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resulted in a move to introduce an accredited system.

to explore the areas of concern.

forums and through ongoing research.

Entrustable Professional Activities

Background Continuing professional development (CPD) is a key aspect to fulfil a commitment to lifelong learn-
ing for professionals registered with the Medical and Dental Council, the intention being to promote the health of
patients and develop clinical expertise. The absence of formal CPD requirements for practitioners in Eswatini has

Methods The qualitative study followed a participatory action research (PAR) methodology using a cooperative
inquiry group of 10 medical practitioners in Eswatini to investigate how the current CPD program could be improved
and formalised. PAR entailed four stages; observation, reflection, planning and action, using a semi-structured format

Results Reflecting on the current situation resulted in three ways to improve CPD being identified: (1) adopt a
formal, compulsory CPD model; (2) recognise achievements by practitioners who endeavour to improve their skills/
knowledge through Entrustable Professional Activities, and (3) ensure that CPD is relevant to the workplace by using
Quality-Improvement CPD (QI-CPD) and reflective diaries. These would be done by involving local practitioners, using
adult learning principles and ensuring continuous evaluation and improvement of the CPD model.

Conclusions There was general agreement on the need for a formalised CPD system to improve skill levels and pro-
vide an open platform to enhance patient care in a resource constrained setting. The findings provided information
that can be used to plan and action its implementation through engagement with the country’s doctors in various

Keywords Participatory action research, Continuing medical education, Continuing professional development,

Background

Continuing professional development (CPD) is a key
aspect in the fulfilment of a commitment to lifelong
learning for health care professionals, the intention being
promote the health of the patients and develop clinical
expertise [1, 2]. Although there are some informal CPD
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activities, the Medical and Dental Council (EMDC) in the
Kingdom of Eswatini has identified the need to develop a
formal / compulsory CPD model.

Eswatini is a small southern African country with a
population of around 1.172 million people [3]. It has
around 336 registered general medical practitioners, the
majority of whom are working in the public service in
one any one of the six government hospitals, two mission
hospitals or five health centers [4, 5]. There is a growing
private sector, but it caters for a minority of the popula-
tion. There is currently no medical school in Eswatini,
and all doctors practicing in the country trained in
many different countries (including but not limited to
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recognised medical schools in South Africa, Taiwan,
Russia and China). In 2018 an internship programme
was established for newly qualified doctors returning
from their studies and all doctors wishing to practice in
Eswatini must pass registration examinations [5]. How-
ever, there is a significant adjustment and adaptation
that is required before newly registered doctors can
practice optimally, due to the differences between where
they studied and where they will practice. Current CPD
programmes which should help bridge this gap may not
exactly prepare them for this.

The available CPD opportunities are mainly hospital
based in-service programmes run by local CPD commit-
tees, which cater for all healthcare workers in a facility.
They have widely varying effectiveness and rely on the
willingness of staff members to participate as there is no
obligation to attend. A few other opportunities are avail-
able through the Ministry of Health and its partners;
these are mainly targeted programmes (such as clinical
updates for specific conditions under specific ministry
projects). As of May 2022, there are no enforced CPD
targets, although all those registered with the medical
council (health care practitioners) are encouraged to par-
ticipate. Practitioners are encouraged to report the CPD
programmes they attended over a year when they submit
their annual practice license renewals, though currently
this is not a precondition for renewal [5].

In a majority of CPD programmes (Eswatini included)
the target audience are often excluded from policy and
other decision-making processes [6—8]. Faghihi et al.
(2017) contend that when there is a disconnect between
the CPD offerings and the needs of practitioners, the
programmes are likely to be impractical and not well
received [8]. Determining the needs of practitioners is an
important step in developing effective CPD programmes
[9]. Continuing professional education is at its funda-
mental level adult education [10]. As such it should be
underpinned by adult education theories and principles.
Andragogy (adult leaning theory) refers to the methods
used by adults to learn, their learning process being dif-
ferent to children, and among themselves in terms of
needs and styles [10]. It was proposed by Knowles who
made five assumptions about the way adults learn [11].
These include 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 appli-
cable to their practice) and motivation to learn (want to
learn for intrinsic factors, e.g., to improve self-esteem,
advance their careers) [11]. Furthermore, Knowles added
four principles to be applied to adult learning. Firstly, that
adults need to be involved in the planning and evaluation
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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, experi-
ence 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 centred
rather than merely content-oriented [11].

Participatory action research (PAR) is a research meth-
odology in the emancipatory —critical paradigm that
combines equal involvement of research participants
and researchers in the research process (participatory
research), using the findings to address issues affect-
ing a particular group (action research) [12—14]. Action
research consists of multiple cycles each with three main
stages, namely inquiry, action and reflection [15]. Partici-
pants are regarded as experts due to their lived experi-
ences, and their participation in the collaborative work
with the researcher ensures relevance of what is being
studied, which in turn produces findings that present
some possible solutions to practical problems [12, 14],
the collaborative relationship forming the basis of the
cooperative inquiry group (CIG) [14]. In a CIG, individu-
als, including the researcher, come together to explore
matters of interest as ‘co-researchers, with the aim of
transforming their (environment) practice [14, 16]. PAR
can thus promote changes desired by a group in terms
of policy development and practice, in this case around
CPD. Personal dissatisfaction with some CPD activi-
ties that were on offer led to a need to examine if there
were ways in which the professionals could have a bet-
ter CPD experience while also trying to improve patient
care. There have been proposed methods of ensuring
PAR meets the required quality and rigor following criti-
cism of the original description by Kemmis and McTag-
gart [15] that was thought to lack well defined criteria to
consistency between researchers’ philosophy and meth-
odology [17]. Proposed criteria to ensure quality include
alignment of group members with purpose, democratic
and collaborative group dynamics and facilitation, devel-
opment of reflexivity, commitment to practical action
and detailed documentation of the process [14, 17, 18].

This paper seeks to explore how CPD can be improved
for medical doctors practicing in Eswatini to enable pol-
icy makers and other stakeholders to know what doc-
tors think should be included in the CPD model being
developed.

Methods

The qualitative study followed a participatory action
research methodology using a cooperative inquiry group
process. The participants were recruited from two public
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sector hospitals in Eswatini, and the data collection pro-
cess occurred from December 2021 — February 2022.

Selection of participants

Convenience sampling was used to identify suitable par-
ticipants, with 10 — 15 being required for the group dis-
cussions. Initially, all 12 doctors at the hospital where the
author is based were asked to participate, with an addi-
tional five at the nearest facility being invited to join the
process to achieve the desired number. The participants
involved were limited to general medical practitioners
working at the two Government Hospitals in Eswatini to
create a relatively homogenous group. Presentations were
made to potential participants at locations and times con-
venient for them, and interested individuals were asked
to sign an informed consent until the required number
was reached. Of the 17 doctors who were approached, 10
agreed to take part.

Data collection methods

The initial aim of the study was to develop a CPD model
for Eswatini, which was discussed within the group to
establish its suitability for the purpose of the process, as
this informed the direction of the discussion. Two data
collection methods were used: these being group discus-
sions and research diaries. Participants were encouraged
to keep a personal diary of their CPD and participa-
tion experiences to enable different perspectives to be
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documented, compared with and used in the reflective
processes of the cycle [12, 14].

The cooperative inquiry group process
The participants received initial basic training on the PAR
methodology (from the author), CIG and reflectivity [14,
19]. This was an important stage that allowed the author
to relinquish power (over the participant and the process)
to the group, which enabled everyone to be aware of their
role and contribute fully to the process. The aim was dis-
cussed and after the group deliberations, the research
question ‘How to improve CPD in Eswatini’ was adopted.
The study CIG process entailed four components of the
action research cycle, these being observation, reflection,
planning and action (Fig. 1). Attention was also given to
the group process to ensure commitment and maximum
participation. Participants were involved at all stages of
the project [12, 14]. For each major stage of the study
the group observed their experiences, and then reviewed
the experience considering what was undesirable in their
observed experience or what changes they wanted. The
plans were put into action and later the cycle repeated
only this time the observation looked at the changes done
in the previous cycle. Fig. 1 is a simplified representation
of the stages of the process which is at times depicted
a spiral [12, 20, 21]. The number of times the cycle was
repeated was different for each issue deliberated upon,
with an average of two to three for each.

Action research
cycle

Observation: be aware of one’s
experiences, document what has
happened or changed, includes

evaluating past actions \

Action: act on the
plans that have
been created

Reflection: in a
systematic way
considering the
observed
experience

/

Planning: Integrate lessons learnt
into prepared plans for new action at
the start of the next cycle.

Fig. 1 The four components of the action research cycle [12, 20, 21]
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Data collection, analysis and reaching a consensus

The discussions were held in English, recorded, tran-
scribed verbatim, with participants receiving a summary
of the meetings for review and corrections.

Consensus was built mainly using group discussion,
and in the few issues were this was a challenge, a nomi-
nal group technique was employed, in which participants
wrote down their ideas, then selected what they consid-
ered to be the best idea and presented it [14, 16]. After
all the ideas were compiled, they were discussed in turn,
wording of an idea was only changed if its originator
agreed, and duplicates were struck off, while other ideas
were removed by unanimous agreement. Multi-voting
was used to prioritise the recorded ideas [14, 16]. A total
of 12 meetings were planned and conducted, the num-
bers varying for each, with seven practitioners being able
to attend all meetings.

Ensuring the quality of the process

To ensure the quality of the PAR process, several steps
were taken, in line with the criteria proposed for the
appraisal of cooperative inquiry. Firstly, in terms of own-
ership of the inquiry process by members was ensured
by training them on the research methodology to pre-
vent the author from dominating the inquiry. Secondly,
there was an emphasis on developing reflectivity in all
aspects of the inquiry, which was done by sensitizing the
members to the importance of reflectivity and encourag-
ing open mindedness and critical thinking [19]. Thirdly,
members were encouraged to share their thoughts freely
without fear of judgment, and democratic and collabo-
rative group facilitation was followed as much as pos-
sible through the inquiry. Fourthly, the process was
documented in as much detail as possible, where indi-
vidual experiences, group processes, reflections and final
consensus were documented, and individuals had an
opportunity to make relevant corrections and additions
where they felt their ideas were not clearly addressed.

Results

Participants

The 10 participants consisted of four female and six male
general practitioners, with between two and 15 years of
post-qualification experience, the youngest being 27 and
oldest 49 years old.

CIG Process

In the CIG we examined what it meant to have a new
CPD model and its desired characteristics. After delib-
erations, consensus was reached that the research topic
should be ‘how to improve CPD’ rather than ‘developing
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a new CPD programme’. We further explored what
improving CPD meant for us and decided that over the
next six months we would:

1. Make observations about the current CPD pro-
cesses and possible options to improve the pro-
gramme.

2. Reflect on the current CPD activities and how we
felt about it, whether it met our expectations and
was making any meaningful contribution to our
practice.

3. Plan how we could improve CPD to enable our
experiences to meet our expectations.

4. At the end of six months we agreed on three main
areas to act on, through a nominal group technique.
The first was a structured CPD model, the second
was that the CPD program needed to recognise of
the efforts made by practitioners to develop them-
selves, and the third was that CPD needed to be rel-
evant to local practice area.

A structured CPD model (policy development)

Using the Action Research Cycle there was an obser-
vation that there was a lack of a clear CPD policy in
eSwatini. Upon reflection we developed consensus that
there needed to be a clear policy and structure that could
be implemented and subject to continuous evaluation.
The following points were agreed upon as being impor-
tant for CPD in Eswatini. The further action agreed upon
was to make available the summary of the deliberations
to the medical council for consideration when they were
drafting the CPD policy.

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

2. The model should also follow Association of Medi-
cal Councils of Africa (AMCOA) CPD proto-
col which the country has already committed to
implementing [22]. The principles of which include
participation by all practitioners, mutual recogni-
tion of CPD done in member states, monitoring
of compliance and penalties for not reaching CPD
targets, aligning and developing policy frameworks
to comply with the protocol [22].

3. Annual targets were important. There were two
main contributions regarding the mandatory
nature of CPD, on one hand there was a group
that felt that a stepwise implementation would be
most ideal, while another felt that there should
be mandatory CPD targets from the onset of this
new model. Given that local CPD opportunities are
not widely available; the group calling for stepwise
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CPD felt it was important that CPD point targets
only be made enforceable once there were enough
CPD opportunities for all practitioners in the coun-
try. The group calling for enforceable targets from
the onset countered that there were already enough
relevant CPD opportunities available online from
various neighbouring and other countries. They
added that the only issue was to incorporate these
online CPD activities in a relevant framework to
allow them to be recognisable for CPD credit. The
latter became the consensus conclusion.

4. The Medical Council needs to establish a CPD
committee to formally draw up clear CPD guide-
lines to be given to all practitioners on registration
and to make them available on the council’s website

5. The composition of this committee must include
senior practitioners (both specialists and general
practitioners) in the country.

6. CPD activities should follow established adult
learning theories, be based at the workplace to
make them relevant to practitioners and be ori-
ented to patient outcomes.

7. The CPD model should also be guided by varied
sources of performance and outcome data, with a
view of using these to improve on itself [4, 23, 24].

8. CPD should be viewed as a collective responsibil-
ity of all stakeholders in the health system and fully
integrated to it.

9. Recognition of achievement should be promoted

10. Impact on practice should be one of the main goals
of CPD

Recognition of achievements

There was an observation that in the current system there
was no formal recognition of the effort taken by practi-
tioners to stay up to date or even to improve their clinical
skills. In our reflection, most practitioners felt discour-
aged by this. Furthermore, there was agreement that if
efforts were recognised these should be tied to a salary
notching scale and could also lead to better satisfaction
amongst practitioners and attendance at CPD activities.

1t is disheartening to know that no matter how
much I improve myself through various CPD activi-
ties I take part in, I will still not get any formal rec-
ognition. For example, some of us have done some
courses in HIV management and have not had any
acknowledgement from our employers or medical
council! (TD, 25yrs Female).

‘When I finished my training, I had to learn some
skills as a medical officer. These included doing
some surgical procedures like caesarean sections.
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However, there was no formal way to acknowledge
that I had successfully acquired these skills. This is
very disappointing, because when I switch hospi-
tals, they only have my word that I'm able to do
certain procedures. (MM, 44yrs Male)

Tt would be nice to have a way to formally rec-
ognize all the skills that I have made an effort to
acquire during my practice’ (RM, 40yrs Male)

In our planning we reviewed literature on CPD and dis-
cussed attending courses / hospital based CPD, journal
clubs, reading of journals and completing questionnaires,
attending accredited courses and postgraduate training,
all of which play an important role in CPD. However,
the group decided to focus on Entrustable Professional
Activities (EPA’s) because not only do they provide a way
to formally recognize training that occurs at the work-
place, but they can also be made to be a part of CPD
[25-27]. Entrustable Professional Activities (EPAs) were
initially proposed by the Association of American Medi-
cal Colleges (AAMC), for use in medical education to
provide a practical approach when assessing resident
competence in carrying out defined tasks [26, 27]. They
are units of professional practice that use observable
work descriptors and enable the formalisation and justifi-
cation of trainee entrustment measurement [26].The use
of EPAs allows individuals to have proof of leaning a new
skill, and if they are standardised nationally, would ensure
that when people are being asked to do certain tasks their
level of competence in those tasks has been formally
assessed. For recognition of important skills learnt there
was general agreement that EPAs would meet that goal.
Due to the complexity in developing EPAs, we used a sim-
plified system that looked at a few examples of possible
EPAs basing this on the available literature (see Tables 1
and 2) [25-28]. We discussed some entrustment deci-
sion scales for use with EPAs, such as the Ottawa scales
(both original and modified), and the Chen entrustment
scale (original and modified) [29]. Through a consensus
the original Ottawa scale (see Fig. 2) was chosen as it
was simple, used in several studies and applicable to post
medical school EPAs (unlike the modified Ottawa scale)
[29]. It shows how an individual can progress along the 5
levels on entrustment (see Fig. 2 below).

In our action stage we looked at identification of
EPAs. Following a week-long job task analysis some
units of work which could be developed into EPAs were
identified. These needed to be activities that could be
easily observed, measured and suitable for making an
entrustment decision. The table (Table 1) below shows
some of the identified tasks.

A few EPAs were chosen by consensus to develop
further for exploration in this project. These are
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Table 1 Some identified skills for EPAs
General Medical Paediatrics Surgical Obstetrics and gynaecology

History taking Lumbar puncture* Assessment of the newborn

Prescribing* Pleural tap Nasogastric insertion
Obtaining Ascetic tap Intraosseous cannula insertion*
informed con-

sent

Preoperative assessment Caesarean section

Insertion of an intrathoracic chest
drainage tube*

Evacuation of retained prod-
ucts of conception*®

Incision and drainage of an abscess Bartholin abscess management

*EPAs selected for further development

marked with an asterisk. Table 2 shows an example
of an EPA, though this is not the assessment tool it is
adaptable to most procedures.

The development of EPAs for our ‘pilot’ was largely
welcomed by participants. A fair number (6 out of 10)
were hopeful that if introduced and properly standard-
ized, EPAs could enable recognition of and improve-
ment in skills acquired.

‘1 think EPAs provide a structured way of not
only learning skills through description of what's
expected, but also allow one to demonstrate their
competence in an objective manner. I really am
hopeful that these may ease my concerns of rec-
ognition of work done by practitioners in upgrad-
ing themselves or learning new skills’ (MM, 44yrs
Male)

1 enjoyed the use of EPAs during the pilot. Even
though I had done lumbar punctures many times
when I was being assessed I found that I had to
work harder at communicating with the patient
than I have previously done and the require-
ment from the EPA ensured that I did so. If we
can develop them for our routine tasks, we may
be able to also improve our standard of care! (BT,
28yrs Male)

‘EPAs initially were sounding very daunting to me,
but once I was able to assist in developing the one
for prescribing, I realized how useful they could
be’ (MN, 27yrs Male)

A minority (2 out of the 10) still felt apprehensive
and was unsure if these EPAS would be useful for
them.

T am still not convinced that EPAs will have the
desired impact here, they seem more like what can
be done at teaching hospitals. I think they may
add more work for overburdened clinicians’ (TG
38yrs female).

However, there was consensus that EPAs should be
explored as a possible way of recognizing competence
/ achievements.

Making CPD relevant to the workplace- Quality improvement
CPD (QI-CPD)

There was a general observation that CPD needed to
assist in improving the quality of practice, with the par-
ticipants reflecting that activities are often not relevant to
their practice area.

T strongly feel that CPD has to help improve me so
that I can help my patients. This isn’t the case with
most CPD activities I have done in the past’ (RM,
40yrs Male)

Twish that CPD could be helping address important
issues I struggle with at my facility rather than just
being another useless academic exercise! (BT, 28yrs
Male)

In planning we looked at approaches to CPD that are
workplace based and have been associated with improved
patient outcomes [24, 31-33]. Several activities were
considered including the development of a learning plan,
quality improvement projects, peer review of patient
charts, the use of a diary and reflective practice. Quality
improvement CPD (QI-CPD) and the use of a diary (see
following section) and reflection were chosen by con-
sensus as ways to ensure that learning is relevant to the
workplace and it had a clear well-developed process.

In the action phase we identified by brainstorming the
needs of practitioners based on their peculiar work envi-
ronment and tailored to patient/clinical outcomes. Then,
short term and long-term educational initiatives were
planned to meet the identified needs. Lastly every practi-
tioner engaged in a quality improvement project, guided
by local objective outcomes and performance data. It
was not possible to compare practice to benchmarks or
peers due to the unavailability of relevant data [23]. Qual-
ity improvement was done through adaptation of the
Plan—Do-study-Act cycles [34]. Two of the projects that
were done as part of the QI initiative are summarised in
Tables 3 and 4.

Making CPD relevant to the workplace-reflective diary
In the observation stage, we noted that practitioners
rarely reflected formally on cases that they were involved



Page 7 of 13

(2023) 23:45

Magwenya and Ross BMC Medical Education

95e9 1B S3l|IUley

pue syuaized sind 1ey ||13s pue abpajmouy
JO [9A] YUIM 91BINSUSWWIOD 92USPYUOD SeH
djay Alpwin sy995

JU3SUOD pauLIojul
a1endoidde suip1qo ‘(asuodsal [UOROWS

sjuaned spiebal pue ‘Bulyew UoisiDap
paleys buljgeus ‘uobiel buipione se yons
INOIABRYSQ paliuad-1uaiied sarensuowad

suoned||dwod abeuew

pue juanaid 03 sda3s el ued pue SMOUY|
ainpacoid ayy

10} S9AIBUIRY[E PUE 'SIY2USQ ‘SHSH ‘SUofIedIp
-Ules3uod ‘suonedipul ‘AbojoisAyd ‘Awoleue
[BIIUSSSD JO Sbpajmouy 1enbape seH

suolnedaid [esIaAluN pue

anbiuya91 211dase Y10q JO 3N 1UISISUOD
SHE\ "dWI1 JSAO SUOISEII0 AUBW UO 2INP3D
-oid swoylad Apoauiod ‘ainpadoid Jo asuew
-lopiad 910j9q uoieledaid A1eSSa0aU SR

suonedljdwod yum diay 1oy sysy

1uaned ay) wolj asuodsal [euon

-OWd Bulsiubodas SaNIYP aAeY Aew
2I1Npadold aY1 U0 PASNI0) USYAA ‘SYSIM
suaned sispisuod pue uobiel Jo 931y
A]1SOW pue |NJ1>9dsal Sie SUOIRSISAUOD)

way) abeuewl 03 s3166N13s ING
SuOeDI|dWOod UOWWOD) JO 3Bbpajmou| seH
sanss| A9 3say1 Jo 1soW saqudsag

paJnbal usym

yoeoudde bundepe ui $3166N115 ‘SI9Y10
JO 159nbaJ J21je Paleniul U)o pue sysel
[EDIURYDRW Se sainpadoid saydeolddy

palayo uaym djay sidecdy ‘2inpasoud

oY1 wioyad 01 s9166n1s Jauonnoeld
UayM 1Ny s,aualied sapoua 1ey) aouapy
-UODISAO0 JO ‘LIOJUIODSIP JO $Sa11S S, 1usl1ed
S9SBAIDUI JBY1 9DUIPYUOD JO 2| B sAe(dsIg

Bupew uoisidap paseys ul lualed sabebua
01 $|1e} 1uai1ed ay1 woiy asuodsal [euon
-OW?a peal 0} 9|geun sanbiuyda} uolediu
-NUWWOD SAI1D34aU] J9Y10 IO UohIe( sasn

9531 JO uonuaaid Jo suoned

-l|dwod jeinpadoid Jo abpsjmouy ‘pariul|
Sey ‘S1y2usq ‘sySH ‘SUOIIBDIPUIRIIUOD ‘SUOH
-eDIpUl 31| SaNSS| A3y puelsiapun 10U s30Q

Apua3sisuoou) anbiuysa) ondase

pue suonedaid [esIdAIUN SIS ‘AjqelRiun
2Inpado.d sa19|dwod ‘palddy

Ajgenep

s12430 10 syuaned 1obuepus

P|NOD 1BY3 SUOIIDE S3%{e) JUSPYUODIIAQ 9DUapYUOd

ainpasoid e bujwiopad a1059q
1Uasu0od a1eudoidde uleIgo o1 sjieq
SaysIm s Ajlwie) pue siuaied spiebasig
‘uonewou|

Pa1I03sIp Siuasaid ‘obenbue
S)eIndoeUl

535 -A[2AI1D2449 21L2IUNWWOD 10U $30( uoneDIUNWIWOD)

sdeb abpsMouy| JO SSaUDIEME JO ¥ DB abpajmouy

anbiuysal 911ua1s MOJ|0} 01 S|1e4 ‘s||1
palinbal syoe

SIS [ea1uyd3L

Juonpead
?|qeisniug ue Joj Jnoiaeyaq paidadxy

sinoineyaq buidojanag

uolde dAIDR4I00 Bbulinbais anoireyag  sapuaadwod Aoy

[0€] 2un1duNnd JeqUIN| 104 Y43 Ue Jo o|dwiex3 g ajqeL



Magwenya and Ross BMC Medical Education (2023) 23:45 Page 8 of 13
R
* | had to do
J
A
¢ | had to talk them through
J
¢ | had to prompt them from time to time )
J
A
* | needed to be there in the room just in case
J
v ¢ | did not need to be there )

Fig. 2 Ottawa entrustment scale [29]

in managing. Part of the reason was lack of training on
reflectivity. We looked at how reflection can become a
regular part of practice and how CPD can play a role in
its formal adoption by practitioners. A consensus was
reached after nominal group method that a reflective
diary is one way to encourage this. The main objections
were related to the time required to complete the reflec-
tive diary.

Of the 10 practitioners, seven completed their reflective
diaries. The first step required them to choose a specific
case which had an impact on their practice or on them
personally. This step was the easiest for all that responded.

“I had so many cases I could think of that have been
pivotal in my career. So, choosing one was not too
difficult” (TG, 38yrs female).

The second step was to share details about their
thoughts, feelings, behaviours and actions. For some,
detailing how a particular case made them feel was a new
experience.

“I found it challenging to write down my feelings
about cases. 1 guess we are taught to dissociate our
personal feelings about cases to keep us as objec-
tive as possible. However, mentioning my thoughts
helped me think more deeply about my experiences
and patient encounters.” (BT, 28yrs Male)

The third step involved formulating learning needs
from their experiences. Most practitioners were able to
link several needs from each case they discussed.

“From my case, I recognized that I needed to know
about managing electrolyte imbalance. I also needed
to know how to deal with stigma around drug
resistant Tuberculosis among the different cadres”
(TG 38yrs female).

The fourth step involved listing the strengths and weak-
nesses of behaviour or action. Many participants felt this
was an eye-opener for them.

“Looking at the strengths and weaknesses of my
behaviour or actions allowed me to critically assess
my actions and forced me to look at them in an
unbiased way” (TD, 25yrs Female)

‘In my daily practice I rarely get time to look back
at cases due to the sheer number of patients I must
see. However, I now appreciate how important it is
for me to reflect on my actions so that I can improve
and where necessary make better decisions next time
(TG,38yrs Female)

The fifth step was to explore other strategies and
approaches. For many this was useful, and they felt it
prepared them for the next time they met with similar
cases.

“In my case I would have preferred more guidance
from specialists for some of the complicated inter-
ventions especially for paediatric patients. However,
the favourable outcome for this particular patient
also prepared me to manage similar cases in the
future” (TG, 38yrs female).
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Table 4 Summary of the quality improvement project ‘prescription audit’

Stage QI-CPD description

Identified needs

1. Complaints from the pharmacy department on the issues of polypharmacy and inappropriate prescriptions

2. No formal prescription audit had been done before
practitioners in Eswatini trained at many different countries, each with own standards of care. Standard treatment guidelines

are not readily used where available
Goals

1. ensure that prescriptions met appropriate general standards (legibility, identifiable prescriber, generic drug name use)

2. comply with Standard treatment guidelines (STGs)
3. review medications and treatment for chronic diseases

4. interaction checking
5.instructions and warnings to patients

Educational initiatives

1. sensitization of all prescribers and pharmacy about the audit and its scope

2. short interactive presentations on prescribing standards (adapted from the World Health Organisations ‘Guide to good

prescribing’) [35]

3. promoting use of the STGs and some short interactive case discussions on management of common cases in the facility

Objective outcomes

1. audit findings (from the audit of prescription scripts) were presented in an open forum to prescribers

2. standard operating procedures for non-compliant prescriptions were developed
3. improvement in documentation including: legibility, use of generic drug names, documenting instructions/warnings to

patients,

4. reduction in the number of drugs per prescription when comparing before and after audit

The last step involved some conclusion of learn-
ing points and making smart specific action plans for
change of practice. Most participants came up with clear
SMART (specific, measurable, achievable, relevant, and
time bound) action plans.

“For my smart action plan, I will be discussing with
the paediatricians at my referral hospitals for them
to provide us with guidance on managing electro-
lyte imbalance in paediatrics. Such a guideline will
be the measurable outcome together with outcomes
once it’s implemented. I am hopeful that this can be
achieved in 2 months” (MN, 27yrs Male)

While allocation of CPD points may be deemed to
be an objective way to measure whether one has par-
ticipated in CPD activities it may not necessarily be the
most effective way especially when it comes to reflective
diaries. The complexities and differences between cases
would make this difficult. There was therefore consensus
among participants that if diaries were to be used, then
certain minimum standards could be put in place. These
could involve for example prescribing a minimum of
two reflective cases per CPD cycle. A CPD cycle (which
can be 2 years for example), being the time to accumu-
late a recommended minimum number of points/cred-
its. There was also a recommendation that this reflective
diary be made into an electronic or web-based applica-
tion for ease of use.

‘Diaries are a significant strain in our busy work
schedules but if they are to be implemented having
them on as app may make it easier for us’ (BT, 28yrs
Male)

Evaluation

One of the greatest challenges faced was capacitat-
ing practitioners about PAR which was a new concept
for them. It did take more time than had been antici-
pated and there still were challenges as some had to
be encouraged repeatedly to voice their ideas and
thoughts. For the authors it was also challenging to try
and be part of the process rather than be the one driv-
ing it. However, the level of teamwork and engagement
with other participants made the experience worth-
while. Choosing a different team member to lead each
of the different sessions helped members get more
involved in the process.

Many of the participants where initially apprehen-
sive about the PAR but were able to realise its potential
in addressing some concerns they had around current
CPD activities in Eswatini.

“The work before us was scary, looked insurmount-
able, but the process we followed was able to help
us make significant progress in getting our thoughts
known” (RM, 40yrs Male)

For a lot of others, they gained some skills which they
felt would help them in their practice.

T had so much to learn, so many new words and
ways of thinking’ (MN, 27yrs Male)

If anything was achieved in this project it was to
open my eyes to look at myself and see the many
ways I could improve’ (LN, 36yrs Female).

The majority also felt that a lot of work was needed to
investigate practicalities of these interventions we had
suggested above.



Magwenya and Ross BMC Medical Education (2023) 23:45

“This project is just the beginning. We hope for
more opportunities to further explore how we can
improve ourselves as in doing so our patients will
benefit the most’ (MM, 44yrs male)

Discussion

Participatory action research represents a significant
change in the way that healthcare research can be done.
However, it is a useful methodology to explore our cur-
rent topic. To a large extent the process was effective,
mainly due to the enthusiasm of participants and their
willingness to participate. The greatest challenge was to
equip all participants with enough knowledge about PAR
so that the group discussions would not be dominated
by a few individuals. It was also difficult for participants
to use the diary (both in terms of time constraints and it
being a new concept for some), and the reflective prac-
tice was relatively new for almost all of us. We had hoped
for answers to our questions but ultimately realized that
there were many things that still needed further investi-
gation using perhaps other methodologies as well. How-
ever, there was clarity on several issues.

A structured CPD model (policy development)

CPD is an important part of equipping practitioners with
the skills and knowledge to meet the challenges they
encounter in their daily practice. Literature highlights
that the quality and quantity of the CPD activities under-
taken also has a correlation with the quality of profes-
sional practice [36, 37]. There are many models of CPD
that can be developed and implemented in Eswatini, and
any such model needs to be of appropriate quality for it
to have meaningful impact. The chosen model needs to
involve practitioners with some understanding of the
local practice environment and be grounded in the work-
place, while also being integrated into the health system
[38]. The CPD model should also be based on adult learn-
ing principles and be oriented to patient outcomes [38].
This can be achieved by putting in place a well drafted
CPD policy which considers all the contributions of
stakeholders.

Recognition of achievements (EPAs as an example)

Entrustable professional activities (EPAs) are specific
units of professional practice which, can be entrusted
to an adequately competent individual (professional).
They are a relevant consideration for inclusion in the
CPD model as they can be made to be appropriate to the
duties of practitioners and they can potentially be use-
ful in improving patient outcomes by ensuring a stand-
ard level of performing certain task is maintained [39].
They also provide documented evidence of competence
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to perform a specific activity which has been shown to be
a motivation factor for engaging in CPD [4, 25]. Indeed,
EPAs should be suitable for credentialing, that is estab-
lishing the level of skill for a professional and assessing
their legitimacy [26]. In Eswatini they can be developed
nationally by specialists working with other experi-
enced medical practitioners for each core competency
required of a practicing medical officer [25]. To simplify
the documentation and entrustment-decision making of
developed EPAs, they can be added to an electronic port-
folio [27]. In each facility, specialists or other experienced
medical practitioners with sufficient training in each EPA
can be responsible for assessments of competence using a
scale like the one described in Table 2 in the results sec-
tion and earn some CPD credits for their supervisory
work [29]. The more skills the doctor masters the more
completed EPAs they can have, and these can be rec-
ognised for CPD, or even in a notching scale for career
advancement as an additional incentive [4].

CPD relevant to the workplace (quality improvement

and reflective diaries)

QI-CPD is a type of CPD that incorporates quality
improvement into the assessment of current practice. It is
an active process that encourages practitioners to meas-
ure practice metrics, compare these to peer feedback
or benchmarks (where possible) and develop relevant,
measurable action plans to improve practice [24]. Some
of the recognised barriers to its implementation include
lack of adequate training among healthcare practitioners,
time constraints, and lack of incentives [24]. It is a via-
ble method of CPD to use in the country as it aligns well
with adult learning principles, as, according to Knowles
(1985), adults want to be involved in planning and evalu-
ation of their learning activities and prefer those learn-
ing activities that are most relevant to them and impact
on their work [11]. In the case of QI-CPD practitioners
identify their own learning needs and area of improve-
ment and the learning process is directed at solving the
identified problem with the aim of improving patient
outcomes. By allowing quality improvement projects to
count towards CPD credits, practitioners may feel moti-
vated to participate in them [23]. As a recommendation,
templates can be made available for easy completion.
This would simplify the process of documenting the QI-
CPD and of sending it forward for assessment.

The reflective diary is another useful CPD activity to
consider in Eswatini. It is based on reflective practice,
and an acknowledgement that reflection and feedback
can be used as tools to develop not only knowledge but
also skills [40, 41]. It is known that workplace learning
can be enhanced through reflecting on experiences at
work [24]. A key part in reflective practice is personalized
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and objective feedback, which must be provided for each
reflective case sent for it to be effective [37]. Such feed-
back can utilise mentors, who can be specialists in the
field and offer guidance and support or senior medical
officers working in the facility [37]. Providing protected
time for completion of reflective cases and making doc-
umenting these cases online/electronically has been
shown to assist with improving compliance rates [37].
Using a validated framework such as Kirkpatrick’s learn-
ing evaluation (which is used for undergraduate learning)
can be useful in evaluating the effectiveness of reflective
activities [37].

Limitations

The study findings cannot be generalised due to the small
sample size and non-probability sampling of 10 general
practitioners working in two Government hospitals in
Eswatini. This means that potentially valuable contribu-
tions from those in private practice were not obtained.
There is a risk of bias due to the dual role of first author as
researcher and participant even though the authors did
incorporate methods to promote rigor. Additionally, PAR
as a research methodology was new for all our partici-
pants, as such there were a number who were not entirely
comfortable with the approach even after the conscienti-
zation sessions, and this may have affected their partici-
pation. However, the points raised by participants are a
useful indicator of the views and experiences of the par-
ticipants on issues that affect practitioners undertaking
CPD in Eswatini and are an important part of developing
evidence-based advocacy for practitioners needs in as far
as CPD is concerned.

Conclusions

There are many options for CPD that can be used in
Eswatini. The important consideration is involvement of
local practitioners, ensuring use of adult learning princi-
ples, and using methods that allow evaluation and change
to be implemented. It is encouraging to note that some of
the recommendations from the policy development stage
are being implemented with the EMDC-CPD committee
now in place and it has made a written commitment to
engage positively with practitioners. Further dissemina-
tion of the findings is in the process. The EPAs, reflective
diaries and QI-CPD described are some potential forms
that a CPD model can take as each meet most of the cri-
teria for a suitable model. The study used a small group
and focused on a few areas of CPD, many other aspects
could be added to those suggested. Therefore, more
research will still be needed to evaluate each of these in
greater detail and their acceptability to the practitioners.
Evaluation of CPD activities being currently provided in
the country is also requires further study.
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