing PAR studies, researchers can

generate rich insights into health-related issues and promote more equitable and effective solutions.

1.8  Reliability and trustworthiness

The findings were validated following Creswell’s strategies of validating qualitative research (21).

Namely:

1. Triangulation- of methods where possible, for example using interviews and focus group discussions

to provide corroborating evidence (17,21).

2. Rich, thick description- when detailed description (of both participants and setting) is given it allows
the reader to make decisions regarding the transferability of the findings(17).

3. Member checking- the researcher will seek participants views on the credibility of the findings and

interpretations (17).

1.9 Ethics

The required ethical approval was obtained from the National Health Research Review Board

(Eswatini) and the Biomedical Research Ethics Committee of the University of KwaZulu-Natal

(BREC/00001700/2020), South Africa. In phases with participants all of them signed an informed
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consent to take part in the studies. Prior to starting the project support was sort from the Eswatini
Medical and Dental Council and local ethical clearance from the National Health Research Review

Board (NHRRB).

1.10 Conclusion

CPD is an important aspect of medical practice throughout the world including in Eswatini. It enables
practitioners to stay up to date both in terms of skills and knowledge. In Eswatini there is currently no
formal CPD programme for doctors, though there is a move to adopt one soon. A knowledge gap exists
because there is a lack of published information regarding CPD for doctors in the country, and it is the
aim of this study to provide some insight into the issue for policy makers and local practitioners alike.
A constructivist research paradigm has been chosen for this exploration as we feel that it will allow us

to get rich data from our study and lean to meaningful knowledge being created about CPD in Eswatini.
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Chapter 2: Publications

Paper 1: Continuing professional development in the last decade-A scoping
review.
Published in the Journal of Adult and Continuing Education.

Magwenya, R. H., Ross, A. J., & Ngatiane, L. S. (2022). Continuing professional development in the
last decade—A scoping review. Journal of Adult and Continuing Education, 14779714221147297.

In order to know how to proceed in the development of a CPD model for Eswatini it was necessary to
review the available literature on CPD. There was an enormous volume of literature on the subject and
therefore we limited ourselves to the more recent work from 2010. We decided on doing a scoping
review because we felt this would help identify, map, and determine the scope of literature on CPD.

Responds to Critical questions,

1- What CPD models are available in various settings?
2- What are the views and attitudes of medical practitioners towards these models?
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Abstract

Background: Continuing professional development (CPD) provides support to
healthcare workers to keep up to date with best practices and addresses deficits in
their knowledge and practice. Aim: The purpose of this scoping review is to
summarise data from the past decade on CPD models. Method: For this scoping
review, we searched PubMed, Web of Science and Scopus databases and conducted
a grey literature search for studies/documents describing models of CPD. We
limited our search to those written in English and published since 20 10. Results: 74
references wereincluded. These were grouped under two main questions: (1) What
CPD models are available in various settings globally? (2) What are the perceptions
and views of medical practitioners towards these? Under the first question, they
were grouped into six categories: (a) Legislation, theoretical framework/learning
theories, (b) CME credit systems, revalidation/recertification and maintenance of
certification, (c) content delivery (choice of format), (d) quality standards, moni-
toring and evaluation, (e) funding and (f) country/region CPD models. Conclu-
sions: CPD should be supported by appropriate legislation and policy, be directed at
the needs of practitioners, and based on adult learning theory, have a mechanism in
place for evaluation and improvement and have sustainable funding.
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Introduction

CPD is any leaming outside undergraduate and postgraduate education and is an essential
component of the health service, as it provides suppon to healthcare workers to keep up to
date with best practices and helps to address deficits in their knowledge and pmctice
(Al-Ismail et al, 2022; Forsetlund et al., 2009). It is recognised that CPD remains an
undernutilised strategy of improving healthcare quality and safety (Davis & McMahon,
2018). The reasons for this are multi fictorial ranging from poorly designed CPD activities
that do not use objective performance data to failure to appreciate the leaming needs of
practitioners (Al-lsmail et al.. 2022). There are arguments as to how effective CPD is in
changmg phvsicians practice due to the inherent challenges of measuring its impact
(Mansoun & Lockyer, 2007; Samuel et al., 2021). A survey by the American Hospital
Association found that mostof its mcmbcrs felt that CPD was of value in addressing key
competencies, such as medical knowledge and patient care, but found it to be less ef-
fective in promoting team-based care, system-based care delivery, communication skills
and improving the efficiency of doctors” practice (Combes & Arespacochaga, 2014).

The available CPD activities in some resowce constrained settings can be dassified as
educational meetings, usually aranged by haospitals through thar ‘in-service committess” as
well as by the relevant departments of health and in some cases non-govemmental organi-
sations. A Cochrane systematic review of 81 mndomsed control triak reporting on objective
measures of professional practice or healthcare outcomes conchuded that such meetmgs alone
are not kdy to be effedtive for changing complex béhaviours (Forsethind e al, 2009).
Furthermore, the didactic nature of these meatings makes them not as effective unlkess used with
other methods (Chekgian et al,, 2021; Forsethund et al., 2009). An addtional concern is that in
peripheral hospitals and health centres practiioners do not have the same opportunities to take
part m CPD activitiss when compared to their collagues m the mam hospitals.

CPD looks at ways in which medical practitioners acquire new knowledge, com-
petencies, and skills over the course of their career, and ultimately or hopefully improve
patient care (Van Nicuwenborg et al., 2016). Continuous Medical Education (CME) is a
companent of CPD, though the terms have been used interchangeably consensus now
views them as separate entities (The consortium et al., 2013).

This scoping review aims to summanse the information reported on CPD models since
2010. As there & currently no objedtive evidence to suggest that one CPD system is preferable
or mare effective than another (MdBnde « al,, 2022; The consortium et al., 201 3), itis hoped
that some countries can learn importnt lessons from this scopmng review as they move to
establish or improve thar own systems of continuing professional development.
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Methods

The framework employved for this review was based on work done by Arksey and
O Malley, and further elaborated by Levac et al., as well as on the PRISMA checklist for
scoping reviews (Arksey & O"Malley, 2005; Levac et al., 2010; Moher et al., 2009). The
scoping review questions were as follows:

1) What CPD models are available in various settings globallv?
2) What are the perceptions and views of medical practitioners towards these CPD
models?

The inclusion critena were as follows:

1. Studies reported in English that were published from 2010 to date.

2. Those that descnbed CPD models in use,

3. Those detailing the perceptions and views of medical practitioners towards such
interventions, irrespective of study design,

4. Commentaries, editonals, letters, studies and online sources (CPD guidelines and
policies fom regulatory authorities in the Sothern African Development Com-
munity (SADC) region and intemational ones) describing the CPD models.

We excluded references that did not descnbe the CPD models in sufficient detail, and
those where the full paper could not be obtained from the databases searched

Search strategy and study selection

On 05 October 2021 and 21 April 2022, we searched PubMed, Web of Science and
Scopus databases for arnticles published from 01 January 2010. The grey literature
searches were restricted to regulatory authority websites in the Southern African (the
authors® practice setting), Australian, European and American regions, as these offered
websites in English. The 2359 retrieved studies were exported into Mendeley, from which
duplicates were automatically identified and removed. Two scholars (author 1 and 3)
independently screened the titles and abstmcts for eligibility, any inconsistences that
occurred in their selection were solved by discussion. Finally, one scholar (author 1)
ensured literature saturation by searching the reference lists of the included studies and the
regulatory authority guidelines, where available.

Data extraoction
A data extraction form was developed on an Excel™ spreadsheet to collect the information
necessary for data synthesis. Two scholars (Author 1 and 3) independently performed a

pilot data extraction on a random sample of five anticles and subsequently refined the
form.
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The extracted data consisted of

1. Publication chamcteristics: title, year of publication, author, author’s affiliation and
country.
2. Chamcteristics of the CPD maodel:
a) Population (e.g general practitioner, physician),
b) Study design (e.g Randomised Controlled Trial),
¢) Detils of implementation,
d) Challenges
3. Practice points from the papers

The scholars (author 1 and 2) then independently parformed data extmaction for all
studies except for the grey litemture (guidelines from regulatory authorities) which was
done by one scholar (author 1). Differences between review ers were discussed and solved
by consensus. The database and grey litemture search yielded 1961 citations afler de-
duplication (Figure 1), and after screening the titles and abstracts, 66 papers were in-
cluded. A further 17 references from forward citation searching were included. Nine full-
text articles were excluded during screening with reasons (Table 1) which resulted in a
total of 74 references for full-text review.

Data synthesis

Following data extraction, author one performed the initial categonsation using con-
ventional content analysis (Allen et al., 2019), which was verified and refined by author
three, with data being categonised with respect to the two guestions:

1) What CPD models are available in various settings globall y?
a) Legislation, theoretical fmmework/leaming theories
b) CME credit systems, revalidation/recertification and maintenance of
certification
¢) Content delivery (choice of format)
d) Quality standands, monitoring and evaluation
¢) Funding
f) Country/regional CPD models
2) What are the views and attitudes of medical practitioners towards these models?
g) Barriers to CPD and pmactical solutions

Limitations

This scoping review has some limitations. Firstly, the methodological qualities of the
studies were not assessed as it was not part of the scope of this study, the intention
being to provide an overview of the evidence available from the past decade. Sec-
ondly, restricting the search to certain databases, or not having standard search terms
for the mdividual databases searched and limiting the search period to the last decade,
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Figure |. Figure |. Preferred Reporung ltems for Systematic Reviews and Meta-Analyses
(PRISMA) flow diagram (Moher et al, 2009).

may have excluded relevant publications. This was intended to identify the most
recent innovations in CPD and allow for a meaningful overview to be given, but
admittedly means that important papers published before 2010 were excluded.
Thirdly, it is possible that evidence of models may have been missed that has notbeen
reflected in the published or grey literature but are used in practice. The section on the
different CPD systems focused on regional Southem African countries and a few
international examples for comparison. The local focus was due to the challenges
experienced within this region being similar. However, this meant that other countries
with potentially suitable systems were not reviewed. In addition, only those regional
countries with clearly defined guidelines on CPD for doctors available online were
considered.

Results

The data is presented with respect to the seven categories that were divided between the
two research questions:
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Table 1. Summary of full text artcles assessed and those exduded from the scoping review.

Full text ardcles breakdown by

methodology (n) Exduded studies (n) Reasons for exdusion
Observational (53) German study (1) Abstract was in English but full text
Observational studies only available in German
3) Insufficient dewaills on CPD model
Guiddinesipolides (13) Country guidelines (4) Insufficient demils on CPD model
Randomised studies (8) Cluster randomi sed Focused on electronic prescribing
study (1)

Systematc reviews (3) — —_
Pre-test post-test studies (3) e —
Editorial (2) — —
Commentary (1) — -

1) What CPD models are available in various settings?

a. Legislation, theoretical framework/flearning theories. In most countries, governments
(usually through quasi-state or professional bodies) have a legslative framework and a
responsibility to implement and develop regulations impacting medical pmctice (Faghihi
et al., 2017). There may however be no legal obligation for doctors to keep abreast of
trends in their profession and mandatory versus optional CPD is a commmon discussion
(Waheed et al., 2019). A structured program with clear and enforced tamgets encoura ges
more widespread participation in CPD activities, but in some countries, practitioners
address their identified needs and engage in CPD activities without legal enforcement
(Abdul Samad et al., 2014). By 2014, a few European Union (EU) countries were still
allowing self-regulation to ensure compliance with CPD requirements to maintain
competence while most had specific systems in place (Sole et al., 2014).

Theory-based model development has been touted as one of the most effective ways to
plan CPD activities, with some theories having been validated. Andragogy refers to the
methods used by adults to leam, their learning process being different to children, and
among themselves in terms of needs and styles (Seymour-Walsh et al., 2020a; Van
Niecuwenborg et al., 2016). Adult learning theory (Andmgogy) as described by Knowles
(1985), has been used to develop some CPD programmes for doctors in Belgium, and
focuses on five concepts, mamely, self<concept (self-directed learning); adult learner
experience (dmwing from previous experience in order to leam new things); readiness to
learn (easier to learn when there is a reason to acquire new knowledge or skill) orientation
of learning (learn things that are applicable to their practice) and motivation to learn (want
to learn for mtrinsic factors, for example, to improve self-esteem, advance their careers)
(Knowles, 1985; Van Nieuwenborg et al., 2016).

The theory of planned behaviour (TPB) and social learning theory were used in a
Welsh study, in which “the why of change” had its foundation in exposure to evidence and
expernt opinion, while “‘the how of change” was rooted in clear communication strategies
being taught to practiioners, allowing them to determine the unspoken motives and
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intentions of patients and respond approprately to their needs (Bekkers etal , 2010). The
TPB states that a pmctitioner’s behaviour is determined by the intention to perform certain
climical pmctices, these being favourably or adversely impacted by factors such
perceived behavioural control (ease of conducting the task) and subjective norms (in-
fluence form experts) (Tian et al., 2010).

Problem-based learning (PBL) is where learners improve their critical-thinking skills
using clinical scenarios (Begano et al, 2018). PBL, such as chinical case discussion
facilitated by an expert, may be more appropriate than traditional lecture-based teaching
(Berjano et al., 2018). A European study found that the effectiveness of PBL was en-
hanced when panticipants were allowed to anonymously respond to periodic multiple
choice questions dunng the case discussion, the results of the voting system would then be
discussed (facilitated by an expert) to enable consensus to be reached in a second round of
voting (Bengano et al., 2018).

Reflective practice has been deseribed in a number of papers, with one describing a
variation of reflective practice, called the Prcticum Script Concordance Test (Hornos
et al.,, 2013). This uses an online platform to foster reflection on clinical prmactice through
daily testing (using clinical scenarios) and detailed feedback on their performance in the
scerarios, with an expert panel providing the answer key for the clinical cases (Hornos
et al., 2013).

Quality improvement CME (QI-CME) imtegmtes concepts of traditional CME with
those of quality improvement (QI) (Shojania et al , 201 2). One paper suggested four levels
of integration that could be attempted, with the lower levels being simpler and less
resource intensive than the higher ones (Shojania et al., 2012). Level one examined
clinical areas with challenges (e.g. in diabetes management where focus should not only
be about blood glucose control but also include foot care and diet counselling). This
allows doctors to be sensitised about quality gaps in care of their patients while gaining
knowledge on managing conditions. The second level is to overtly add QI in the CME of
speafic topics through the inclusion of sessions on how pmctitioners can identify and
address gaps in their own practice. The third level was to complement second level CME
with post-event outputs, where a scenanio would be presented, and specific QI processes
and goals taught that the practitioner could apply in their own practice. This could be
submitted as a QI project to the CME providers for CME credit. The fourth level entails
embedding CME in a larger QI strategy, for example, having a broader QI goal to improve
a certain clinical problem or gap, then instituting multiple multimodal CME sessions in
line with that goal and based on current best practices (Shojania et al., 2012). A QFCME
program called the “pink card’, a pocket memory prompt with indications and guidance on
post-operative analgesic use for hand surgery resulted in a decrease in prescription size
and standandised use of opioids in one United States of America (USA) study (Stanck
et al., 2015). A growing proportion of CME activity in the USA is now part of the health
system and institution quality improvement (Mcmahon, 2016).

Some authors have proposed learning from a cyclical assessment and feedback data
model: a four-phase approach to CPD built upon using pmctice/performance data
(Sargeant et al., 2013). In this model, the first step is to have access to data, this being
available fom sources such as electronic reconds, chart audits and patient surveys.
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Pmctitioners should be trained and afforded protected time to access the data. The second
step is training doctors on data interpretation so they can engage with the data. Here,
expert/peer facilitated reflection and feedback is important. The third step is using the data
for learning and change; the practitioner is tmined to make realistic goals and action plans
to achieve them. The last step is the ability to measure outcomes and evaluate change
(Sargeant et al., 2013).

Intemctive strategies that are based on established education theory and evidence,
founded on the perceived need of practitioners, and involve multiple exposures to material
are effective ways to design CPD models (Mcmahon, 2016; Shojania et al., 2012). The
CPD model should also encourage selfdirected leaming, allow time for practice, and
consider the divemsity of medical practice (Schostak et al., 2010; Zabar et al, 2010).

b. CME credit systems, revalidation/recertification and maintenance of certificaion CME
credit system may assist individuals to achieve the minimum level of learning required,
and some countries have made them prescriptive and compulsory for practice license
renewal (Faghihi et al., 2017). From 2010, the USA Medical boards required between 12
and 50 hours of CME credit hours vearly for re-registmtion (Yousem & Nidecker, 2010).
There is a gradual shift worldwide from time-based to more value-based credit systems.
While the challenges and complexities of relating such changes to health outcomes
remains, there is general agreement that on its own a time-based system madequate
(General Medical Council, 2019; Yousem & Nidecker, 2010).

Reg stration, revalidation and licensing are complex processes that may involve more
than just CPD. These terms do not have one universal meaning, and depending on the
country, may refer to the same or different thing. In some areas, licensing/registmtion is
lifelong, while in others it is time limited, and practitioners can either apply for a license
renewal or they may need to demonstrate ongoing competence or fitness to pmctice, this
being known as revalidation in the United Kingdom (Geneml Medical Council, 2019; The
consortium et al., 2013). Workplace-based assessment (Multi-Source Feedback) is in-
creasingly used to appmise competence and is part of recertification/revalidation process
in Australia, UK and Canada (Narayanan et al., 2018). A European study described
systems for ensuring fitness to practice in the European Union (EU) as falling in a
continuum, from implicit to explicit (Solé etal., 2014). In implicit systems (e.g. in Spain),
incentives are provided through voluntary accreditation and there is periodic assessment
of competence, which has no bearing on their status as health care practitioners (Solé
et al., 2014). In explicit systems, there are interventions (e.g hicense revocation and fines)
on licensing/accreditation, such as in the UK, where an external review of one’s practice is
an additional requirement to CME program attendance (Solé etal., 2014). Other countries
fall between the two extremes, such as Belgium and Hungary, where the level of reg-
ulation is not as stringent as in fully explicit systems but is not as relaxed as in implicit
systems (Solé et al, 2014). In one country (e.g. USA), there may be differences within
different regions and specialties regarding licencing requirements (A paricio, 2015; Sole
et al., 2014; The consortium et al., 2013).

The Amencan Boand of Medical Specialties (ABMS) approved the maintenance of
certification (MOC) in 2000 to improve the quality of care offered by centified specialists
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and increase public accountability (Cook et al, 2015). While there is no argument that
there is a need for doctors to mamtain competence throughout their careers, there are
differing views whether formal MOC is the way in which this can be accomplished
(Sawalha & Coit, 2019). There is a paucity of data to fully suppon its implementation and
controversy around how competence can both be developed and demonstrated (Cook
et al., 2016; Sawalha & Coit, 2019). The cost and cost effectiveness of the MOC program
is regularly debated, with many doctors viewing it as a burden (Cook et al., 2016). In
2010, the American board of Radiologists (ABR) introduced a MOC, which consisted of
fourlevels of assessment, these being: cognitive expertise (examination), self-assessment,
prescribed hours of CME credit and conducting a prescribed number of practice quality
improvement measures (PQI) over a certain penod (Yousem & Nidecker, 2010). The lack
of awareness of PQI and complexities sumrounding it has led to unfavourable views being
expressed by doctors about MOC (Yousem & Nidecker, 2010). Others suggest wider
acceptance of MOC is possibleif it is integrted into everyday clinical work and relevant
to local needs (Cook etal , 2016). However, doctors distrust the boand-certifving institutes
and feel that MOC has increased the burden on practitioners who are already prone to
burnout and early retirement (Sawalha & Coit, 2019).

c. Content delivery (choice of format). There are many ways in which CPD content can be
delivered (Table 2) each of these have advantages and disadvantages. There is significant
overdap between some of the formats.

d. Quality standards, monitoring and evaluation There are few wvalidated theoretical
frameworks for evaluating CME (Tian etal., 2010). One of the more widely used models
for evaluation is Kirkpatrick’s four level outcome evaluation model that looks at tmining
effectiveness, with the contents being evaluated in terms of reaction, leaming, behaviour
and results(Tian et al, 2010). There have been various adaptations of the model, spe-
cifically for CME evaluation, including one in which the four levels are modified to
learner satisfaction, leaming outcomes, performance improvement and health outcomes
(Tian et al, 2010). In this adaptation, there is a gradual shift from one level to another,
with information gained from the previous levels being used as the foundation for the
next. This is time consuming and requires complex analysis to progress to the next level
(Tian et al., 2010).

A paper by Somasckhar et al. discusses Moore’s seven level pyramid of outcomes
measurement (participation, satisfaction, learning, competence, performance, patient
health and community health), and contends that a growing public health awareness has
resulted in the latter four components being required for meaningful CME (Somasekhar
et al, 2012). However, there is an increasing need to assess higher level outcome
measures, which are time consuming, complex and costly to measure. The paper also lists
audits and patient chart reviews as the preferred methodologies to evaluate outcomes of
CME programs (Somasckhar et al, 2012). The USA Accreditation Council for Con-
tinuing Medical Education (ACCM E) stipul ates that CME providers should evaluate their
programs using outcome measures to obtain accreditation (Cook et al., 2015). Another
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resource is the adaptable 12 item instrument for assessing the impact of CME on physician
behaviour change based on validated sociocognitive theories (Legarée et al., 2017).

Pre and post-test assessments are usually used to evaluate CME related knowledge
gain, while Objective Structured Clinical Examinations (OSCEs) can be used to assess
skill acquisition and questionmaires can be used to assess the intention to change practice
(Fraguas et al., 2020). The issue of ensuring the quality of a CPD/CME activity is another
area of concern. One paper identifies indicators of quality for a CME program which
include selfassessed improved knowledge, growth in the number of participants, mean
length of ime users spend on e-learning platforms, improvement of practice and guideline
adherence (Van Nieuwenborg et al., 2016).

e. Funding. One of the most contentious aspects of CPD programs relate to how they are
funded, with self-funding through registmtion fees often being seen as a burden to
practitioners who may thus be unwilling to participate (Stephenson et al., 2020). Despite
this, registmation fees constituted the largest source of accreditead CME funding in the USA
n 2018 (McMahon, 2018). However, government supported CPD progmmmes (such as
the UK CPD support grant for staff doctors in England) indicate that in settings where
resources permit, this modd can assist in reducing the burden of additional costs on the
health pmctitioner (Bimpong et al., 2020).

Pharmaceutical industry fuinding is common globally, with most conferences and
approximately half of the revenue of educational companies involved in CME coming
from commercial sponsorship (Torgerson etal., 2022). However, in the cumrent regulatory
environment which insists on objectivity and freedom from commercial bias, there is a
reluctance to promote such sponsorship, even when there is evidence that such industry
funded programmes can be unbiased (Chekijian et al., 2021). Measures put in place to
ensure this impartiality include peer review of CME content (material), development of
content in the absence of industry influence, declaration of conflict of interest among
orgmizers/presenters, and prohibiting marketing activities within the meeting area
(Chekijian et al, 2021; Torgerson et al., 2022). Some have cautioned that there may still
be some subtle bias in industry funded CME modules; they appeared to minimise dangers
of opioid use (death and addiction) while promoting (through use of a new disease term
Breakthrough pain), off-label use of the drug fentanyl for chronic mther than cancer pain
(Infeld et al., 2019).

Other authors have suggested that there is a need to institute clear policies to avoid
ethical conflicts related to funding, and identified four components to include (Sahm,
2013; Torgerson et al., 2022). Firstly, establish code of ethics to guide the professions;
secondly, have clear guidelines to deal with how practitioners will relate with phar-
maceutical companies, limiting payments that can be made, and enforcing financial
disclosure rules. Thirdly, have programs to ensure that doctors have a robust academic
mind-set, and lastly, establish and enforce laws that impose penalties for unethical
conduct and encourage vigilance in adherence to the policies (Infeld et al., 2019; Sahm,
2013).
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f- Countrylregional CPD models. CPD maodels in various countries and regions in the world
share some similanties but have important distinctions (Tables 3 and 4). The chosen
countries/regions represent those that had their documents in English and readily
available in sufficient detail online. Generally, they are mandatory, and regulatory au-
thorities oversee implementation. In some cases, the policies are also clear on those
activities not recognised for CME credit (e.g. where activity is part of nommal duties of the
practitioner) (Medical and Dental Practitioners Council of Zimbabwe, 2016; Medical
Council of Malawi, 2011).

2) What are the views and attitudes of medical practitioners towards
these models?

Barriers to CPD. Impractical CME progmmmes and content, which fail to address the
needs of pmctitioners and issues they face in their daily practice are common (Faghihi
et al., 2017). This can be addressed by continuous needs assessments (Simper, 2021).

Insufficient intermaction between facilitators and practiioners during the leaming
(CME) process is a significant barrier in didactic style delivery and can be addressed by
redesigning such activities to be in line with adult learning theories (Faghihi et al., 2016).
The limited opportunities for CPD activities are an important barrier in developing
countries, which can be mitigated by having a project working group and collaboration
between countries (Mukhopadhyay & Arora, 2021; Rao, 2010). A number of papers have
looked at barriers encountered in the varnous CPD formats and ways to overcome them
(Table 5).

Time constraints are usually sited as a barrier to participation in CPD activities; in the
UK protected time for CPD is offered to address this (General Medical Council, 2019).
Online CPD activities can also assist by being flexible enough to allow pmctitioners to
participate at their convenience (Chandrasekaran et al., 2014).

Caosts of CPD are often prohibitive and most countnes acknowladge these challen-
ges(Stephenson et al., 2020). Parnerships with pharmaceutical companies under strict
ethical guidelines may assist in addressing this. The initiative by the South African
Medical Association (SAMA) through its company Medical Practice Consulting (MPC)
which offers online journal access is a good example. Some of the access to these joumals
is industry sponsored (MP Consulting, 2019).

Availability of mentors/expert advisors is an imponant barn er especially in developing
countries. In Nepal, partnering with established institutions through teleconferencing
facilities allowed practitioners in less resourced areas to access CPD activities and expent
advice (Butterworth et al, 201 la). Faculty development through mentorship tmining of
spedalist and other key opinion leaders is a sustainable way to build local expertise
(Butterworth et al,, 2011b).

Access to appropriate CPD activities is often a challenge (Arisanti etal., 2019). Given
that medical practice is very heterogeneous, a CPD model designed for anaesthetists may
not necessarly work for general practitioners (Schostak et al., 2010). Trying to ac-
commaodate this heterogeneity comes at a significant financial cost.
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Table 5. Barriers to CPD and suggested solutions

CPD/CME

choice of Some approaches to

format Barriers overcome them

Peer group - Discussion of negative assessment - Feedback following regular formadve
academic report findings can cause distress assessmen s needs to be done in good
denalling faith and professionally by both

assessor and assessed, despite the
unp leasanmess and discomfort it may
cause for there to be any benefit
(Haines e al_, 2013); (Frich ex al_,
2010)

EBM - Lack of protected ome, limited - Deliberate polides for protected ume
resources/fadlides (internet, libraries, berter funding from governments to
university). and lack of training/ support EBM implementatgon
workshops on EBM (Abudahish & (Schosrak et al, 2010)

Bella, 2010; Al-Kubaid et al, 2010)

OoCHME - Lack of knowledge and requisite ~Training, aggressive marketng of

e learning computer skills, lack of resources OCME, and clearer guidelines on its
(Wi-Flintern et access/computers), acceptability for CME credit by
being unaware of medical coundl medical councils (Al-Sughayr et al_,
regulations on acceptance of OCME 201 0; Chandrasekaran et al., 201 4a)
credit, and the belief that OCME is not - Installagon of fast internet at
as effective as traditional CME hospitals(Curran et al., 2019)
activides (Bekkers et al, 2010) - A sugpested solution is by using it in 2

- Lacks face o face interacton(in blended program which also includes

general), has high drop-out rates, poor skill learning session and OSCE type
accountbility of learners and lacks assessments at the end
hands on sessions (Chandrasekaran (Chandrasekaran et al., 20 1 4b)
e al, 2014b)

Reflecove - Viewed by some as dme consuming - Training and raising awareness on
practce (Bekkers et al., 2010; Schostak et al., benefits (clinicians are forced o
exercise 2010) review their own work cridally and

be able to examine areas where they
can improve)

Virnsal - Significant computer system - Training and installing appropriate
world requirements (induding up to date systems including dama security at

video card and fast internet health facilides (VWiecha et al, 2010)

connectvity). and learning the —
controls is challenging for first dme
users, possbility of technical

diffi culties during an event are high,
privacy is not guaranteed in freeaccess
platforms (Wiecha et al., 2010)

(continued)
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Table 5. (contnued)

CPD/CME
choice of Some approaches to
format Barriers overcome them
Mentorship- - Not making use of mentoring system- - Inital sensitsatdon workshops and
(Bumerworth et al, 201 Ib) training with regards to mentorship
(for both mentors and mentees), and
also allowing mentees to choose their
preferred mentor (Butterworth et al,
201 1a)
Ql CME - Barrier expensive to carry out- - Look for support from organisations
- Resistance among doctors (Shojania that have a commitment to QI.
e al, 2012) -Incentvise by offering addidonal CME

credit ted into recerdficat on/
credentaling (Shojania et al, 2012)
Face-to-face - Waste of tme and money for some - Costs can be reduced by having the
seminars busy dinidans (Belkkers et al, 2010) seminars on-site (Zabar et al, 2010)

Discussion
1) CPD models

a) Legislation, theoretical framework/leaming theories. A legishtive framework is a fundamental
requrement in ensuring cradible CPD. This framework can be further enhanced by multi-
lateral agreements which ensure standardisation of CPD policy m specific regions of the
world. A consultative process with vanous stakeholders to determine whether the model
adopted should be mandatory or optional is important as there is no evidence to sugeest that
one is more effective than the other. The appeal of a mandatory system is that it is in lme with
many other countries in the world and may ensure widsspread partiapation. The downside is
that significant resources will be required to make CPD avalable to all practitioners.

Regulations for accraditing CPD activities should include a requirement that all of
them should be based on validated theories. There is noevidence that any of the theonesis
better than others; however, there is consensus that the use of a validated theory improves
the learning experience and potentially influences adoption of what has been learned into
chimcal practice. QI-CME can be introduced in CPD activities because of its potential to
improve healthcare systems and patient care. A cyclical assessment and feedback data
model may be difficult to implement in resource constrained settings due to the challenges
of obtaining adequate practice data since electronic records are not widely available. It
may be possible to implement using inpatient reconds for practitioners working in public
hospitals and fcilities in which detailed paper records are kept.

b) CME credit systems, revalidation /recertification and maintenance of certification. Although
tume-based CME points systems are giving way to value-based credit systems, they are

34



20 Joumal of Adult and Continuing Education 0(0)

still widely used in the Southern African region. It is important for countries to consider
recognition of the CPD credits from other junsdictions should they meet certain clearly
defined and agreed upon standards. The number of CME credits per year is a matter which
can be determined through a wide stakeholder consultative process. Such a process would
consider the available CPD oppontunities and how these vary baween di fferent regions.
In the countries considered in this review, around 30 to 50 points per year is the standard,
(Health Professions Council of South Afnca, 2017; Medical and Dental Practitoners
Council of Zimbabwe, 2016; Medical Council of Malawi, 2011).

The responsible authority should accredit CPD providers, using well defined regu-
lations outlining criteria for an organisation to get provider status. It is possible to gramt
provider accreditation to universities, hospitals, non-governmental institutions and
professional associations if these meet a set of established criteria. Joint-provider-ship
agreements are an important considemtion in imited resource settings as they can po-
tentiall v increase available CPD activities. Clear regulations should be provided to specify
the roles of accredited and non-accredited provider organisations. The regulations should
also ensure ethical conduct of CPD offerings to ensure commercial bias is minimised.

Maintenance of certification and similar models as used in the United States remain
very controversial with their processes, costs, cost-effectiveness and outcomes in question
even to date. More research is needed in this area.

c) Content delivery (choice of format). Given the diverse ways in which CPD content can be
delivered, it is prudent that a variety of formats be used if they meet a set criterion as
defined by the regulating authornties. In resource constrained settings, it may be difficultto
use such methods as virtual world and OSCEs. However, it is possible to take advantage
of telecommunication technologies which can facilitate mobile and web-based formats.
Improving access to Wi-Fi and training of practitioners on use of different web and mobile
technologies will assist wider adoption of CPD. Specialists and other experts can be
trained on mentorship and be involved in mentorship programmes in more remote arcas.
They can also be requested to assist in devdoping CPD matenal and adapting matenal
(including guidelines) from other countries and the WHO to their local setting. Even
where there are few specialists available, they would have more impact on the health
systemn by being able to mentor general practitioners through such formats as interactional
group discussions, mobile/web-based leaning, social media platforms and academic
detailing. Use of technology also allows CPD activities happening at major hospitals to be
shared with practitioners in private practice and those in remote settings. It also emables
international faculty to assist in delivering content.

Social distancing measures and other restrictions that have come with the coronavims
disease (COVID-19) pandemic have limited face-to-face teaching and leaming and
promoted online CME delivery (Seymour-Walsh et al., 2020b). Even courses for COVID-
19 by WHO have been made into OCME offerings. Some have argued that this should not
be viewed as a tempormry measure but should be taken as an opportunity for improving
access and quality of OCME to benefit clinicians in rural and remote regions (Seymour-
Walsh et al., 2020b).
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An understanding of the capability of online systems for online learning is important
for choosing the maost appropriate one to adopt for CPD (Sevmour-Walsh et al, 2020b).
OCME delivery can be both synchronous and asynchronous and thus is a convenient way
to deliver content to busy clinicians who can catch up with the content later i funable to
attend live events. Potential distractions are well documented barriers to learner en-
gagement with material in online learning. It is therefore imponant to cleardy define
expected conduct before each interactive session (e.g. turning off push noti fications and
placing phones on silent mode) (Seyvmour-Walsh et al, 2020b). Another consideration is
limiting the amount of information into smaller bits that can be wedl understood and
apphlied, while ensuning that the session involves significant interaction among partici-
pants (Seyvmour-Walsh et al., 2020a). OCME should be critiqued and assessed using a
vahidated framework to ensure that it meets the set objectives and required standards.

d) Quality standards, monitoring and evaluation. Although curmrently there is no consensus on
how quality standards of CPD can be monitored or evaluated, there is a general agreement
that behaviour change, and patient outcomes are imponant considemtions. To this end,
one of the methods above which have been shown to have utility, the Kirkpatrick’s four
level outcome evaluation model and its adaptations can be used (Tian et al., 2010). These
allow gradual shift from basic evaluation (reaction and learmner experience) to more
complex measures such as perfformance improvement and health outcomes.

e) Funding. Sustainable funding strategies are essential for the success of any CPD model,
as financial limitations are likely to adversely affect the quality and quantity of contents
available. Various incentives can be put in place to ensure that practitioners are not
overburdened by cost of the CPD program and can include tax incentives and govemment
subsidies for the fees. Engaging with industry partners and non-govemmental organi-
sations to fund programs can be beneficial but should be done in the presence of a suitable
framework that prevents unethical practices and bias.

fi County/regional CPD models. It is important to have clear, simple policies relating to
CPD. The common findings, such as the mandatory mature of CPD, time-based credit
systems and the presence of penalties for noncompliance are imporant considerations in
drafting a CPD policy. It is also important to consider incentives to make the program
more accessible and affordable to practitioners, specifically those in resource constrained
settings.

2. What are the views and attitudes of medical practitioners towards
these models?

Anunderstanding of the perceived and real bamriers encountered in various CPD models
allows for them to be minimised. The model must incorporate regular needs assessment to
keep it relevant to its target group, and to create capacity to develop local content through
available experts.
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In terms of learning formats most studies reviewed emphasised the use of multiple
methods and encouraged interaction and feedback. Blended learning is preferred by many
practitioners, its main barrier being cost (Bekkers et al., 2010). All material developed for
use needs also to be based on relevant peer reviewed evidence and evidence-based
medicine is an impontant one consideration. Intemet-based learning is set to increase and
imstallation of fast internet at all hospitals and health centres is key in enabling available
resources to be used effectively. Pmctitioners will also need to be trained on the use of
mobile technologies and on cntical evaluation of data available. Clear guidelines on the
acceptability of online-CME activities for CPD credit are needed. Traditional faceto-face
seminars are popular but are costly and may not be suitable for busy clinicians or doctors
working in more remote areas. The use of technology platforms which allow live
streaming, remote participation or recording of events and viewing it later, can assist.
Interaction between facilitators and practitioners during educational meetings can be
addressed by redesigning such activities to be in line with adult leaming theories. The cost
of CPD can be significant and affects its accessibility. Tax incentives, funding from
phammaceutical companies and other NGOs, partnerships with universities and other
orgmisations can be encoumged under wdldefined guidelines.

Conclusion

A CPD model that is supported by appropriate legislation, addresses the needs of the
doctors, and is based on valid adult education theories is likely to be both effective and
acceptable to medical practitioners. Additionally, it should include a blended way of
delivering its content while keeping abreast with cumrent best practices. There should also
be a mechanism to conduct continuous quality assessments and improvement in
knowledge and practice for better patient care and outcomes. The model should take
cognisance of the views of various stakeholders (including doctors, patients, regulatory
authornties and govemment) and have a sustainable funding model. More research is
required into effective methods of identifying individual practitioners” leaming needs to
make relevant CPD activities. Also essential is research into CPD needs and barriers to
participation in CPD for each category of medical practitioner (vanous specialties and
genemnl practice) as these may be unique to the group. At government level it is important
that policies are developed that foster continued evolution of CPD. Further research is
required to evaluate the learning outcomes of CPD offerings on healthcare quality and
sustainable funding models (and related policies including implementation).
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Background: The availability of continuing professional development (CPD) activities does
not necessarily translate into good participation by health practitioners. Reasons for low
participation include time constraints, cost of some activities, irrelevant material and lack of
access. This study aimed to explore the views of medical practitioners” working in Eswatini
regarding the factors that affect their participation in CPD programmes.

Methods: A qualitative study using seven in-depth semi-structured interviews and three
focus group discussions (FGDs) of medical officers working in the public heath sectors in
Eswatini was conducted between November 2020 and February 2021. Open-ended questions
were used to explore factors that both motivate and demotivate medical officers participation
in CPD activities. The interviews and FGDs were audio-recorded and transcribed verbatim,
the qualitative data were analysed using the thematic approach.

Results: The emerging motivating themes described by the participants were: (1) professional
responsibility and (2) personal interest and learning need. Whilst the demotivating factors
were: (1) non-relevance to clinical practice, (2) cost of participation, (3) lack of reward, and (4)
no recognition for staying up-to-date.

Conclusion: The motivating factors are associated with deep learning and linked well with the
principles of adult learning, The demotivating factors found were in keeping with findings
from other studies in a variety of countries. It is important for the Medical Council and CPD
organisers to be aware of the different motivations and de-motivations for practitioners to
engage in CPD to enable them to plan and implement their programmes effectively.

Keywords: conlinuing medical education; continuing professional development; medical

practitioners’ views; motivation; barriers; adult learning theory.

Introduction

Continuing professional development (CPD) is the purposeful updating and improving of
professional knowledge and competence that is generally undertaken throughout an individual’s
working life.! It is regarded as essential for healthcare professionals (HCP) to enable them to
improve their knowledge and clinical care practices.** However, compliance with CPD is a major
concern in many countries and making it mandatory may not be as effective as addressing the
educational quality of the activities offered.*” It is therefore important to understand what
motivates HCP to participate in CPD to improve compliance.

Based on the literature, there are five broad categories of motivations as to why medical
practitioners participate in CPD activities.*”5*1%!! These include: (1) the expectation to be
knowledgeable and up-to-date, (2) a topic of interest, (3) to improve behaviour or skills learned,
(4) to learn more about a specific condition, and (5) the need for social contact with other
practitioners and to escape from the daily work routines,***11 rrespective of the motivating,
factor, for learning to be effective it must be based on sound educational principles.

Many theories have been proposed to describe and conceptualise learning in the medical
profession in order to apply these educational principles to develop CPD activilies. One such
theory is andragogy (adull leaning, theory), which refers to the methods used by adults to learn.
It has long been recognised that the learning process for adults is different from children, and it
varies amongst them in terms of needs and styles."*

Knowles highlighted five important assumptions about the way adulls learn'’; these include the
importance of self-direcled learning, their ability to draw from previous experiences in order to
learn new things and a recognition that they learn more easily when they are able to identify a
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reason for acquiring new knowledge or skill. In addition,
adults want to learn things that are applicable to their practice
and finding the motivation to learn is important for improving
self-esteem and career advancement. 254

In most countries, including Fswatini, attendance at formal
CPD activities largely remains poor, with opportunities not
founded on adult learning theories cited as one of the reasons
for this.® Other reasons include a lack of accessibility of
activities (especially in more remote and rural regions),
irrelevant topics, time constraints (for already overworked
and busy professionals), and lack of personal motivation ***
Whilst the goal of CPD is behaviour change and improved
clinical practice, there is some controversy as to how and
whether this can be achieved through CPD programmes.
Ideally, HCPs should be self-directed learners who are able
to take charge of their own learning by identifying their
individual learning needs, setting goals and using appropriate
resources and activities to attain them (applying knowledge
to practice) rather than forcing participation in compulsory
CPD activities.' Various strategies for CPD have been
developed globally to encourage self-directed learning (e.g.
experiential and reflective, portfolio, problem-based and
discovery-based learning)."® Self-directed learning is
regarded as an efficacious method of CPD, with individual
motivation being a key factor in ensuring its success."”

Understanding the motivation of doctors in FEswatini to
attend CPD activities is important for creating relevant
programmes, improving participation, and hopefully
encouraging a change in behaviour and practice. Gibbs
classified learning into surface and deep learning.® He
described knowledge acquisition as surface or ‘superficial’
learning, which is not sufficient for the development of
critical thinking or application of gained knowledge to
practice.® Such learning is motivated by an external factor
such as an examination or in the context of CPD for HCPs,
the need to acquire points.'® Deep learning on the other hand
goes beyond knowledge acquisition and seeks to understand
the underlying principles and being able to apply those
principles in practice.® Motivating practitioners through
CPD points alone is unlikely to lead to sustainable deep
learning as described by Gibbs, because it stems from an
external source.” In addition, research has shown that when
adult learners feel that their personal development is valued
and indeed expected, they are more likely to engage in deep
learning and to apply knowledge gained into practice.®"
Internal motivation and collaborative work are regarded as
some of the pillars of deep learning, with issues such as
satisfaction of understanding new concepts and joy of finding
applicability of knowledge being likely to be more sustainable
in the long-term than external ones (financial reward or CPD
points).”

Whilst the Eswatini Medical and Dental Council (EMDC)
views CPD as important, there is currently no framework in
the country and no guidelines for practitioners to know
whal constitutes acceptable outcomes. Under the current
system, medical practitioners are informally encouraged to
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take part in CPD programmes on an ad hoc basis that are
mainly provided through non-governmental organisations
(NGOs) and the Ministry of Health. In addition, they are
encouraged to participate in online CPD and to establish in-
service committees at the hospitals where they work, with
these committees being responsible for journal club
meetings and CPD activities. The EMDC is in the process of
formulating a formal CPD system. Although there is
considerable literature from around the world about CPD
programmes and how they are structured, there is a paucity
of research in this area in Eswatini that might inform the
EMDC as they develop this system, especially regarding the
factors that motivate practitioners to engage in CPD. In
developing a new system, it is important for the EMDC to
consider the views of practitioners to ensure that they have
ownership of their CPD."** One way to do this is to address
the issues that drive local practitioners to participate in
CPD and identify how these considerations can be
incorporated into the system being developed. This study
aimed to establish the opinions of practitioners working at
government healthcare facilities in Eswatini regarding
factors affecting their engagement in CPD activities. It also
aimed to make recommendations about how CPD could be
implanted in the country.

Methods

This qualitative study was conducted belween November
2020 and February 2021 using in-depth semi-structured
interviews and focus group discussions (FGDs) of medical
practitioners working in Eswatini public sector hospitals.
The FGDs were based on an interview and guide that was
developed using the results from an earlier scoping
review. The use of these two methods of dala collection
enabled data triangulation, which enhanced the data
richness and depth of inquiry and increased the validity of
the findings.*

A systematic but purposeful sampling technique was used
to identify public sector medical practitioners registered
with the EMDC who were invited to participate in the
study. From the list of 297 practitioners registered with the
EMDC who had correct and updated contact details, every
29th practitioner was selected for inclusion. Out of 25
participants who were approached to participate in the
study, 17 agreed, with the remaining who declined citing
their busy schedules and the coronavirus disease 2019
(COVID-19) pandemic amongst the reasons for their
decision.

All potential interviewees were informed telephonically about
the study’s aims, what their participation entailed, its
voluntary nature and the steps taken to ensure their anonymily
and data confidentiality. They were also provided with
information to help them reach an informed decision before
agreeing to participate and signing the informed consent
forms. Coronavirus disease 2019 protocols were followed in
compliance with the Ministry of Health guidance for both data
collection methods.




Individuals who were able to meet at the selected locations
were assigned to the focus group in that region, whilst
those who were unable to meet participated in in-depth
interviews. Seven face-to-face interviews and three FGDs
were conducted by the first author, each lasting [rom
30 min to an hour. The three FGDs were conducted with
10 participants from the three administrative regions of
Manzini (four participants), Hhohho (three participants)
and  Shiselweni (three participants), although the
participant numbers were relatively small they managed
to engage in rich discussions.® An open-ended question:
‘What molivates you lo parlicipate in CPD programmes?’
was used to initiate the discussion in both the interviews
and the FGDs. Summarising their comments and asking
for further explanations were used as prompts to provide
clarity about what the participants were saying. An
interview and a FGD were carried out, then the data were
reviewed and analysed for each participant before moving
on to the nmext session. Data saturation was reached when
no new themes emerged.

The FGD and interview audio recordings were transcribed
verbatim and the data were managed using NVIVO®* The
data were analysed via constant comparison analysis, which
allowed the assessment of saturation in general, as well as
across-group saturation. Dala saturation was reached when
no new themes were identified from the final FGD. Two
researchers read the transcripts repeatedly to become
familiar with the data, after which they developed a coding
framework and coded the transcripls separately. Line by line
coding was used to form free codes thal were then grouped
to form themes and later combined to make categories. The
coding framework developed was applied to all transcripts
and any new codes or themes that emerged. When the two
researchers identified different codes, these were discussed
until consensus was reached on the final list of codes and
themes.

Ethical considerations

The required ethical approval was obtained from the National
Health Research Review Board (Eswatini) and the Biomedical
Research Ethics Committee of the University of KwaZulu-
Natal (BREC/00001700/2020), South Africa.

Results

A total of 11 men and six women participated in the study,
their ages ranging from 25 to 67 years, with the duration of
their practice ranging from 1 to 35 years. All were medical
doctors working in public sector hospitals, with two being
specialists and the rest general practitioners (GPs). The factors
affecting their participation in CPD activities were divided
into those that motivate and demotivate them to attend.

Motivating factors

Two main themes emerged from the data analysis regarding
the motivating factors, these being professional responsibility
and personal interest and learning needs.
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Theme 1: Professional responsibility

The most common acknowledgement was that attending
CPD activities was part of their professional responsibility to
engage in various forms of acquiring new knowledge and
skills, this being regarded as an important motivation for the
participants:
‘It goes without saying that CPD is a fundamental activity for all
practitioners; the question may be how to go about it though.”
(Female, GP, 57 years old)

There was general agreement that healthcare practitioners
needed to take part in CPD activities as part of fulfilling the
life-long learning obligation they made when they joined
the profession. Two sub-categories were observed in the
data when looking at the participants’ knowledge about
CPD in Eswatini. The first was the ‘aware participants’, who
felt an obligation to engage in CPD because of where they
practised before coming to Eswatini, whilst recognising that
there was no formal enforcement of CPD points in the
country:
‘Where I used to practice, they required us to accumulate a
certain number of points for us to be able to renew our licences;
luckily, here it's not yet like that. But I still wish to keep up that
practice of doing my CPD [continuing professional development].”
(Male, GP, 39 years old)

The second sub-category was ‘unaware parlicipants’, which
consisted of those who were not aware of the current CPD
system in Eswatini, but participated as they were either from
countries where it was compulsory to do CPD or had heard
in medical school that it is an important and necessary part of
being a doctor:

‘It's unclear how many points one should accumulate to be able
to be eligible for re-registration or to be compliant with the
requirements, so I just do as muchas [ canjust in case.” (Male, GP,
27 years old)

“I'm really not sure what points are required per year, but I know
even from my medical school years that we have to do CPD
[continuing professional development].” (Female, GP, 25 years old)

Theme 2: Personal interest and learning need

Another common motivation for engaging and completing
CPD activities was the issue of personal interest of a
professional nature. As they all worked in public sector
facilities, they were also likely to manage health conditions
that are particular to the country and want to keep abreast of
developments in the field:

‘Let's have more opportunities to do CPD [continuing professional
development] which is line with our interests. We would definitely
attend these.” (Male, GP, 27 years old)

Some felt that their decision lo take part in CPD was molivated
by a clinical case they were dealing with (or had dealt with)
and wanted to learn more about managing such cases:
‘l commonly get to know what I don’t know after reviewing an
interesting or difficult case, Then I try and read around the topic
from trusted medical websites like Medscape[*]. The guidelines




available I feel do not answer most of my questions; though I am
hopeful the new and upcoming guidelines will tackle some of
the shortcomings of previous ones.” (Male, GP, 37 years old)

The emergence of a new disease (COVID-19) also featured
prominently as a molivation for engaging in CPD, and whilst
they wanted to know more in general about the virus to
provide appropriate patient care, they also wanted more
information to protect their loved ones. Others also
mentioned the issue of misinformation on social media as a
driver for them to attend formal CPD on COVID-19:
‘I rarely saw the usefulness of CPD [conlinuing professional
development] until we had COVID [coronavirus disease] in the
country; it was a new disease with lots of conflicting messages in
the media. I had to go for special CPD courses organised by the
Ministry to learn how to protect myself, my family and also help
my patients.” (Male, GP, 39 years old)

Demotivating factors

Four themes emerged under demotivating factors, these
being non-relevance to clinical practice, the cost participating
in CPD activities (time and finance), lack of reward, as well as
no recognition of achievements.

Themel: Non-relevance to clinical practice

A number of participants stated that they would not attend
CPD activities that were not relevant to their practice, as this
was a waste of their time and did not contribute to improving
patient management:
“Most CPD [continuing professional development] activities are less
practice oriented. They don't apply to where we are. We can
learn some skills but if we can’t apply them to our practise they
are useless to me, and [ therefore won't attend.” (Male, GP,
37 years old)

Others were concerned that they were not consulted in
identifying CPD activities and topics, given that they worked
in under-resourced public sector facilities and were well
equipped to know what they needed to learn about:
“Local experts and practitioners should be heavily involved in
designing and coming up with content, as they are aware of
some of the challenges unique to our setting that an outsider
may not really appreciate.” (Female, GP, 31 years old)

Theme 2: Cost of participation

The expense and lime constraints associated with attending
some CPD activities were stated as a disincentive by some
practitioners, as they not only had to pay for the courses but
also for the travel and accommodation costs. Their high
patient numbers and lack of staff to replace them should they
be away made it difficult for them to leave their posts:

‘There are some international and regional CPD [continuing
professional development] meetings that we fail to attend due to lack
of sponsorship; they are too expensive for us to even consider
paying for them as individuals. So, we may miss out on discussing
new trends with our peers.” (Male, Specialist, 65 years old)
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‘Many practitioners already feel overworked and on the brink of
burnout if not already there, with most hospital units stretched
very thin, there is hardly enough time for CPD [continuting
professional development] unless some major changes happen.’
(Male, GP, 39 years old)

Theme 3: Lack of reward
There was a recurring sentiment amongst the participants that
they did not want to participate in CPD aclivities if this was
not linked to some career reward or financial compensation.
There was an expectation that engaging in CPD should lead to
better career prospects and therefore improved remuneration.
The only other means of improving their career options was to
study for a higher qualification, which they did not have the
lime or the inclination to do. The statements reflect the view
that engaging in CPD did not translate to career advancement,
and that irrespective of how much CPD was performed, it
would not change their status at their place of employment:
‘... Other small courses should be recognised and lead to better
compensation or career prospects, which is not the case
currently.” (Female, GP, 41 years old)
‘In the past, when you attended a CPD [continuing professional
development] meeting, you were reimbursed for the fuel used,
and at times even given some stipend, therefore attendance was
always very good.’ (Female, GP, 57 years old)

Some expected a financial incentive to participate, such as tax
deductions, as in settings such as Malawi:
‘I practised in Malawi for a while, and what I liked about CPD
[continuing professional development] there was that in the event
you paid for some event, this would be considered as a tax-
deductible expense.” (Female, GP, 41 years old)

Theme 4: No recognition for staying up-to-date

There was also a feeling amongst the participants that their
acquisition of new knowledge and skills obtained at CPD
courses were not appreciated by those in authority, which
they contended was a reason for the low turnout. Whilst they
may want to upskill themselves, the absence of the recognition
for keenine abreast with developments in their field made
for keeping abreast with developments in their field made
them feel that their employer did not care if they stayed up to
date. In the absence of a formal CPD system with points
being awarded for qualifications, they were concerned that
their own private efforts to improve their knowledge and
skills would not be acknowledged:

‘The issue of self-development needs to be tied to a system of
recognition of such endeavours. Otherwise the motivation to
sell-develop is not there.” (Male, specialist, 65 years old)

"The current system doesn't allow us to grow ... When we look
at private learning and qualifications obtained will these be
considered for CPD [continuing professional development] points in
the system? (Male, GP, 42 years old)

Discussion

The emerging motivating themes described by the
participants were: (1) professional responsibility and (2)
personal interest and learning need; whilst the demotivating




ones were: (1) non-relevance to clinical practice, (2) cost of
participation, (3) lack of reward, and (4) no recognition for
slaying up-to-date.

This study found that professional responsibility was an
important motivating factor for participating in CPD
activities for most practitioners. This aligns well with the
literature regarding the motivation behind doctors” decisions
to engage in CPD; the issue of professional duty being
fundamental to their participation as articulated by Cervero
and Richards and Cohen.** Most participants agreed that
there was an expectation for any practising doctor to engage
in CPD to stay abreast of their field. By putting in place a
clearly outlined system with mandatory and enforceable
CPD point target, the EMDC can fulfil its mandate of
regulating the profession and ensuring that quality care is
given to patients, as required by the Medical and Dental
Practitioners Act of 1970 and encourage practitioners to
participate in CPD."* However, this must be communicated
effectively to remove any doubts for both ‘aware’ and
‘unaware’ professionals, as one of the recognised causes of
noncompliance with CPD activities in other parts of the
world is poor communication and lack of comprehension of
their importance and requirements.”

With regard to personal interest and learning needs,
participants expressed a motivation to participate in a CPD
aclivity that would answer particular clinical questions they
might have which is in keeping with the literature on
participation in such activities.*” This intrinsic motivation for
learning should lead to greater self-exploration, discovery
and reflection, all of which are important components of deep
learning. Some of the CPD activities in Eswatini are hospital
based (such as journal clubs/teaching ward rounds), making
it more practice-based than those run by pharmaceutical
companies, which are usually related to their products.” The
EMDC needs to incorporate hospital-based CPD activities by
setting standards for them to be acceptable for consideration
and indicating the number of points that can be awarded.
Many CPD activities continue to be performed by NGOs and
other partners, which may not be in line with the interests of
practitioners. The EMDC needs to put mechanisms in place
for providers to carry out needs assessments before
implementing their activities and make it mandatory for
participants to evaluate the CPD activities they attend.” The
evidence suggests that learning through CPD activities may
lead to changes in practice, if a needs assessment is carried out
and whal is learnt is linked to practice.®*

Non-relevance to clinical practice was found to be one of the
demotivating themes emerging from the data, with astudy in
Iran finding that impractical CPD activities were a major
concern of practising doctors.” This was supported by a study
in Denmark, which concluded that what was learnt had to be
relevant for it to have an impact® In this study, some
parlicipants suggested that local specialists and experls
needed to play a larger role in identifying CPD content and
be involved in facilitating the events. This is an important
consideration which was supported by Peloso and Stakiw,
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who found that CPD was more likely to be effective in leading
to improved practice if information was presented by trusted
peers or local experts.” The EMDC should also consider
giving guidelines for CPD providers that make it necessary
for the content to be evaluated by local experts and for their
inclusion in conducting the events. Such capacity building
and clinical governance needs to become a cornerstone of a
sustainable CPD system.?

A recurring theme amongst participants was the cost of
participation, both in terms of financial and time, as reported
by a survey of doctors in Spain, which also identified these
two issues as important determinants for physicians’ CPD
attendance.” This is similar to the findings of a national
survey in the United States of America, which found time to
be one of the most important barriers to attending CPD
across specialities.” In an attempt to deal with the issue of
time constraints, the United Kingdom provides 'protected
time’, which enables practitioners to use time during work
hours to attend some of their CPD activities.* and was
supported in a Spanish survey also.* In Eswatini, protected
time is generally not available, except for programmes run by
the Ministry of Health and its partners that require travel to a
distant city to attend. To mitigate the issue of cost to
participate (mainly because of cost of travel), remote learning
opportunities could be made more accessible, as has been the
case [or the COVID-19-related CPD events. In addition, in
developing compulsory CPD in Eswatini, consideration
needs to be given to how time can be made available for
medical officers to participate in CPD activities and be
included in the general training plans for medical officers.
Such a protected time system would require their clinical
responsibilities during that period to be covered by their
peers and senior colleagues.*

The lack of reward emerged as a theme in the data that is in
keeping with the need to improve their [inancial position or
status by engaging in CPD activities.*” However, if
participation is based solely on financial reward as a
motivation, learning is likely to be superficial, where
practitioners do not go beyond the acquisition of knowledge
and may make no attempt to understand facts or put then
into practice.® When developing a compulsory CPD
programme in Eswatini, addressing both the incentives and
the disincentives to participate are important. Although the
financial incentives are seen as resulting in only superficial
learning, addressing this aspect can remove a major
disincentive to participate in CP’D activities. In Malawi and
the United Kingdom (for self-employed doctors), CPD costs
are tax deductible.” An option would be for the EMDC to
engage government and molivate for a tax incentive system
for those who wish to take part in paid outcomes-based CPD
evenls.

There was some despondence amongst participants who felt
there was no recognition of their CPD achievements by
authorities. According to Gibbs, when personal development
is valued and expected, learners (in this case medical
practitioners) will be more likely to apply the knowledge




gained and exhibit more critical and analytical thinking,"
which are all attributes of deep thinking and learning., In
dealing with this issue, the EMDC could consider having a
reciprocal recognition system with its neighbouring countries,
which means that CPD activities performed via recognised
providers within the region and other selected jurisdictions
could be submitted for local credits. Such recognition
mechanisms are already in place in Namibia, where CPD
points from South Africa are recognised.” It will also be
important for the EMDC to set out guidelines on all activities
acceptable for CPD credit and to include the number of points
that can be claimed for attending certain courses (short
courses, diploma courses and longer programmes). In
addition, to encourage participation in meaningful CPD
programmes, the Ministry of Health could consider putting in
place a career notch progression system that would recognise
a practitioner’s experience and link it to their outcomes-based
CPD. Outcomes-based CPD would consider the impact of
learning activities on hoth change of practice by participants
and patient outcomes.” This may take a similar form to the
Chinese CPD system, in which the credits are linked to annual
performance appraisals, credentialing and promotions.®

Only one of the five motivations described in the literature was
not seen in this study,* this being related to meeling and
interacting with colleagues or escaping from daily routines. It is
unclear whether this was related to changes in how CPD activities
were performed during the COVID-19 pandemic, with most
being performed via online platforms, such as Zoom®.

The four principles of adult learning by Knowles are
applicable to the findings from this study.”” Firstly, it is
important to recognise that adults need to be involved in the
planning and evaluation of their learning activities to ensure
that CPD activities are self-directed and learner-driven.’"?
The sentiment amongst the practitioners of personal interests
not being well addressed by current activities supports this
assertion and that they are not involved in topic identification
as those covered were not perceived to be relevant to their
practice. Secondly, experience provides an important basis
for learning, this being evident when participants expressed a
need to improve their patient management when dealing
with a similar case as a motivation for attending CPD
activities. Thirdly, adults prefer learning activities that are
relevant to them and impact their work and this is indicated
by the need for CPD activities that address their interests and
are applicable to their work. Fourthly, adult learning should
be problem centred rather than merely didactic or content-
oriented, which aligns well with one of the motivations
expressed by practitioners that their learning needs should be
based around their working environment. It is important that
adult learning theory is incorporated into any CPD
programme, as it addresses intrinsic motivation to learn,
lifelong learning and the application of learning to practice.

The findings from this study need to be considered with an
understanding of its limitations. It is a qualitative inquiry with
a small sample size and the results may therefore not be
generalisable beyond the participants, although they may give
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insights as to what may motivate a similar cohort of medical
practitioners. The small participant numbers in the focus
groups is a limitation. However, according to Fern more
information may be obtained in conducting two groups of a
smaller participant number (four) than a single group (of
eight).” In the case of this study, we looked at conducting our
three focus groups with smaller participant numbers rather
than having one with 10 participants. This was also influenced
by the COVID-19 pandemic and the desire to ensure
participant’s safety. The praclitioners were all based at
Government hospitals and their views may be different from
those working in private settings.

Conclusion

Eswatini medical practitioners engage in CPD for a variety of
reasons, amongst these, two are linked to deep learning,
namely (1) to address a particular learning need and (2)
satisfaction of having their achievements recognised. It is
important that in planning and implementation of CPD
activities, organisers consider these motivations and ways in
which adulls learn. Future research should focus on the
preferred methods of achieving effective CPD (in terms of
patient outcomes and change of practice).
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Rodney Hudson Magwenya™ and Andeew Ross”

Abstract

mesulted In 2 move to Introduce an acoredited system.

Background Cormtiruing professicral development (CPD) is a key aspect 1o fulfil a commitment to Melong leam-
Ing for professionals registered with the Medical and Dental Counctl, the irmention being 1o promote the health of
patients and develop cinical expertise. The absence of formal (PD raquirements for practitioners in Eswating has

Mathods The cualitative study followed 2 participatory action research (FAR) methodology wsing 2

Inquiry group of 10 medical practitioners in Eswatind to nvestigate how the curment (PD program could be Improwed
and formalsad PAR entalled four stages; observation, reflection, planning and action, using a semi-structured format
%0 expiore the areas of concem.

Rasults Asfiecting on the curment siuation resubed in three ways to improve (PD being idemfied: (1) adopt a
formal, compubsory (PD modss; (7) recognitse achieverments by practtioners who endeavour 10 impeowe their skils/
knowiedge through Ertrustable Professional Activities, and (3) ensure that (PD & relevant to the workplace by wsing
Quity-improvernent CPD (HCPD) and reflective dianes. These would be done by volving local practticrers, using
adult learning principles and ersudng comtinuous evakuation and Improverment of the (PO model

Condustons Ther was general agreement on the need for 2 formalsed CPD system to Improve skill levels and pro-
wide an open platicen to enhance patient case In 3 r=souwrce constrained setting. The findings provided information

forurns and through ongoing research,

Entrustable Professional Activities

that can be used to plan and action its Implementation through engagement with the country's doctors in varlous
Kaywords Participmory action research, Continuing medical education, Continuing professional developmen,

J

development (CPD) s & key
lifelong

promote the health of the patients and develop chmcal
expertsse [1, 2]. Although there are some informal CPD

R b
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farsiy Vedhore Usaemity of Ke ok Nessl, Prwers Bag !
Comgele 4311 Durten, ‘cagh Ares

sctavitses, the Medical and Dental Counctl (EMDC) in the
Kingdom of Eswatina has identified the noed to develop a
formal / compulsory CPD model.
Eswatird Is 2 small southern Alrican comntry with a
of around 1.172 malion people [3]. It has
sround 336 registered general moedical practitsoners, the
magorsty of whom are working o the poblic service
one any one of the six hospitsls, two mission
hospitals or five heslth centers [4, 5] There & a growing
private sector, bt it caters for & minority of the popala-
on. There &= currently no medical school in Eswstini,
and sl doctors practicing in the comntry trstned m
many dutferent countries (mcluding but not hmited to0
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toes, which cater for all healthcare workers in & Rolity
They have widely varying offectivencss and rely on the
willingness of staff members to partscipate as there is no
oblgation to attend. A few other opportanities sre avad-

by adult edacstion theortes and

order to lesrn new things); readiness to learn (caster to
learn when there is s resson Lo sequire new knowledge or
skill}; ortentation of learnang (lesrn things that are spph-
cuble Lo thesr practioe) and mottvatson o keam (want to
leam for intrmsic factors, eg., o smprove sell-csteem,
advance thesr carcers) [11] Furthermore, Knowles added
four principles to be spplied to adalt leaming Firstly, that
adults need to be mvolved in the planning and evaluation

Page 3o 13

ing a particalar group (sction research) [12-14]. Action
rescarch conssts of multiple cycles each with three mamn
stages, namedy inquiry, action and reflection [15]. Partsct-
pants are regarded as experts due to thesr lived expert-
ences, and thetr participation in the collaborative work
with the rescarcher ensures relevance of what = being
stodied, which in turn produces findings thet present
some possble solutions o problems [12, 14],
the collshorstive relstionship forming the basis of the

cesm of the by Kemmas and McTag-
gart [15] that was thought to lack well defined crtterta to
rescarchers’ and meth-

for medical doctors practicing in Eswstini to ensbie pol-
icy makers and other stakeholders o kmow what doc-
tors thank should be mcluded = the CPD model being

mquiry group
process. The participants were recraited from two pablic
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sector hospitals in Eswatani, and the data cdllectson pro-
cess oocerred from December 2001 - Febraary 2002

Salaction of partcipants
Convensenos wis ased o identify suttable par-
ticipants, with 10 - 15 betng required for the group dis-
cussions. Instizlly, all 12 doctors at the hospital where the
author is based were sshod to participate, with an add-
tional five st the nesrest facility being invited 1o join the
process 0 achieve the destred nambez The participants
mwvolved were limited 0 general medicsl practitioners
working st the two Government Hospitals in Eswatini to
creste o relstively EToup.

made to potentaal partacipants st locations and times con-
versent for them, and interested mdividusls were asked
to sign an miormed consent until the rogaared number
was reached. Of the 17 doctors who were spproached, 10
agreed to take part

Oata collection mathods

The metial aim of the study was 1o develop 3 CPD model
for Eswstini, whach was discessed wathin the group to
establch its sestsbdity for the purpose of the process, as
this informed the directson of the discussion. Two dats
collection methods were esed: these being group disces-
stors and research disrics. Partscipants were encouraged
to keep 3 personsl disery of thesr (PD and particips-
tion experiences to crable duferent perspectives to be

Page 30f 13

docamented, with and ssed In the reflective
processes of the cycle [12, 14].

The COOPErative INGUITy Group Process
The particspants recetved tnitaal basic trasrang on the PAR
(from the ssthor), CIG and refloctivity [14,
19]. This was an important stage that sllowed the ssthor
to relinquish power (over the particspant and the prooess)
to the group, which enabled everyone to be aware of thetr
role and contribute fally 1o the proces. The stm was dis-
cussed and after the group deliberations, the resesrch
question How o improve CPD in Eswating’” wes adopied.
The CIG process entatled four components of the
action resesrch cycle, these being chservation, reflection,
planming snd action (Fg. 1) Altentson was also given o
the gromp process Lo ensure commatment and maximam

psrticipation. were mrvolved at ol stages of
&-m[u.ul.m:chmmpdhmﬁ
observed thetr and then reviewed

ﬁwmﬁu-ﬁu—mﬂnﬁuu
observed or what changes they wanted The
plans were put mto sction and later the cycle repeated
only this ime the cbservation looked st the changes done
in the previous cyde. Rg. 1 = a stimplified representation
of the stages of the which is st tsmes depicted
a spiral [12, 20, 21] The number of umes the cyde was
repested was different for esch issse dellberated upon,
with an average of two o three for cach.

Arction reesarech

Plarning. oegrale esso s eam!
into prepared plans for new acton at
the start of the next cydle.

Fig. 1 The four componeni of the action ewessch cycle [12, 20, 1)
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Data collection. analysds and reaching a corsansus
The discessons were held in English, recorded, tram-
scribed verhatim, with m-m
of the mectings for review and

Consensus wss butlt mainly using m discusson,
and m the few issoes were this was a challenge, 3 noms-
nal group techmigee was employed, m which participants
wrote down theer ideas, then sclected what they conad-
ered o be the best ides and presented 2 [14, 16]. After
all the ideas were compiled, they were discussed in tarn,
wording of an sdes wes only changed o its origanator
agreed, and deplcates were struck off, while other sdess
wire removed by smanimous sgreement. Malt-volang
wias used (o prioritise the recorded sdess [14, 16]. A total
of 12 meetangs were planned and condacted, the num-
bers varying for each, with seven practitsomers betng shie

where they felt thetr idess were not clesrly addressed.

Participants

The 10 partsctpants consisted of four female and six male

genersl practitsoners, with between two and 15 years of
experience, the youngest betng 27 and

olbdect 49 years old.

CIG Procass

In the CIG we cxasmmned whal % meant @0 have 3 new
CPD modd and sts desired charscterstics. After debb-
erstsons, consensus wis reached that the rescarch topic
should be how 10 improve (FPD’ rather than ‘developang

Page 4of 13

a2 new CPD programane. We further what
improving CPD meant for us and decided thet over the
next gx months we would:

1. Make chservations sboxt the current CPD pro-
cosses snd possble options o tmprowe the pero-
gramme.

2. Reflect on the current CPD activities and how we
felt sbomt 1t, whether it met our expectations and
was maleng any mesningful contribution 0 our

practice.

3. Plan how we could improve CPD to emable our
experiences o meel our expectations.

4. At the end of 2x months we agreed on three main
wreas o act on, through s nominal groap technique.
The first was 3 stroctured CPD model the socond
was thet the CPD program needed &0 recogmese of
the ctiorts made by to them-
scives, and the third wes that CFD necded to be rel-
evant (o locsl practice srea.

A structured CPD model (poicy deveiopment]
Using the Action Resesrch there wes an obser-

vatson that there was a lack of a cesr CPD palicy m
eSwatint. Upon reflection we developed conscenses that

to the medscal counall for consideration when they were
drafting the CPD policy.

1. CPD was 3 necessary part of the profession, and
the new model should be made mandatory.

The modad should ako follow Assocstion of Medt-
el Cometls of Affes (AMCOA) CFD proto-
ool which the has

F X

of snd pensities for not reaching CFD
wrgets, snd devdoptng pobey fumeworks
o coemply with the protoeol [22].

mature of CFD, o one hand thore wes 3 group
that folt that s stepwise would be
most idesl while another fat thet there should
be mandatory CPD targets from the omset of this
new modd. Given that local CPD opportunitses are
not widely avatlable; the group calling for stepwese
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CPD fct 2 was importsat that CPD pont tarpets
only be made enforoeable once there were enough
CPD opportunitses for all practstioners in the coun-
try. The gromp for enforreable from
the cnset countered that there were alresdy enough
relevant CPD opportunitses svatlsble online from
wvanows noghbouring snd other countnies. They
added thet the only tsue wes to meorporste these
onlme CPD sctivities in & relevant famework o
allow them o0 be rerognessble for CPD oedt. The
latter borame the comsensus concluson.

4. The Modsical Counced noeds 1o estabksh 2 CPD
rommattee to formally draw up desr CPD gaade-
lines to be grven to all practioners on registratson
and to mske them svafiahie on the counal’s wehsie

5. The compostion of thes commmitice mest indude
senior practitioners (both spermlists snd genersl
practioners) in the country.

& CPD ascavitses should follow estublshed adult
lesming theories, be besed st the workplsee to
mske them relevant to practftioners and be on-
ented to patient outromes.

7. The CPD model should also be guided by varied
soarees of performanee and outrome dsts, with &
view of using these to smprove on itselfl |4, 23, 24].

& CPD should be viewed s & collective bil-
ity of all stakeholders n the hesith systemn and fully
intograted (o

9. Rerogmstion of achicvemnent should be promoted

Ttunmmdnﬂbemdﬂnmg&
CPD

Racogmition of achievements

There was an cbservation that in the current there
wis no formal recognitson of the etfort taken by practs-
tioners to stay up to dete or even (o improve theer chmscsl
skills. In our reflection, most practitioners felt discour-
aged by this. Furthermore, there was agreement that if
efforts were recognised these shoold be tied to s salary
notcheng scale and could also kesd to better satisfaction
amongst practittoners and sttendance at CPD activities.

N &5 disheariening (o know thal no malier how
mack | meyself throsgh vartous CPD activi-
ldes | ake part i, Jwll stall not get any formal rec-
ogmition. For exampie, some of us have dome some
courses m Hi'V manggermen! and have not had ey
acknowledgement from owr ewployers or medical
counctl (TD, 25yrs Femmalel

‘When I fimiched my traiming, ! had to learn some
skills as a medical oficer These tacluded dotng
some surgical procedures lhe caesarean sections.

59

Page 5 of 13

tals, they owly have my word that i'm able to do
certam * (MM, $dyrs Male)

n be mice lo have a way fo formally rec-
ognize all the skills that | have made an effort (o
acquire dicring my praclice’ (RM, #0yrs Male)

In our plannang we reviewed literstare on CPD and dis-

all of whach play an important rok in CPD. However,
the group decided to foces on Entrustable Professonal
Activitics (EPA’s) becsuse not only do they provide 3 way
to formally recogntze that occurs st the work-
place, but they can sliso be made to be s part of CPD
[25-27]. Entrestable Profesdonal Activitses (EPAs) were
inttislly proposed by the Assoctstion of Amencan Medi-
cal Colleges (AAMC), for ase in medical education to
provide & practscsl spproach when assessing resident
competence in carrying ont defined tasks [26, 27]. They
sre units of professonal practice thet use cbserveble
work descriptors and ensble the formalisatson and pestifi-
cation of trainee entrustment messurement [26]. The ese
of EPAs allows mdivadaals to have prool of leaning a new
skill, and if they are standardeced natsomally, would ensare
that when people are betng asked to do certain tasks thetr
level of competence in those tesks has been formally
sssessed. For recognition of smportant skills learnt there

was general agreement that EPAs would meet that gosl.
Due to the complentty in developang EPAs, we used & sim-
plificd system that looked at 2 few examples of possibie
EPAs thes on the avatlable Mersture (sec Tables 1
and 2) |25-28]. We dmcussed some entrustment dect-
sion scales for use with EPAs, soch as the Ottaws scalles
(both onginal snd and the Chen entrustment
scale (origmnal and medified) [29]. Throegh s consensus
the origmnal Ottawa scale (see Fig. 2) was chosen as it
was smple, used in several studies and spplicable to post
medical school EPAs (unlike the modified Ottawa scale)
[29]- i shows how an individeal can progress slong the 5
levels on entrastment (see Fig. 2 below).

In our sction stage we looked st sdenttficstion of
EPAs. Following 3 job task snalysis some
unats of work which could be devaloped into EPAs were
identsfied These needed to be activities that could be
casily observed, measured and satable for an
entrestment decsson. The tshle (Table 1) below shows
some of the identafied tesks.

A few EPAs were chosen by consensus to develop

farther for explorstion in this progect These are
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marked with an ssterisk. Table 2 shows an cxample
of an EPA, though thss is not the assessment ool 1t I1s
adsptable to most procedures.

The development of EPAs for oar ‘pilot’ was largely
walcomed by participants. A fasr number (6 out of 10)
were hopefal that of introdeced and properly standard-
1zed, EPAs could enable recognition of and tmprove-

ment in skills sequired.

T thimk EPAs a structured way of mot
only le@rning tirough of what's
expecied, but also allow one to demonsirate their

in an objective manner [ really am
MM-q”uuuqufm-
ogmition of work dowe by practitioners tn upgrad-
mmq or learming new skulls” (MM, $oyrs

7 empoyed the use of EPAs during the pilol Even
though | had done lumbar gy limes
when [ was betng assessed ! found that § had to
harder at commumicating wilk the patient
i have previously dome and the require-
from the EPA emsured that I did so. If we
them for oswr rouline tasks, we may
be abie to also omprove our standard of care’ (BT,
2ayrs Male)
witrally were sounding very d-tqum,
bwt once  was able Lo assist in
Sor 1 realized how ﬁqm-“
be' (MN, Z7yrs Male)

A manority (2 ost of the 10) sull felt spprehensive
and was mnsure if these EPAS would be mseful for

them.
7 am stall mot comvimced that EFAs will have the

4

:

destred tmpact here, they seem more likr what can
be done al leaching h I think they may
add more work for climictans” (TG
38yrs female).

However, there was consensas thal EPAs should be
::ﬂwuduapuﬁnmdmw
achacvements.
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Making CPD redevant to the workploce- Quaitty improvemant
CFD (O¥-CPDY

There wis & gencrsl observation thet CPD needed o
ssdst In improving the quality of practsce, with the par-
wotpants reflecting that activitics are often not relevant o
thetr practice ares.

7 stromgly feei that CPD has (o help me 5o
that | can help my This tsw'l the case with
mosi CFD activities | have dome in the past” (RM,
doyrs Maie)

7 wish that CPD could be address

sz | strugyple with at my relier Just

betng another useless academic exercise” (BT, 28yrs
Male)

in planning we looked at o CPD that are
based and have been assoctated with improved
patient cutcomes |24, 31-33]. Several activiltes were
considered inclading the development of a learning plan,
qualty smproverment projects, peer review of patient
charts, the use of & diary and refloctove practice. Quality
improvement CPD (QI-CPD) and the use of 3 dury (see
i:ln-ugm} and reflectson were chosen by con-
as ways o ensare that learning s relevant o the
wﬁnﬂuundﬂwpm
in the actson phase we identtfied by brasmstorming the
besed on thetr peculiar work covi-
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L.

Y

« | had to talk them through

o

-

* | had to promipt them from time to time

o

\

Y

.

' o | needied 10 be there in the room just in case

F .

= | did not need 10 be there

W

Ry 2 Dtess cresstmsent wabe D9

m mansging, Part of the reason was lack of training on
reflectivity. We looked at how reflectton can become 2
regalar part of practice and how CPD can play 2 role In
sts formal adoption by practitioners. A consensus was
resched sfter nominal group method that a reflectave
diary Is one way o encoursge thes The mamn objections
wire relsted to the tsme reguired to complete the reflec-
e .

d:,wFMMMMM
duaries. The fird step reguired them o choose & spectfic
case which had sn mmpact on thetr practioe or on them
personally. Thes step was the casest for all that responded.

“7 had so mawy cases | could thirk of that kave been

piveial in my career. So, choosing one was mol (oo

difficult” (76, 38yrs femaicl

The second step was to share detafls shout thesr
thoughts, fedings, beheviours snd artsoms. For some,
detatling how a partscular case made them foel was 2 new
experience.

7 found o challenging lo wrile down my feelings

aboul cases. | guess we are laugh! (o disociate our

personal fecltng about cases lo keep s a5 obgec-

tive as possibie. However, menliontng my thoughls

helped me think more deeply about my expertences

and patien| emcounters” (8T, 28yrs Male)

The third step involved formulstng lesrning needs
from thesr expersences. Most practstioners were ahble to
bnk several neods from cach case they dscussed.

“From: my case, | recognized that | meeded to know

abowut mangging electroiyie tmbalance ! abo needed

fo kmow how lo deal with siigma around drug

restclant Tuberculosts among the differem! cadres™

(TG 38yvs femaie)

The fourth step involved Bsting the strengths and wesk-
nesses of behaviour or sction. Many partictpants felt this
was an cye-opener for them

“Looking @l the stremgihs and wesknese of my

I my datly practice | rarely get tme Lo look back
&l cases due (o the sheer mumber of patients | must

see. However, | now how important o s

Jor me Lo reflect om mey actions so that | can

and where mecessary make beller decisions mext lime

(TG, 38yrs Female)

The fifth siep was 10 explore other strateges and
spproaches. For many this was asefel, and they el 1t
prepared them for the next tme they met with stmalar
cases.

ﬁ‘:'qulu:hﬁﬂmﬂm
specialists for some complicated (xier-
especially for paediatnic 3
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Table 4 Summaryof the quaity Improvamant peoject TresTption audt’
Stage Q-0 dexcription
Iderefud rewch 1 Comg fom the on the huey o 3 ey sl ruppeceie prescription
lhww-ﬂuhhh
practtioren i= [ wased reined st mary o rountre, rech wth owe dach of cew Swrded quadcir
a7 not rrecly et whetr ewelatde
(== 'tlv-lh-plt’it- gererd w h (gl et fubic prwria g e U
2 corngly with 5 4 e (510 e
‘---_L h b .-
4t—ﬂt-1clthg
s intaxtion
[ duratioral F-.h-dﬂmdn‘h-ﬂ-dh
. e o et roem e Wcsid Henukth Osgaminations Gaddhe to gocd
pecrbing |
lMudhmd“mehﬂu\Qm -y of n the factity
Obger e cxgezareen 't -uhﬁr.h’hnh-ﬂd g 4 i an opes e 1o prectten
P g oo WWUW i
1 v rchadreg nghdty o of o daag dex q o o
patETE
4 mcuction in the number of dege pe wheT competing el anc dher such
The last step involved some concleson of learne  Evalation

mg points and making smart spectfic action plans for
change of practice. Most partscipants came wp with clear
SMART (spectfic, measurable, schievable, relevant, and
time bound) action plans.

:q-nmph:mkmm
at my referral them
s e e g i
Iyte imbalance in paediatrics. Suck a guadeline will
be the measurahle outcome logether with ouwlcomes
once o' T am hopeful that this can be
ackieved tn 2 months™ (MN, 27yrs Maie)

Whilke allocstion of (PD potnts may be deemed to
be an objective way 1o messare whether one has par-
tictpated in CPD activities 8 may not necesanly be the
maost effective way especially when it comes to refloctrve
duries. The and ditferences between cases
would make this dificult. There was therefore consensus
among participants that if diaries were o be wsed, then
certain minimum standards could be put in place. These
could tnvolve for example prescribing 3 manimum of
two reflective cases per CPD cycle. A CPD cycle (which
csm be 2 years for example), being the tme o scrume-
late a recommended minsmam number of ponts/cred-
sts. There was aleo 3 recomnmendatson that this reflecteve
duary he made into an electronic or web-based applics-
ton for esse of ese.

‘IXaries are a strain in our busy work
schedules but if they are (o be having
them on as app may make 1 easter for us’ (8T, 28yrs
Maic)
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One of the grestest faced was capacitatl-

ing practstioners about PAR which was a new concept
for them. It did tske more tsme than had been antici-

pated and there still were challenges as some had o
be encomraged repeatedly o volce thetr idess and
thoughts. For the smthors it was slso challenging to try
and be part of the rather than be the one driv-
ing 1t. However, the level of teamwork and engagement
with other partictpants made the worth-
while. Choosing & different team member to lead cach
of the datferent sessoms helped members get more
involved in the

Many of the participants where insttally spprehen-
stve sbout the PAR but were shie to realise sts potential
in addressing some concerns they had around cerrent
CPD activities in Eswatinl.

“The work us was scary, looked tnsurmount-

able, but the process we followed was able (o help

us make sygmificant progress in geiling our (houghts

known” (RM, 40yrs Male)

For & lot of others, they gatned some skills whach they
fielt would help them in thetr practice.

7 kad so muck o learn, so many mew words and

ways of thinking' (MN, 27yrs Male)

If amytiing was achieved tn s profect 1t was o

open my eyes lo look at myself and see the many

ways | could tmprove’ (LN, 36yrs Female).

The majority also felt that & bot of work was needed to

suggested shove.
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“This project s pust the beginming We hope for
more opporiuntlies lo further explore how we can
improve owrselves as in dotng so our patients will
benefil the most” (MM, $oyrs male)

Partscipstory sction research represents s significant
in the way that hesltheare research can be done

so that the group discassons would not be dominated
by a few individusis. It wes also datficult for participants
to use the dury (both in terms of time constrants and 1t
being 2 new concept for some), snd the reflective prac-
tice was relstively new for almost all of ex. We had hoped
for answers o our questsons but ulttmately realtzed that
there were many thangs that still needed further invests-

gation using perhaps other methodologies as well How-
ever, there was clanity on several issues.

A structurec CPD modal (policy development)

CPD &= an smportsnt part of equipping practitsoners with
the skills and Imowledge 1o meet the challenges they
encounter in thesr Literstare haghlights
that the guality snd quantity of the CPD sctivatios under-
teken slso hss a corrddation with the quality of profes-
stomal practsce |36, 37]. There are many modeds of CPD
that can be developed and implemented in Eswatini, snd
any such modd needs to be of appropriste quality for 1t
to have mesnangful smpact. The chosen model needs to
mwolve with some of the
Jocsl practice enviromment and be grounded in the work-
place, while also betng integrated into the heslth system
[38]. 1he CPD model should o be based on adalt learn-
mg principles and be oriented 0 patient owtromes [38]
This can be achseved by putting = place a well drafied
CPD policy whach comsaders all the contrbations of
stakeholders.

Recognition of achievements (EPAs 35 an axampia)

Entrustshle professional sctivities (EPAs) are spectfic
mnits of professional practice whach, can be entrested
o an competent individeal (professional)
They are a relevant consaderstion for sndusion = the
CPD moded s= they can be made to be appropriste to the
duties of practstioners and they can potentslly be use-
ful m patient outcomes by ensuring a stand-
ard level of performang certain task is matntsined [39]

They also provide docemented evidence of competence
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to perform a spectfic activity which hes been shown to be
& motrvation factor for engaging I CPD [4, 25]. Indeed,
EPAs should be sestshle for credentisling, that &= estab-

the level of skl for &

competency
n’lﬂdlmmﬂ&m‘[:ﬁ{mmvﬂy
the documentstion and entrestment-decsson making
dwdqdﬂ'uthymh-ﬂdmnmm
fiolio [27]. In cach fectlity, spectalists or other expersenced
medicsl practstioners with saffictent treining n each EPA
can be for assessments of using a
scale bke the one described in Table 2 in the results sec-
Bon and cam some (PD credits for their supervisory
work [29]. The more skills the doctor masters the mare
completed EPAs they can have, and these can be rec-
ognised for CPD, or even In & notching scale for carcer
advancernent & an additsonal moentive [4].

The reflectrve diary is snother useful CPD sctivity o
consider in Eswatani. It ts hased on reflective practace,
and an acknowledgement that reflectson and feedback

can be esed as tooks to develop not onlly knowledge but
alco skills [#0, 41]. 1t ts known that workplace leamning
can be enhanced on experiences st

through reflecting
work [24]. A key part in reflective practice &= persomaltzed
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and ohyective feedback, which mest be for cach
reflective case sent for it to be effective [37] Sach feced-
back can utfise mentors, who can be spectalists in the
ficdd and offer gesdance snd sapport or sentor medscal
mwhhﬁtﬂy[w[.mm
ume for completion of reflective cases and making doc-
=menting cases has been

mg evalmatson (which is used for undergraduate
can be asefal in evaluating the effectiveness of reflective
activities [37].

The stady findings cannot be gencralied due to the small

uons from those tn privete practice were not obtatned.
‘There is a resk of baas doe to the dusl role of first author as
rescarcher and partictpant even though the suthors did

zation sessions, and this may have affected their partics-
patson. However, the potnts ratsed by participants are &
eseful smdicstor of the views and cxpenences of the par-
tctpants on ssucs that affect practitioners

CPD m Eswstini and are sn important part of developing
evadence-based advocacy for practitioners neods m as far
as (PD = concerned.

Conclusions
There are many options for (PD that can be used in
Eswstinl. The important conssdersison is smvolvement of

ensurng =s¢ of adult kearning princ-
change

now m place and it has made 3 written commitment to
engage positively with practitsomers. Further desemins-
ton of the findings 15 in the process. The EPAs, reflectrve
duaries and QI-CPD described are some potential forms
that & CPD modd can take as each meet most of the en-
tenia for a sastshle model The study used & small group
and focused on a few srcas of CPD, many other aspects
could be sdded to those Therefore, more
r-d:w-ﬂh-ﬂdhn*ll-ﬂdlh--

greater detatl and thetr scceptability to the practitioners.
Evaluatson of CPD sctivities betng carrently provided in
the country 1= sk requires farther study.
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Results Summary

In this research we sought to find out how CPD was conducted in various regions of the world and the
lessons that could be learnt from literature to inform ourselves and policy makers on the possible
forms that CPD could take. A scoping review was thus undertaken to give us a broader understanding.
We found out that there were many methods of delivering CPD each with its own pros and cons, and
furthermore that there were diverse views and perceptions held by medical practitioners toward
these methods. CPD policies also varied among different jurisdictions, with some having compulsory
CPD and others voluntary for example. CPD funding sources varied but usually included private
pharmaceutical entities, there were efforts to limit conflicting interests though these were not always
successful. We also found out that there was an evolution of CPD activities from the classic didactic

lectures to a more interactive case-based models in some regions.

In trying to ensure better participation in CPD in any model of CPD one needs to understand why
attendance is not usually at its best, that is the barriers to participation. We explored the factors that
motivate and demotivate practitioners from attending CPD. For this we used focus groups and
interviews as we felt these would give us rich data and depth of enquiry from which we could derive
important themes and at the end be able to develop a model that dealt with the barriers as identified
by the medical practitioners. There were two merging themes which acted as motivating factors;
firstly, practitioners felt a sense of professional responsibility to improve their knowledge and skills
and thus took part in CPD. Secondly, personal need and learning need was an important motivator for
practitioners to participate in CPD. Importantly also we found that there were also significant factors
that demotivated doctors from engaging in CPD, four themes were seen here; firstly non-relevance to
clinical practice, there was a general feeling that what was supposed to be learnt from CPD activities
was not always what they could use in their respective daily clinical practice. Secondly, doctors felt it
was too costly to engage in CPD. Thirdly, lack of reward was another key factor, here practitioners felt
that participation in CPD should lead to career advancement or better remuneration. Fourthly,
practitioners were demotivated by lack of recognition of the effort they put in keeping up to date and

stated the lack of formal CPD point targets as an important demotivating factor.

After exploring motivations and barriers to attending CPD we concluded the study by looking at ways
in which CPD in Eswatini could be improved. Here a participatory action research (PAR) was chosen as
the research methodology as this could allow development of practical steps to take in improving CPD.
PAR allowed participants to take ownership of the inquiry and chart a way forward together through

building of a consensus. There was general agreement that CPD should be conducted in the context
68



of a formal structured model. Entrustable professional activities could be used to ensure recognition
of efforts by practitioners to improve their skills and knowledge. Lastly, CPD could be made relevant

to the workplace using quality-improvement CPD and reflective diaries.
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Chapter 3: Synthesis

CPD refers to all activities undertaken by a practitioner to maintain or improve upon their
performance, knowledge, and skills with the goal of improving patient care (49). By its very nature it
is broad, and this has led to challenges in determining what effective CPD is. There is a significant
amount of literature that has been produced detailing benefits and disadvantages of different CPD
models and methods of delivering content with no universally accepted ‘gold’ standard (50-52).
Despite of these challenges there are some forms of CPD that are generally agreed to be more
effective than others. For example, it has been shown through multiple trials that didactic format of
CPD delivery yields the worst results when change of practice is considered (53). While on the other
hand there is consensus that learning in the workplace is not only favourably viewed by practitioners

but also leads to lasting change in practice (54).

3.1.1 Why are some models of CPD yielding better results than others?
There is no easy answer to this question; however, there is recognition that the use of adult learning

principles forms the basis of effective CPD, certainly in terms of encouraging practice change (55-57).
Adults learn differently from children and CPD activities should reflect this. Learning theories dovetail
well with the best CPD practices, and this has been shown through many trials that have based their
interventions on proven principles (58—60). Adults want to learn things that are relevant to their work,
and they appreciate being able to draw on their experience when learning new things. These are the
same principles that are described in the adult learning theory (54,61). Data from our research are
also in line with this, as Eswatini practitioners were motivated to attend CPD activities that addressed
challenges and issues they were faced with in their clinical practice (their learning needs). Adult
learners also want to be involved in both planning and evaluation of their learning activities; this was
also seen in our study as practitioners complained of being excluded when activities were being
planned leading to them being subjected to some CPD activities that they found not to be relevant to

their needs.

From the above it becomes clear that we cannot simply take from what others are doing in literature
and use it in Eswatini. Using the constructivist viewpoint makes sense in that there is no one
reality/truth of what is appropriate or indeed effective CPD (though universally there can be
agreement that it is an important part of our profession). If that assumption is correct, then effective
CPD becomes a subjective issue which in our context is best be explored though value-laden inquiry

of practitioners in Eswatini and not adapting experiences from other countries or regions of the world.

70



3.1.2 Motivation to participate in CPD.
A further question to ask is what motivates people to participate in CPD? This can be the key to getting

more practitioners to take part since some research suggest that even in settings where there are
plenty of CPD opportunities attendance is still poor. We undertook to answer this question and found
that Eswatini practitioners were inclined to attend CPD as part of their professional responsibility and
to meet their learning needs. However, more pertinent were barriers to participation that they
outlined, one of these was lack of recognition by authorities of the efforts they made to stay up to
date. By addressing such barriers in the new model for Eswatini it may be possible to have higher
levels of participation. Involving practitioners in planning CPD activities may also assist in improving

practitioner satisfaction.

3.1.3 Collaboration in creating new knowledge and defining our own reality.
Conducting research and generating local data can help low-resource countries to identify gaps in their

health systems and inform policy decisions. This can lead to more effective and efficient use of
resources, improving the overall functioning of the health system. This leads us to the reason
participatory action research was chosen for the last paper. We felt that this was an appropriate
methodology as it considered the practitioners to be co-researchers and experts due to their lived
experiences in as far as CPD were concerned. In constructivism, people actively create their own
knowledge by building on their previous one and their reality is shaped by their lived experiences.
Since experiences are different (even among practitioners working in the same environment) then
multiple versions of reality can exist. Therefore, exploring these individual’s versions of reality through
PAR is of great value. PAR ensured relevance of what was to be studied and ensured that some
practical solutions could be found to address issues of concern. Some of the barriers identified in paper
2 found some practical solutions during the PAR of the 3rd paper. For example, the issue of recognition
of efforts could potentially be addressed by using Entrustable professional activities (EPAs) as a form
of CPD. Not only are EPAs in line with andragogy principles (they involve learning and mastering skills
that are relevant to ones’ workplace), but they also provide documentary proof of competence in a
skill. EPAs are a framework that has been developed to assess the readiness of medical trainees for
independent practice (62,63). The concept of EPAs is based on the idea that certain tasks or activities
are essential to a particular specialty, and that trainees must be able to demonstrate competence in

these tasks before they can be entrusted with independent practice (64).

While EPAs are primarily used for assessing trainee competence, they can also be used for continuing

medical education (CME) in several ways such as self-assessment, performance review, curriculum
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development, and maintenance of certification programmes (62—65). EPAs can be used as a tool for
medical practitioners to assess their own competence in various aspects of their clinical practice. This
can help them to identify areas where they need further training or development. EPAs can be used
as a basis for performance reviews. Doctors can be assessed on their ability to perform various EPAs,
and their performance can be used to identify areas for improvement. EPAs can be used to develop
CME curricula. By identifying the key EPAs for a particular clinical practice area (such as district
hospital, health centre or referral hospital), CME providers can develop educational programs that are
focused on improving medical practitioners' competency in these areas. Lastly, EPAs can be used as a
component of Maintenance of Certification (MOC) programs (64). By demonstrating competence in

key EPAs, doctors can meet the requirements for ongoing certification in their area of practice.

In summary, EPAs can be used for continuing medical education in a variety of ways. By focusing on
key activities that are essential to a particular clinical area, EPAs can be used to assess and improve

physician competence, as well as to develop CPD programs and MOC requirements.

3.1.4 Quality improvement
Professional development of doctors in Eswatini can be viewed using the constructivist paradigm that

defines such development as an active process of constructing knowledge based on a practitioner’s
personal experience. Our study shows that quality improvement CPD can be applied in the context of
Eswatini. According to the constructivist paradigm, a doctor is considered as an active participant of
the learning process who can use assessment, observation, and critical analysis in generating new
knowledge for use in their clinical practice. QI-CPD can be viewed as a long-term process resulting
from linkage of previous knowledge with new experience, which presupposes the whole cycle of
learning. In applying ideas of the constructivism, we realise that cognition is an active process and
knowledge can be created by drawing from previous experience with this knowledge being personal
and unique to the individual practitioner. Quality improvement CPD further illustrates that effective
learning is and should be grounded on solving important problems. When doctors apply themselves
in solving such problems in their clinical practice area the result is new knowledge and hopefully

improved care for the patients as well.

3.1.5 The importance of reflection
Reflective diaries are also an important consideration in making CPD relevant to the workplace. The

metacognitive process of creating a better understanding of self and one’s experiences so that future
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behavior and actions can be guided and informed by this understanding is the basis of reflection (15,
18). It is clearly relevant even from a constructivist view that new knowledge is built upon existing
knowledge, and the more practitioners practice reflection in their work the more learning can occur.
When practitioners become comfortable with reflecting on their practice (through using tools such as
diaries) every experience they have becomes a point of acquiring new knowledge. The benefits of this

transcend the usefulness of this method to deliver CPD.

3.2 A proposed framework for CPD in Eswatini
Bearing in mind all the above we developed a framework which could assist policy makers in charting

a way forward for CPD in Eswatini. The figure 4 below summarises it.

2. Considers the motivations of

practitioners when they engage

in CPD. Also, what practitioners
feel are their unmet needs

1. CPD needs to consider that
practitioners are adult learners ; i
including also those needs as

ho | by build f
Ry Y S EG on rom identified through deliberate

their previous experiences 01 "NDRAGOGY research stohestia o

4

ONTINUOUS
EVALUATION & 4 MOTIVATION
IMPROVEMENT 4

Eswatini CPD

5. To ensure long
term relevance, all
CPD activities need to
be continuously
evaluated and
improved upon.

3. Activities need to be relevant

)) e B3 (BER 4 ‘o the workplace of practitioners

and their day-to-day activities

04 ECOGNITION

4. Efforts by practitioners to engage in CPD need to be
recognised and adequately rewarded

FIGURE 4: THE "ANARC' FRAMEWORK FOR CPD IN ESWATINI

This framework consists of five elements which forms the acronym ‘ANARC’ — which stands for
Andragogy, Needs assessment, Applicability, Recognition, and Continuous evaluation and

improvement. These elements form the building blocks for CPD in Eswatini which attempts to address
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the concerns of the practitioners while also allowing for further development. Irrespective of the
method and medium of delivering CPD this framework can still be applied. All elements play a crucial

and equal part in this framework, and it is in combination that true benefit is likely to be realised.

Undoubtedly, there are complexities that arise when we probe further how the needs assessment can
be done and even how recognition of efforts by practitioners will be dealt with. This paper does offer
some ways to do this, but these will need further research. Evaluation needs to be translated to
improvement of the CPD offering, and this can be challenging as well. All these challenges will require

involvement of the various stakeholders and an implementation subcommittee to be in place.
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3.3 CONCLUSION AND RECOMMENDATIONS

There are a variety of CPD models available for Eswatini to adapt and use, however there needs to be
a focus on creating a clear CPD policy which should be known to all practicing in the country. It is also
vitally important that doctors are given a chance to be part of the planning and evaluation process of
any CPD programmes that are to be implemented. The factors that motivate practitioners to participate
should be addressed to ensure good attendance of CPD activities. Anideal CPD model is one that seeks
to continually evolve as and when new evidence becomes available, this is an achievable goal if all

stakeholders feel a sense of ownership of it.

Recommendations:

Practitioners

e Healthcare providers in low-resource settings may face challenges related to workforce
shortages, limited training opportunities, and a lack of mentorship and support. CPD can help
address these challenges by providing opportunities for skill development, networking, and

mentorship.

Policy makers

e Establishing a CPD committee that will oversee the development and evaluation of activities
in the country. This has been implemented and the EMDC CPD committee has been very open
about the need for use of local data (of which this thesis forms an important part) in making
improvements to the CPD programme.

e Appreciating limitations of local content and encouraging development of locally relevant
programmes while also allowing recognition of other relevant CPD activities offered from

credible institutions and organisations outside Eswatini.

CPD providers

e Ensuring that all activities are based on sound educational principles.

e Continuous engagement with practitioners so that their needs can be identified and met.
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e Evaluating all CPD programs being undertaken so that there is continuous improvement in what
is being offered.

e being initiative-taking in trialing new methods of delivering CPD and ensuring these are
adapted to the local practice environment.

e Ensuring relevance of CPD content.
Researchers

e Recognition by researchers that one of the main challenges faced by healthcare providers in low-
resource settings is the limited availability of resources, including medical supplies, equipment,
and medications. CPD research can help healthcare providers optimize the use of available
resources and adapt to the unique challenges of their practice setting.

e Addressing Local Health Needs: Research conducted in developed countries may not always be
applicable to low-resource countries as there are differences in demographics, health systems,
and cultural factors. Local research can identify health needs specific to the region and address

them with appropriate CPD interventions.

Limitations:
Individual papers describe the limitations in some detail.

A lot of the data generated from the scoping review (which looked at the most recent ten or so years) is
difficult to implement wholesale in Eswatini given that its CPD programme is still in its infancy. This
means that most of the current models and ways of conducting CPD need to be significantly adapted to
make them relevant. However, important lessons can still be learnt on what is thought to be effective

and what is not.

The results obtained are not easily generalizable outside the context of the research participants given
the nature of qualitative enquiry. However, they are useful in giving a voice to some of the practitioners

in Eswatini in the inevitable process as the country moves to establishing a CPD model of its own.

By deliberately choosing to focus on healthcare practitioners it is acknowledged that the voices of
patients and other members of the healthcare team have been excluded. Their views on CPD of their
care providers and team members (respectively) would have perhaps resulted in a more in-depth

exploration of the topic.
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Future Research:
Future research opportunities include:

1- Investigating the use of Entrustable professional activities and their acceptability to
practitioners. Finding viable ways to link EPA achievements to career notching scales in
Eswatini.

2- Exploring use of QI-CPD as part of the requirements for CPD and its acceptability among
practitioners. Can this result in more effective interventions and better health outcomes?

3- Critically analysing how reflective diaries can contribute to CPD in Eswatini.
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APPENDICES

Appendix 1: Table 5 Learning Theories discussed in various papers

(supplement to paper 1)

source

Learning theory and example

(66)

(67)

(68)

(69)

Adult learning theory (Andragogy)- has been used to develop
some CPD programmes for doctors in Belgium, and focuses
on five concepts, namely: self-concept (self-directed
learning); adult learner experience (drawing from previous
experience in order to learn new things); readiness to learn
(easier to learn when there is a reason to acquire new
knowledge or skill); orientation of learning (learn things that
are applicable to their practice) and motivation to learn (want
to learn for intrinsic factors, e.g. to improve self-esteem,
advance their careers)

Theory of planned behaviour (TPB)- The TPB states that a
practitioner’s behaviour is determined by the intention to
perform certain clinical practices, these being favourably or
adversely impacted by factors such as perceived behavioural
control (ease of conducting the task) and subjective norms
(influence form experts)

Reflective practice- describing a variation of reflective
practice, called the Practicum Script Concordance Test. This
uses an online platform to foster reflection on clinical
practice through daily testing (using clinical scenarios) and
detailed feedback on their performance in the scenarios, with
an expert panel providing the answer key for the clinical
cases

Problem based learning (PBL) is where learners improve their
problem-solving skills using clinical scenarios. PBL, such as
clinical case discussion facilitated by an expert, may be more
appropriate than traditional lecture-based teaching. A
European study found that the effectiveness of PBL was
enhanced when participants were allowed to anonymously
respond to periodic multiple-choice questions during the case
discussion, the results of the voting system would then be
discussed (facilitated by an expert) to enable consensus to be
reached in a second round of voting.




Appendix 2: Eswatini Medical and Dental Council letter

SWAZILAND MEDICAL AND DENTAL COUNGIL

Our Reference; 0962/2014

10" December 2018
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Appendix 6: Consent form

INFORMED CONSENT FORM

Information Sheet and Consent to Participate in Research

Data:
Dear Doctor,
My name is Rodney Magwenya from Mankayane Government Hospital, a student with the

department of Family Medicine of the University of KwaZulu-MNatal; (Tel: <263 2538 8311,
Cell: 76565357, email: rodnevhmagwenya®@gmail.com |

You are being invited to consider participating in a study that involves research entitled-
“MEDICAL PRACTITIOMERS" PERCEPTIOMS AMD VIEWS OF CURRENT COMTIMUING MEDICAL
EDUCATION PROGRAMMES IN THE KINGDOM OF ESWATINI, THE DESIGH OF AN ACCESSIBLE CME
MODEL",

The aim and purpose of this research is to look at the attitudes and perceptions of medical
practitioners working in the Kingdom of Eswatini towards current continuing medical
education (CME) programmes; also to find out the wvariows unmet needs of medical
practitioners with regards to CME; and to alse come wp with an accessible CME model for
possible adoption and use in the country. The study is expected to enroll participants for
four focus group discussions (each with about and 10 participants), with cne focus group
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of health guidance during the entire meeting, a recorded discussion among members of the
focus group at a designated location in the respective region of the participants which will
be moderated by the investigator. The duration of your participation if you choose to enroll
and remain in the study is expected to be a maximum of 2 hours, The study is self-funded.

The risks of participation in the study are minimal and every reasonable effort will be made
to keep any information you provide confidential, The burdens associated with participation
in the research study are mostly related to the valuable time that you spend in the
discussions., We hope that the study will create the following benefits; inform pelicy on
what medical practitioners such as yourself feel about the current CME programmes and
what they want to be included in their CME programmes and how they wish CMEs to be
conducted to make them more accessible,

This study has been ethically reviewsed and approved by the UKIN Biomedical Research
Ethics Committee and MHRRE (approval number 1

In the event of any problems or concerns/questions you may contact the researcher at (Tel:
+268 2538 8311, Cell: 76565857, email: rodnevhmagwenya@gmail.com) or the UKIN
Biomedical Research Ethics Committes, contact details as follows:

BIOMEDICAL RESEARCH ETHICS ADMINISTRATION

Research Office, Westville Campus

Govan Mbeki Building

Private Bag X 54001

Durban

4000

KFwaZulu-Matal, SOUTH AFRICA

Tel: 27 31 2604769 - Fax: 37 31 2604609; Email; BREC&@ukzn. ac.za

T LD T 1
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Please note that participation in this research is voluntary and participants may withdraw
participation at any point. In the event of refusal/withdrawal of participation, participants
will not incur penalty or loss of any benefit to which they are normally entitled. For arderly
withdrawal once one is a participant, please inform the facilitator/ moderator,

It is anticipated the discussions will be held in the moming and refreshments will be
provided.

All data compiled will be kept confidential. The resulting transcripts will be ancnymized
while the file with the identities of the focus group members will be kept separate from the
recordings. All data files will be encrypted and password protected. Only the investigator
and regulatory authorities will have access to the data. At the end of the study data will be
archived and stored in accordance with the country’s laws. The resulting study reports will
not contain any data with personally identifiable information.

| e i i have been informed about the study entitled
“MEDICAL PRACTITIOMERS' PERCEPTIOMS AMD VIEWS OF CURREMT COMTIMUING MEDICAL
EDUCATION PROGRAMMES IN THE KINGDOM OF ESWATINI; THE DESIGH OF AN ACCESSIBLE CME
MODEL” by Rodney Magwenya.

I understand the purpose and procedures of the study,

I have been given an opportunity to answer questions about the study and have had answers
to my satisfaction,

I declare that my participation in this study is entirely voluntary and that | may withdraw at
any time without affecting any other entitiements | may have,

If | have any further questions/concerns or gueries related to the study | understand that |
may contact the researcher at:

Rodney Magwenya

PO Box

297

Mankayane, Swaziland

Tel: -208 2536 8311, Cell +268 76505758

H | have sy questions or concarns abaut my rights as & study participant, or if | am concerned sbaut an aspect of
the study or the researchers then | may contact:

BIOMEDICAL RESEARCH ETHICS ADMIMISTRATION
Research Office, Westville Campus

Govan Mbeki Building

Private Bag X 54001

Durban

4000

Kwalulu-Matal, SOUTH AFRICA

Tel: 27 3 2604745 - Faor 27 31 260460%

Ermail; BRECEulan. ac. ta

Signature of Participant Date
Signature of researcher Date
Loalt to bl ] 2
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Appendix 7: Covid-19 screening tool.

COVID-19 Screening tool (for focus group discussions)

Title: MEDICAL PRACTITIONERS' PERCEPTIONS AND VIEWS OF

CURRENT CONTINUING MEDICAL EDUCATION PROGRAMMES IN THE
KINGDOM OF ESWATINI; THE DESIGN OF AN ACCESSIBLE CME MODEL.

{Circle appropriote response)
Tool te be used at each FGD, before the participants enter meeting area,

1. Temperature 238" C? Yes

2. Do you have mew anset of any of the below symptams?

Fewver = 38°C or subjective fever/ chills Yes
«  LCough Yes
#  ZLore throat! hoarse voice Yex
= Shortness of breath/breathing difficuities Yes
#«  Loss of taste or smell Yes
«  Wamniting, or dizgrrhoea for more than 24 hours  Yes
s Runny nose fes
*  Muscle aches Yes
= Fatigue fes
= Conjunctivitis Yes
= Headache Tes
»  Skin rash of unknown cause Yey
» Nausea or loss of appetite Yes

3. Hawe you been in contact in the kst 14 days with someone

that is confirmed to have COVID-197 Yees

lon answered "Yes' means an individual will not be able to participate in the focu
group discussion and will be referred for testing at nearest facility

92

Mo

Mo



Appendix 8: Focus group guide

GUIDE
1) Introduction and formalities

-ensure venue set up is appropriate for the discussion and that recording material and equipment is
functioning well

-Welcome participants; thank them for attending, conduct screening using the screening tool and ensure they
pass though the hand sanitising station as they enter the room.

- Tasks: have attendees signed in, invite them to be seated, observing necessary social distancing measures,
session formally begins

2) Process overview

Tasks (by researcher/moderator): Review purpose for the session, introduce moderator, provide a brief
overview of the focus group process, and establish any ground rules to encourage positive participation, have
participants briefly introduce themselves.

Moderator begins focus group questions with a simple initial question to establish rapport- ask respondents, in
a general way, about themselves and their role as it relates to the overall area of continuing medical education
(CME).

Then, using only open-ended main questions, with appropriate follow up probe questions (asking for
elaboration, opposing views, other influencing conditions) continue.

Legislation, theoretical framework/learning theories

What are your views on mandatory versus voluntary CPD as a requirement for medical council registration?
What motivates you to attend CME events?

Are you aware of any adult learning theories, if so, which one do you think most applies to you?

CME credit systems, revalidation/recertification, and maintenance of certification (MOC)

What are your thoughts on revalidation/recertification/MOC?

Content delivery (choice of format)

Tell me about a recent CME activity that you attended (content, trainers, teaching methods, your own
contributions during the sessions, evaluation methods, educational material you received, your general views
about it)

How do you generally stay up to date with new trends and knowledge in medicine?”

What are the methods/ different ways of delivering CMEs that you know and prefer?
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Quality standards, monitoring and evaluation.

Do you have any thoughts on how quality standards and evaluation can be achieved or monitored?
Funding

What are your views on NGO/pharmaceutical industry sponsored CPD?

How willing are you to pay for your own CPD needs.

Country/regional CPD models

Are you aware of any CPD models in use around the world?

Which model would you be most comfortable with if it was adopted locally?

Barriers to CPD and possible solutions

What problems, if any, have you encountered associated CPD programmes?”

What are some of the improvements you feel could make your experiences during CPD events better?
Are CPD meeting your needs as practitioners?

Where do you get relevant information on available CPD? (locations, schedules, topics)

Are there areas/topics you feel need to be urgently addressed with regards to CPD on offer?

How do you determine your own individual learning needs?

Any other contributions you wish to make regarding CME/CPD?

3) Session debrief and conclusion - (an opportunity to ensure all points have been captured effectively and
comprehensively)

Tasks: highlight key points of discussion, answer any final questions, describe how results will be used, and
inform participants how study results will be made available, thank participants for their participation, remain
in the room until everyone leaves.
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