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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 I 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.  
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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). 
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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 
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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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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 (41,44) . 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 
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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? 

Declaration regarding a Doctoral student’s contribution to the manuscript for publication to be included 
in a doctoral “Thesis through publications.” 

Student name: Rodney Hudson Magwenya   

Student number: 218087082 

The student’s contribution to the article was as follows: 

1. Formulation of hypothesis: I was responsible for the concept for the paper 

2. Study design: I was responsible for the study design. 

3. Ethical permission: I was responsible for obtaining ethical permission for the study 

4. Work involved in the study: I was co-responsible for gathering the data and the initial analysis. 

6. Writing the article: I was responsible for writing the article and reviewing and rewriting the article 
based on the feedback from the coauthors and journal reviewers. 

I declare this to be a true reflection of my contribution to this journal article. 

Signed: ………………………     Date: …………………………………………………  2023 
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Paper 2: Continuing professional development in Eswatini: Factors affecting 
medical practitioners' participation. 
Published in the South African family Practice Journal.  

Magwenya, R. H., & Ross, A. J. (2021). Continuing professional development in Eswatini: Factors 
affecting medical practitioners’ participation. South African Family Practice, 63(1). 
doi:10.4102/safp.v63i1.5395 

 

Responds to Critical question: 

c) What motivates Eswatini practitioners to participate in CPD? 
d) What are barriers to participation in CPD for Eswatini doctors? 

We felt that a critical step in developing a CPD model for Eswatini was to find out what the motivating 
factors were for those who chose to participate in CPD. It was also important to find out the factors that 
hindered participation. Only when these are known does it became possible to make the necessary 
provisions in designing CPD programmes which would be deemed acceptable by practitioners. 

Declaration regarding a Doctoral student’s contribution to the journal articles to be included in a 

Doctoral “Thesis through publications.” 

Student name: Rodney Hudson Magwenya   

Student number: 218087082 

The student’s contribution to the article was as follows: 

1. Formulation of hypothesis: I was responsible for the concept for the paper 

2. Study design: I was responsible for the study design. 

3. Ethical permission: I was responsible for obtaining ethical permission for the study 

4. Work involved in the study: I was responsible for gathering the data and the initial analysis. 

6. Writing the article: I was responsible for writing the article and reviewing and rewriting the article 
based on the feedback from the coauthor and journal reviewers. 

I declare this to be a true reflection of my contribution to this journal article. 

 

Signed:……………………………..            Date: ……………………………………….  2023 
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Paper 3: Developing a CPD model for Eswatini- a participatory action research 
study. 
Published in the BMC Medical Education.  

Magwenya, R. H., & Ross, A. (2023). Developing a CPD model for Eswatini—a participatory action 
research study. BMC Medical Education, 23(1), 1-13. 

 

Responds to Critical question: 

1. Responds to Critical question: How can CPD in Eswatini be improved? 

 

Having determined some of the motivating factors to participating in CPD, the next task was to see how 
CPD in Eswatini could be improved to meet these. 

 

Declaration regarding a Doctoral student’s contribution to the journal articles to be included in a 

Doctoral “Thesis through publications.” 

Student name: Rodney Hudson Magwenya   

Student number: 218087082 

The student’s contribution to the article was as follows: 

1. Formulation of hypothesis. 

2. Study design: I was responsible for the study design. 

3. Ethical permission: I was responsible for obtaining ethical permission for the study 

4. Work involved in the study: I was responsible for gathering the data and the initial analysis. 

6. Writing the article: I was responsible for writing the article and reviewing and rewriting the article 
based on the feedback from the coauthor and journal reviewers. 

I declare this to be a true reflection of my contribution to this journal article. 
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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 
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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. 
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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. 

 

 

 

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 



 
 

74 
 

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.  An ideal 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 

 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 

 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. 

 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 

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

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

is being offered. 

 being initiative-taking in trialing new methods of delivering CPD and ensuring these are 

adapted to the local practice environment. 

 Ensuring relevance of CPD content. 

Researchers 

 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. 

 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. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 
 

78 
 

REFERENCES WITHIN THE THESIS 
 

1. Forsetlund L, Bjørndal A, Rashidian A, Jamtvedt G, O’Brien MA, Wolf FM, et al. Continuing 
education meetings and workshops: effects on professional practice and health care outcomes. 
Cochrane Database of Systematic Reviews. 2009 Apr 15;(2).  

2. Wang Q, Li H, Pang W. From PBL tutoring to PBL coaching in undergraduate medical 
education: an interpretative phenomenological analysis study. Med Educ Online [Internet]. 
2016 Jan 1;21(1):31973. Available from: https://doi.org/10.3402/meo.v21.31973 

3. Sargeant J, Wong BM, Campbell CM. CPD of the future: a partnership between quality 
improvement and competency‐based education. Med Educ. 2018;52(1):125–35.  

4. Singh SA, Fish TD. South African health practitioners’ patterns of CPD practices - 
implications for maintenance of licensure. Afr J Health Prof Educ. 2019 Dec;11(4):123–8.  

5. Gibbs T, Hellenberg D, Brigden D. Continuing Professional Development. SA Fam Pract. 
2005;47(3):5–6.  

6. Mansouri M, Lockyer J. A meta‐analysis of continuing medical education effectiveness. 
Journal of Continuing Education in the Health Professions [Internet]. 2007;27(1):6–15. 
Available from: https://onlinelibrary.wiley.com/doi/abs/10.1002/chp.88 

7. Combes J, Arespacochaga E. Continuing Medical Education as a strategic resource [Internet]. 
Chicago IL; 2014. Available from: http://www.ahaphysicianforum.org/resources/leadership-
development/CME/CME-Strategic-Resource.pdf 

8. Brigley S, Johnson C, Bird J, Young H. Hospital doctors’ views of their CPD and its 
relationship to learning in the organization. Med Teach [Internet]. 2006;28(4):379–81. 
Available from: https://www.scopus.com/inward/record.uri?eid=2-s2.0-
33745520055&doi=10.1080%2F01421590600603335&partnerID=40&md5=dcdf00efd1c4d18
c24bb803665666166 

9. Bamrah JS, Bhugra D. CPD and recertification: Improving patient outcomes through focused 
learning. Advances in Psychiatric Treatment [Internet]. 2009;15(1):2–6. Available from: 
https://www.scopus.com/inward/record.uri?eid=2-s2.0-
68949217312&doi=10.1192%2Fapt.bp.108.005686&partnerID=40&md5=abf69f8832adb202
807c30d7000b7b0b 

10. Partin C, Kushner HI, Horton ME. A tale of Congress, continuing medical education, and the 
history of medicine. Proc (Bayl Univ Med Cent) [Internet]. 2014;27(2):156–60. Available 
from: http://www.ncbi.nlm.nih.gov/pubmed/24688209 

11. Harden RM, Laidlaw JM. Effective continuing education: the CRISIS criteria. Med Educ. 
1992 Sep;26(5):408–22.  

12. Norman GR, Shannon SI, Marrin ML. The need for needs assessment in continuing medical 
education. BMJ [Internet]. 2004;328(7446):999–1001. Available from: 
http://www.bmj.com/content/328/7446/999 



 
 

79 
 

13. Mann K V. Continuing Medical Education. In: International Handbook of Research in Medical 
Education [Internet]. Dordrecht: Springer Netherlands; 2002. p. 415–57. Available from: 
http://link.springer.com/10.1007/978-94-010-0462-6_17 

14. Bloom BS. Effects of continuing medical education on improving physician clinical care and 
patient health: A review of systematic reviews. Int J Technol Assess Health Care. 
2005;21(3):380–385.  

15. Kennedy RS. Portable CME : Continuing Medical Education On Handheld Computers. In: 
Proceedings of the AMIA Symposium [Internet]. 2001 [cited 2022 Mar 28]. p. 5027. Available 
from: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2243475/ 

16. McGowan BS, Wasko M, Vartabedian BS, Miller RS, Freiherr DD, Abdolrasulnia M. 
Understanding the factors that influence the adoption and meaningful use of social media by 
physicians to share medical information. Journal of Medical Internet Research. 2012;14(5).  

17. Guba EG, Lincoln YS. Competing paradigms in qualitative research. Handbook of qualitative 
research. Lincoln YS, Denzin NK, editors. Thousand oaks, CA: SAGE Publications; 1994. 
105–117 p.  

18. Guba EG. The paradigm dialog. In: Alternative Paradigms Conference, Mar, 1989, Indiana U, 
School of Education, San Francisco, CA, US. Sage Publications, Inc; 1990.  

19. Kivunja C, Kuyini AB. Understanding and applying research paradigms in educational 
contexts. International Journal of higher education. 2017;6(5):26–41.  

20. Lee CG. Reconsidering constructivism in qualitative research. Educational Philosophy and 
theory. 2012;44(4):403–12.  

21. Creswell JW, Poth CN. Qualitative inquiry and research design: Choosing among five 
approaches. 4th ed. Thousand Oaks CA: Sage publications; 2018.  

22. Reed S, Shell R, Kassis K, Tartaglia K, Wallihan R, Smith K, et al. Applying adult learning 
practices in medical education. Curr Probl Pediatr Adolesc Health Care. 2014;44(6):170–81.  

23. Taylor DCM, Hamdy H. Adult learning theories: implications for learning and teaching in 
medical education: AMEE Guide No. 83. Med Teach. 2013;35(11):e1561–72.  

24. Scott CJ. Applied adult learning theory: Broadening traditional CME programs with self‐
guided, computer‐assisted learning. Journal of Continuing Education in the Health Professions 
[Internet]. 1994;14(2):91–9. Available from: 
https://www.scopus.com/inward/record.uri?eid=2-s2.0-
84982041534&doi=10.1002%2Fchp.4750140205&partnerID=40&md5=c733088b4d4a8b7c0
9d423ea3fcd080f 

25. Knowles MS. Applications in continuing education for the health professions: Chapter five of 
Andragogy in action. Möbius: A Journal for Continuing Education Professionals in Health 
Sciences [Internet]. 1985;5(2):80–100. Available from: 
https://www.scopus.com/inward/record.uri?eid=2-s2.0-
0022053857&doi=10.1002%2Fchp.4760050212&partnerID=40&md5=0e771e81bb9014cbe8b
dce9f41f15184 



 
 

80 
 

26. Kolb DA. The process of experiential learning. Experiential learning: Experience as the source 
of learning and development. New Jersey: Prentice Hall Inc.; 1984. 20–38 p.  

27. Schön DA. Educating the reflective practitioner. Jossey-Bass San Francisco; 1987.  

28. Hiramanek N. Self directed learning and continuing medical education. Aust Fam Physician 
[Internet]. 2005;34(10):879–80. Available from: 
https://www.scopus.com/inward/record.uri?eid=2-s2.0-
33644845668&partnerID=40&md5=813b05b6ad2c1df39fc0897a5b409c58 

29. Garrison DR. Self-directed learning: Toward a comprehensive model. Adult education 
quarterly. 1997;48(1):18–33.  

30. Mezirow J. A transformation theory of adult learning. In: Adult Education Research Annual 
Conference Proceedings. ERIC; 1993. p. 141–6.  

31. Bandura A. Model of causality in social learning theory. Cognition and psychotherapy. 
1985;81–99.  

32. Bandura A, Hall P. Albert bandura and social learning theory. Learning theories for early years 
practice. 2018;63–5.  

33. Goldie JGS. Connectivism: A knowledge learning theory for the digital age? Med Teach. 
2016;38(10):1064–9.  

34. Schon D. The Reflective Practitioner New York. NY: Harper & Collins. 1983;  

35. Mackenzie N, Knipe S. Research dilemmas: Paradigms, methods and methodology. Issues in 
educational research. 2006;16(2):193–205.  

36. Brown MEL, Dueñas AN. A Medical Science Educator’s Guide to Selecting a Research 
Paradigm: Building a Basis for Better Research. Med Sci Educ. 2020;30(1):545–53.  

37. Creswell JW, Creswell JD. Research design: Qualitative, quantitative, and mixed methods 
approaches. Thousand Oaks, CA: Sage publications; 2017.  

38. Moustakas C. Phenomenological research methods. Thousand Oaks, CA: Sage publications; 
1994.  

39. Dijkers M. What is a Scoping Review ? KT Update-Center on Knowledge Translation for 
Disability and Rehabilitation Research [Internet]. 2015;4(1):1–5. Available from: 
http://ktdrr.org/products/update/v4n1 

40. Levac D, Colquhoun H, O’Brien KK. Scoping studies: advancing the methodology. 
Implementation Science [Internet]. 2010 Dec;5(1):69. Available from: 
http://implementationscience.biomedcentral.com/articles/10.1186/1748-5908-5-69 

41. Rabiee F. Focus-group interview and data analysis. Proceedings of the Nutrition Society 
[Internet]. 2004 Nov 7 [cited 2019 May 31];63(4):655–60. Available from: 
https://www.cambridge.org/core/product/identifier/S0029665104000874/type/journal_article 



 
 

81 
 

42. Wilson V. Focus groups: a useful qualitative method for educational research? Br Educ Res J. 
1997;23(2):209–24.  

43. Stalmeijer RE, McNaughton N, Van Mook WNKA. Using focus groups in medical education 
research: AMEE Guide No. 91. Med Teach. 2014;  

44. Onwuegbuzie AJ, Dickinson WB, Leech NL, Zoran AG. A Qualitative Framework for 
Collecting and Analyzing Data in Focus Group Research. Int J Qual Methods [Internet]. 
2009;8(3). Available from: 
http://research.apc.org/images/2/2f/A_Qualitative_Framework_for_Collecting_and_Analyzing
_Data_in_Focus_Group_Research.pdf 

45. Lambert SD, Loiselle CG. Combining individual interviews and focus groups to enhance data 
richness. J Adv Nurs. 2008 Apr;62(2):228–37.  

46. Mash B. African Primary Care Research: Participatory action research. African Journal of 
Primary Health Care & Family Medicine [Internet]. 2014;6:1–5. Available from: 
http://www.scielo.org.za/scielo.php?script=sci_arttext&pid=S2071-
29362014000100022&nrm=iso 

47. Mubuuke AG, Leibowitz B. Participatory action research: The key to successful 
implementation of innovations in health professions education. Afr J Health Prof Educ. 
2013;5(1):30–3.  

48. Bergold J, Thomas S. Participatory Research Methods : A Methodological Approach in 
Motion. Forum Qual Soc Res [Internet]. 2012;13(1):1–23. Available from: 
http://www.qualitative-research.net/index.php/fqs/article/view/1801 

49. Shojania KG, Silver I, Levinson W. Continuing medical education and quality improvement: 
A match made in heaven? Ann Intern Med. 2012;156(4):305–8.  

50. Curran V, Fleet L, Simmons K, Lannon H, Gustafson DL, Wang C, et al. Adoption and Use of 
Mobile Learning in Continuing Professional Development by Health and Human Services 
Professionals. JOURNAL OF CONTINUING EDUCATION IN THE HEALTH 
PROFESSIONS. 2019;39(2):76–85.  

51. Pozniak E, Jacobson A. State of play of CME in Europe in 2015: Proceedings from the Eighth 
Annual European CME Forum. J Eur CME [Internet]. 2016 [cited 2020 Mar 28];5(1):32174. 
Available from: https://doi.org/10.3402/jecme.v5.32174 

52. Mosawi AJA, Al Mosawi AJ. Lifelong learning for physicians [Internet]. Handbook of 
Lifelong Learning Developments. 2011. 207–232 p. Available from: 
https://www.scopus.com/inward/record.uri?eid=2-s2.0-
84896430542&partnerID=40&md5=1c912ee126d6a54d817ac5b22a0cfb7e 

53. Faghihi SA, Khankeh HR, Hosseini SJ, Soltani Arabshahi SK, Faghih Z, Shirazi M. 
Impractical CME programs: Influential parameters in Iran. Med J Islam Repub Iran [Internet]. 
2017;31(1):29–33. Available from: https://www.scopus.com/inward/record.uri?eid=2-s2.0-
85022073284&doi=10.18869%2Fmjiri.31.6&partnerID=40&md5=368529e6a10c5778bf8b88
e453dac6c1 



 
 

82 
 

54. Schostak J, Davis M, Hanson J, Schostak J, Brown T, Driscoll P, et al. “Effectiveness of 
Continuing Professional Development” project: a summary of  findings. Med Teach. 
2010;32(7):586–92.  

55. Soto VJ. Which Instructional Design Models are Educators Using to Design Virtual World 
Instruction? J Online Learn Teach [Internet]. 2013;9(3):364. Available from: 
http://search.proquest.com.library.capella.edu/docview/1499024431?accountid=27965%5Cnht
tp://wv9lq5ld3p.search.serialssolutions.com.library.capella.edu/?ctx_ver=Z39.88-
2004&ctx_enc=info:ofi/enc:UTF-
8&rfr_id=info:sid/ProQ%3Aeducation&rft_val_fmt=info:ofi/fm 

56. Han GS, Gregory CJ, Biggerstaff BJ, Horiuchi K, Perez-Guerra C, Soto-Gomez E, et al. Effect 
of a Dengue Clinical Case Management Course on Physician Practices in Puerto Rico. Clin 
Infect Dis. 2016 Nov;63(10):1297–303.  

57. Seymour-Walsh AE, Weber A, Bell A. Practical approaches to pedagogically rich online 
tutorials in health professions education. Rural Remote Health [Internet]. 2020 
May;20(2):6045. Available from: https://doi.org/10.22605/RRH6045 

58. Seymour-Walsh AE, Weber A, Bell A. Pedagogical foundations to online lectures in health 
professions education. Rural Remote Health [Internet]. 2020 May;20(2):6038. Available from: 
https://doi.org/10.22605/RRH6038 

59. Wiecha J, Heyden R, Sternthal E, Merialdi M. Learning in a virtual world: Experience with 
using Second Life for medical education. J Med Internet Res [Internet]. 2010;12(1). Available 
from: https://www.scopus.com/inward/record.uri?eid=2-s2.0-
77950357976&doi=10.2196%2Fjmir.1337&partnerID=40&md5=65c632cb7da38c53c88aad2a
d885f138 

60. Dubin SN, Nolan IT, Streed Jr. CG, Greene RE, Radix AE, Morrison SD. Transgender health 
care: improving medical students’ and residents’ training and awareness. Adv Med Educ Pract. 
2018;9:377–91.  

61. Hahn K, Steinhäuser J. Strategies for rural areas: The development of and initial experiences 
with a  training course for physicians from third countries to prepare them for medical practice 
in Germany. GMS J Med Educ. 2019;36(3):Doc25.  

62. Ten Cate O, Taylor DR. The recommended description of an entrustable professional activity: 
AMEE Guide No. 140. Med Teach [Internet]. 2021 Oct 3;43(10):1106–14. Available from: 
https://doi.org/10.1080/0142159X.2020.1838465 

63. Ten Cate O, Chen HC, Hoff RG, Peters H, Bok H, van der Schaaf M. Curriculum development 
for the workplace using entrustable professional activities (EPAs): AMEE guide no. 99. Med 
Teach. 2015;37(11):983–1002.  

64. Obeso V, Brown D, Aiyer M, Barron B, Bull J, Carter T, et al. Core entrustable professional 
activities for entering residency: tool kits for the 13 core EPAs [Internet]. Toolkits for the 13. 
Washington DC; 2017 [cited 2022 May 16]. Available from: 
https://www.aamc.org/initiatives/coreepas/publicationsandpresentations/ 



 
 

83 
 

65. Gruppen LD, ten Cate O, Lingard LA, Teunissen PW, Kogan JR. Enhanced Requirements for 
Assessment in a Competency-Based, Time-Variable Medical Education System. ACADEMIC 
MEDICINE. 2018 Mar;93(3, S):S17–21.  

66. Van Nieuwenborg L, Goossens M, De Lepeleire J, Schoenmakers B, VanNieuwenborg L, 
Goossens M, et al. Continuing medical education for general practitioners: A practice format. 
Postgraduate Medical Journal. 2016;92(1086):217–22.  

67. Tian J, Atkinson NL, Portnoy B, Lowitt NR. The development of a theory-based instrument to 
evaluate the effectiveness of  continuing medical education. Academic medicine : journal of 
the Association of American Medical Colleges. 2010 Sep;85(9):1518–25.  

68. Hornos EH, Pleguezuelos EM, Brailovsky CA, Harillo LD, Dory V, Charlin B. The practicum 
script concordance test: An online continuing professional development format to foster 
reflection on clinical practice. Journal of Continuing Education in the Health Professions. 
2013;33(1):59–66.  

69. Berjano P, Villafane JH, Vanacker G, Cecchinato R, Ismael M, Gunzburg R, et al. The effect 
of case-based discussion of topics with experts on learners’ opinions: implications for spinal 
education and training. European spine journal : official publication of the European Spine 
Society, the European Spinal Deformity Society, and the European Section of the Cervical 
Spine Research Society. 2018 Feb;26(10):2660–5.  

  

 

 

 

 

 

 

 

 

 

 

 

 

 









 
 

87 
 

Appendix 4: Local ethics committee approval 

 

 



 
 

88 
 

 

 

 





 
 

90 
 

Appendix 6: Consent form 
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Appendix 7: Covid-19 screening tool. 
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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. 

 

 

 

 






