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ABSTRACT

Members of the public expect practicing medicakptianers to be competent. They
expect poorly performing medical practitioners ® identified and either helped or
removed from practice. Competence and performaassessment of individual
medical practitioner is crucial for life-long leamg and quality of care. Policymakers
and the Health Professions Council of Namibia (HRCKhould have good insights
into the strengths and weaknesses of the metha@islale. The aim of this study was
to describe the perceptions of stakeholders, namiegical and Dental Council of
Namibia (MDCNA) members as well as state and peivatedical practitioners,
regarding the introduction of competence and peréorce assessment of medical
practitioners in Namibia and to compare their viewsrder to gain insights into their
views, with a view of implementing competence amfgrmance assessment of a

medical practitioners programme which might consedjy improve quality services.

The study followed a quantitative research appraasihg a descriptive design. A
survey method using questionnaires was appliedegpanse rate of 66.0% was
obtained. Data analysis, that included identifyargl comparing the perceptions of
different stakeholders regarding the introductidnaocompetence and performance
assessment of medical practitioners, was done USK$BS. The target population
included all MDCNA members, as well as state andape medical practitioners in
Windhoek. The findings were that the majority of INA and private medical
practitioners, respectively, believe it is very @ggary to introduce a competence and

performance assessment of medical practitionekamibia.

Xii
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Their responses are comparable and consistent tiétlresponses provided by the
state medical practitioners. The study further a¢ae that the majority of MDCNA
and private medical practitioners believe that ititeoduction of a competence and
performance assessment of medical practitionerdNamibia could significantly
improve quality health-care services. Their regesnare comparable and consistent
with the responses provided by the state mediaadtipioners. Recommendations are

proposed based on the results of the study.
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CHAPTER 1

BACKGROUND TO THE RESEARCH

1.1 Introduction to the study

This chapter provides an overview of research utadem. It also covers the
study which was conducted to identify and desqodeeptions of stakeholders
regarding the introduction of a competence andoperdnce assessment of medical
practitioners in Namibialhe study’s broad aims are to compare perceptibns o
stakeholders and make recommendations directealpaoving quality services. A
brief background to the research problem and obgxbf the study are presented.
Competence and performance assessment of medacditioners is discussed and
contextualised.
1.2 Research background

It is generally accepted that medical practitioreesregarded as being
competent to start working with patients immedaatdter obtaining their medical
gualifications (Rethans, Norcini, Baro’n-Maidona@backmore, Jolly, LacDuca,
Lew, Page & Southgate, 2002). It has been assunaedhtey will remain competent
throughout their professional careers by takinggrasluate courses, for example. In
addition, day-to-day problems experienced in cihractice, as well as knowledge
gained, should provide sufficient opportunitiegt@mble them to maintain clinical
competency to ensure that they remain fit to pcactinitial certification was also
considered sufficient to guarantee quality forendére professional life of a medical
practitioner. However, ongoing advances in mediomean knowledge becomes

outdated very fast. The consensus nowadays i tisato longer adequate to assume
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that medical practitioners would themselves ensukeep abreast with the latest
medical advances (Brennan, Horwitz, Duffy, CasSelpde & Lipner, 2004).

To reflect these changes in practice, it is necgsbat medical practitioners
update their competences continuously to perfortmahly (Davis & Harden, 2003).
There needs to be regular assessment of their dailgal practice to inform them
about their performance. Several studies have shiatrthere are differences
between what medical practitioners can do in cdletidiigh stakes situations and
what they really do in actual practice. In the @diStates of America (USA), the
Accreditation Council for Graduate Medical Educatand the American Board of
Specialities has identified the core competen@e$JSA medical practitioners. This
is also done by the Royal College of Physicians@ingjeons of Canada for Canadian
medical practitioners (Accreditation Council for&d@uate Medical Education and
American Board of Medical Specialties, 2000). Theuks of these essential
competencies involves delivering quality care #hdaends beyond medical knowledge
and clinical expertise, communication skills, cbeation, and professionalism. These
competencies need to be maintained throughout mlgoliactitioners’ careers.

In the United Kingdom (UK), the General Medical @au (GMC) proposed
that medical practitioners should undergo a prooéssvalidation, in which medical
practitioners on the GMC register secure a comiglicence to practise on the
grounds that they have demonstrated that theymte date and fit to practice
medicine. Medical practitioners on the GMC registere first issued with licences in
2009. A study done by De Vries, Sanderson, JarghinRvich, Archontakis, Ismail,
Klautzer, Marjanovic, Patruni, Puri, and Tiesse®0@) revealed that GMC undertook
performance assessments of medical practitionenstathom concern had been

raised. The UK GMC conducts assessments to s@sly that a medical practitioner
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is meeting standards that can reasonably be expettaedical practitioners
practicing in that medical discipline.

In the same study it was revealed that countrigsh as Egypt, South Africa,
and Spain, were developing proposals for competandgerformance assessment
systems and were considering implementing quatisyieance programmes designed
to ensure the continuing competence of their réggemembers. Given this trend in
other countries it is important for the Medical d»ental Council of Namibia
(MDCNA) to implement quality assurance programneesrisure that medical
practitioners’ competencies are on par with sisggulatory bodies. Such programmes
in Namibia could help reduce the public outcry altbe quality of clinical care in
government hospitals. For example, it was repdiethe President Commission of
Inquiry that poor quality clinical care in publio$pitals was due to incompetent
medical practitioners (Mtambanengwe, Maganu & Kei&013).

Disconcerting findings relating to poor quality\@ee delivery in Namibia
were reported in a study by Awases (2006). Theystogtered factors affecting poor
performance among nurses. The findings were th&bpeance is poor due to aspects
related to knowledge and skills base as well asetlaspects related to performance
and building of knowledge and expertise. From tHegbngs it can be inferred that
the above mentioned factors might also be commamngmmedical practitioners.

In Canada assessing medical practitioners’ perfocmas established by
regulatory authorities and speciality. Each progihas its own regulatory body called
the College of Physicians and Surgeons which isletgd to monitor doctors’
performance. Since 1972, the College of PhysicarasSurgeons of Ontario assessed
doctors every five years with a clinical audit. Aledical practitioners who turned 70

years of age in a given year are automaticallycsedefor assessment, and the program
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assesses a random selection of doctors withinfeppcactice and speciality areas
(Dauphine, 1999).

In the Republic of Namibia the MDCNA's statutoryigpas outline in the
Medical and Dental Act No. 10 of 2004, is to protibe public through regulated
standard and practice by promoting and better emghigh standards of professional
conduct and professional education, training andpmience among registered
medical practitioners. The MDCNA Act (No 10, 20@itlines procedures related to
registration which involves, amongst others, oratgegistration evaluation with the
aim of determining professional knowledge, skilgl @ompetence (Republic of
Namibia, 2004). Unfortunately the MDCNA does notéan established programme
and procedure to assess medical practitioners vayolrave problems with loss of
competence or acceptable professional conducgganst whom allegations of
deficient performance have been made. Such progesnane needed to ascertain
whether medical practitioners are competent totmam order to maintain public
confidence in the medical profession and to reasswembers of the public that
practicing incompetent and poorly performing mebpractitioners are identified and
either helped or removed from practice.

It was reported on the President Commission ofigdhereatfter the
Commission) (Mtambanengves al., 2013) that one of the identified factors affiegti
poor performance among medical practitioners wésoaisation to practise medical
profession in the state without being registeredheyMDCNA as medical
practitioners. It is disconcerting to note thatidgra number of consultations, and in
written submissions as well as during public heggjrihe complaint was raised that
the system of authorisation is open to abuse: Uifigagpersons might be authorised

to practise when in fact they should not.
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Affidavits submitted to the Commission revealed thaumber of cases of
persons from Kenya, Nigeria, and Democratic Repuiflthe Congo (DRC) who
were authorised to practise as medical practit®apparently without consultation
with the MDCNA. These persons were later foundeéa@bmpletely unsuitable to
practise because they either obtained the Minstaithorisation fraudulently or they
did not provide the required documentation or thigynot comply with other
requirements of the Medical and Dental Act (No01@004). A number of such
'medical practitioners’ were discharged from thélpmemployment by the Public
Service Commission (Mtambanengeteal, 2013).

With the above stated findings it is importantiee MDCNA to introduce
competence and performance assessment of medacaitipners to identify
unsuitable practitioners. A remedial programme $&hbe incorporated to improve the
quality of clinical care.

This study focuses on identifying and describingeeptions of stakeholders
regarding the introduction of a competence andoperénce assessment of medical
practitioners in Namibia. The study compares thenceptions and makes
recommendations directed at improving quality smvi

Competence and performance assessment of medacditioners has not yet
been examined in Namibia. In fact, this subjest i@t previously been thoroughly
studied in Africa. There is a need to seek evidemt competence and performance
assessment of medical practitioners, and find waysonitor competence and
performance of medical practitioners in order tpiave their performance as well as

quality service delivery.
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1.3 Problem statement

There is no requirement for revalidation as weltaspetence and
performance assessment of medical practitionekamibia. The Medical and Dental
Act No 10 of 2004 does not make provision for mabpractitioners’ revalidation.
This lack of revalidation, as well as lack of congree and performance assessment
of medical practitioners, could compromise the myaif patient care. Patient safety
could be at risk hence the vision of the MDCNA aftecting the public is possibly
not been realised.

For example, the Commission’s inquiry team fourat tuality of patient care
in public health facilities was generally descrilidthe public, and health
professionals, to be below acceptable standards.obtihe complaints raised in
relation to poor quality patient care was that soneglical practitioners do not carry
out physical examination before prescribing medicet (Mtambanengwet al.,

2013).

The issues of competence and performance assessimeatlical practitioners
are not adequately addressed in Namibia. It isetbex deemed necessary to undertake
a study to obtain evidence to guide the MDCNA atietostakeholders to develop
strategies for improving the competence and perdoca of the medical practitioners.
It is also necessary to have a broader view fromONB members, as well as state
and private medical practitioners on issues rajatinthe introduction of competence
and performance assessment of medical practitiaviéisa view of introducing a
competence and performance assessment of registedidal practitioners every five
years.

The above background motivated the researcherstwwearthe following

research questions.
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1.4  Research question
What are the perceptions of different stakeholdegarding the introduction of
competence and performance assessment of medacditipners in Namibia?
1.4.1 Sub-questions
a) What are the perceptions of different stakehrsldéout the introduction
of competence and performance assessment of medacditioners in
Namibia?
b) What is the best practice around the world@ngetence and
performance assessment of medical practitioners?
c) What assessment strategies could be used torde¢emedical
practitioners’ competence and performance?
d) What are the challenges with introducing competeand performance
assessment?
15 Research objectives
The objectives of this study are:
1. To identify the perceptions of different stakleleos regarding introducing
competence and performance assessment of medacaitipners in
Namibia.
2. Toidentify best practices around the worldlmecompetence and
performance assessment of medical practitioners.
3. To compare the perceptions of different stakadnsl regarding the
introduction of competence and performance assegsshenedical

practitioners in Namibia.
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4. To describe the challenges that might be expes@ in introducing
competence and performance assessment of medacditipners in
Namibia.

5. Make fairly recommendations directing at imprayguality services.
1.6 Motivation for the study

The purpose of this study is to describe the pé¢imep of stakeholders,
namely, MDCNA members, state and private medicatfitroners, regarding the
introduction of competence and performance assegsrmémedical practitioners in
Namibia and to compare their views and gain insightio such views, in order to
address the implementation of a competence andrpehce assessment of medical
practitioners programme in the country which migbihsequently improve quality
services.

1.7 Research design and methodology

According to Babbie and Mouton (2001), “a reseatekign addresses the
planning of a scientific enquiry” (p.72). A resdaesign focuses on the end product
and the logic of the research. In other wordsis“a plan of how a researcher intends
to conduct the research, which includes the evieléimat is necessary to address the
research question adequately” (Babbie & Mouton 12@056). Research
methodology refers to the process and the stefieiresearch process (Babbie &
Mouton, 2001, p.56).

The researcher conducted this study using a gatiwéitapproach based on
positivism. The quantitative approach helped tlseaecher to objectively measure the
responses of the MDCNA members and medical practts. It enabled him to
describe the perceptions of different stakeholdBCNA, state and private medical

practitioners) regarding the introduction of congmete and performance assessment
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of medical practitioners in Namibia, and to comphegr views to gain insights into
such views which might consequently improve qua#yvices.

This brief discussion of research design and metlogy is discussed in detail
in Chapter 3 of this thesis.

1.7.1 Research design

A guantitative descriptive study was used by tlseaecher. Reasons’ being it
is an excellent vehicle to identify and describe plerceptions of different
stakeholders regarding the introduction of compsteand performance assessment of
medical practitioners in Namibia and to comparérthiews in order to gain insights
into such views which might consequently improvaldy services. It is also the best
method available to collect original data to ddsetihe characteristics of this large
research population, which is too large to obsemexctly. A major advantage of using
a quantitative approach is that the data can beatetl from the participants in their
natural setting, for example in their workplace.

1.7.2 The target population

The target population studied during this surveyg tiee MDCNA members,
state medical practitioners that work in two maiblc hospitals in Windhoek, and
private medical practitioners that work in privatinsulting rooms/surgeries. This
study was conducted in Windhoek, Namibia becausentere the majority of
MDCNA members, and state and private medical, aneentrated. The Ministry of
Health and Social Services (MOHSS) staff establetnestimated that there are at
least 140 posts for state medical practitionerkimgrat the Intermediate Hospital
Katutura (IHK), and Windhoek Central Hospital (WCHut only 100 posts are filled.
Out of these100 posts there were 30 medical pi@otits on special study or annual

leave (MOHSS, 2013). There are at least 558 privegdical practitioners in Namibia
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(MOHSS, 2008), but the exact population of privaedical practitioners in
Windhoek is unknown. The population of private noadlpractitioners, which is
classified as known and accessible, is 37. Thad@MDCNA members in
Windhoek.

1.7.3 Sampling

Babbie and Mouton (2001) define sampling “as a @se®f selecting
observations” (p.164). The purpose of samplingisdlect a set of elements from a
population in such a way that descriptions of thelsenents accurately portray the
characteristics of the total population from whibk elements were selected. “Taking
a subset of the population to participate in tls2aech enabled the researcher to state
clearly that the sample was representative of tpaifation” (Babbie & Mouton, 2001,
p.164; De Vos, Strydom, Fouché, Poggenpoel & Soki2000, p.190; Neumann,
2000, p.265; Seaman, 1987, p.234).

Stratified random sampling was used because tloy gtopulation is
composed of various clearly recognisable, non-aypgihg subpopulations that differ
from one another in terms of specific variable.

1.7.4 The sample size

A sample of a 100 state medical practitioners wasvd from two main public
hospitals in Windhoek. Twenty-five potential paig@nts working in the Windhoek
Central Hospital and Intermediate Hospital Katutieae selected from the 100
medical practitioners (MOHSS, 2013). The staff lelsshment of 2013 indicates there
were 100 posts filled. A sample of 37 private mabpractitioners was drawn from a
known and accessible population working in Windhdeight MDCNA members

were drawn from the 10 members who are Windhoakleats.

10
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1.7.5 Data generation and collection

The data was collected using self-administeredtopresires. The
guestionnaires were designed from the informatained from the literature search.

1.7.5.1 Questionnaire

A self-administered questionnaire was consideredihst appropriate data
collection instrument for this research. It wasteffective as regards the amount of
money and the time, and the data to be collectedn§ements were made with the
hospital superintendents and directors for privagelical centers to distribute
guestionnaires to the medical practitioners. Aksgfionnaires for private medical

practitioners and MDCNA members were handed tag¢bpondents ‘receptionists.

The questionnaire was designed to obtain demograjatta of the respondents;

their perceptions regarding the introduction of tbenpetence and performance
assessment of medical practitioners; issues suwtiogmuality improvement;
challenges of the introduction of a competencemartbrmance assessment; and
factors that affect professional performances.

1.7.6 Data analysis

The data was analysed using quantitative data sisatyethods. The raw
guantitative data was first coded and then analyset a soft-ware progra8PSS.
1.8 Thesis outline

Chapter 1describes the relevance of this researttetfield of quality
assurance, the research problem, objectives,icktrdn of concepts with related
literature review, research design and methodolagg,ethical considerations.

Chapter 2 contains a discussion of the variousejas¢their relevance to the
research problem, and the context in which theystues conducted. Included in this

chapter is a review of previous and relevant reseindings in this field.

11
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Chapter 3focuses on the methodology and the rdsdasign of this research.
It includes the selection of the sample of theip@nts, data collection methods, and
a plan to organize and analyze the data.

Chapter4presents the result of the research.

Chapter 5 focuses on the discussion of the reantighe literature review.

Chapter6focuses on the summary of key findingsctimelusion reached and
recommendations made.
1.9  The significance of the study

This study is relevant and significant as insigft DCNA members, and
state and private medical practitioners views tbitucing competence and
performance assessment of medical practitionensl @ssist to generate valuable
inputs for amendment of the Medical and Dental Rat10 of 2004 as well as
hypothetical baselines for future researches irateas of quality assurance of
medical practitioners in the country.
1.10 Summary

This chapter briefly outlined the need for perfono@and competence
assessment of medical practitioners by the regyldadies in order to identify
incompetent medical practitioners in order to dghism, and to protect the public
from unsuitable medical practitioners as well apriove quality service delivery. The
problem statement, research objectives, motivaifdhe study, research methodology
and significance of the study were also describ&é. next chapter covers the

literature review.

12
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CHAPTER 2
LITERATURE REVIEW

2.1 Introduction

This chapter covers a literature review on the ceteice and performance
assessment of medical practitioners and how ittsfguality service delivery. The
researcher conducted an extensive literature regresoncepts such as competence,
competence and performance/workplace assessmsessasent strategies, best
practices, factors affecting professional perforogamuality improvement, and the
challenges for introducing competence and perfoom@assessment of medical
practitioners.
2.2 Sub-headings by key concepts

In this section the following concepts are discdssempetence, assessment of
competence and professional performance, praatidevark assessment, quality
assurance, assessment strategies, quality improxebast practices and challenges.
The discussion of these key concepts serves tdafeagheoretical framework to help
the researcher to get a clearer understandingofriglationship to the research
problem.

2.2.1 Competence

The literature describes three main approachesroeptualising competence
(Hanley & Higgins, 2005).

Behaviouristic: a task-based approach that depends on direct @lbeerof
performance. This approach has been criticisedh@masis that it ignores the role of
professional judgement in intelligent performannd does not allow for the

development of problem solving or critical thinkindedical practitioners must not
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only possess knowledge, skills, and attitudes ewige quality care, but they must
also demonstrate competence when they evaluateeatidheir patients.

Generic: this identifies the general attributes that areiauo effective
performance, focusing on transferable attributet st knowledge and critical
thinking; this transferability of generic skillsagross different situations.

Holistic: this brings together a range of attributes inclgdinowledge,
attitudes, values and skills to meet the needsvafiaty of clinical situations. In the
literature there is a degree of confusion aboutp=ience-based assessments. This
confusion is mainly caused by using the terms ‘cetapce’ and ‘competency’
interchangeably. Further, many authors distingbistaveen the assessment of
performance and the assessment of competence (R2@). Hence by this
inference all assessments of competence are assgssinperformance, and there
should be no distinction between these two. Thigugion could be easily resolved by
understanding the correct meanings of each of tteeses and using them
appropriately.

Competence has become an important concept in htesaanrce development
and education during recent decades (Mulder, 20018 .concept of competence is
defined and interpreted in a multiple ways, botloagdifferent scientific fields and
even within a single one. There is still a laclkaghorough conceptual framework
including an operational (Delamare, De Leist & Vémon, 2005; Esteves, 2009).

The most common definition of professional compeyamsed today is that of
Epstein and Hundert (2002) who define it as thetbhaband judicious use of
communication, knowledge, technical skills, clinicgasoning, emotions, values, and
reflection in daily practice for the benefit of timelividual and community being

served. Maintenance of professional competencdfisi@ng process, and is motivated



The Introduction of Competence & Performance Assess of Medical Practitioners 15

by a number of factors, including curiosity, seléntified gaps in knowledge, and the
desire to provide the very best care to patients.

Bhatti and Cummings (2007) have also defined coampet as an ability to
successfully apply professional knowledge, skitid attitudes to new situations as
well as familiar ones. Eraut (2008) explains th@anhpetence usually refers to a
person’s underlying characteristics or overall céyahat is causally related to job
performance. According to Taatila (2004) anothé&teel term that is close to the term
competence is performance. Stobinskin (2008) nbstscompetence is one
determinant of performance and that the relatignshnot direct. Other factors, such
as the work setting, time, and motivation, alsoehamajor role in determining
performance.

A definition by Cheneliere (2006) states that cotapee is the ability to solve
ambiguous and undefined problems, tolerance agaitsrtainty and take decisions
although there is limited information. Real competeis evident in unusual
situations. Competence consists in the abilityhaiveing cognitive flexibility and
adaptation ability when we face new situations pagicular area, more than a series
of answers to a foreseeable group of stimuli (Cherss 2006).

From the above stated definitions of competencantbe argued that the
competence acquisition does not represent a surcisslf, but the acquisition of the
learning habit through the professional life asdagssessment have a fundamental role
when helping medical practitioners to identify theeeds of learning.

It could also be observed from the above stateiitiehs that it is
problematic to develop a common definition of cotepey including the difficulty in
creating a standard for competency assessmenhameéd to decide what

competencies all practicing medical practitionetstibe able to demonstrate and
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whether these should be general or fundamentas. i$hn line with study done by
Allen, Lauchner, Bridges, Francis-Johnson, McBaded Olivarez (2008) that found
out that other barriers to developing a commonnitein of continuing competency
include the difficulty in creating a standard famgpetency evaluation and the need to
decide what competencies all practising registatgdes must be able to demonstrate
and whether these should be general or fundaméntaphy, Bruce, Mercer and Eva
(2009) also highlighted the problem of lack of dstence in defining competence and
performance in their studies.

There are several important aspects of medicatipoaxers’ competence that
deserve special emphasis. Firstly, medical praogtis’ competence is inherently
peer-driven. Requirements and standards for compet®und in training programme
accreditation, board certification and maintenamfogertification, patient care practice
guidelines, credentialing, licensing, and peerewyiare all developed and
administered by special committees of medical graner peers (Sepucha, Fowler &
Mulley, 2004). Secondly, medical practitioners’ quetence is in part patient-
determined. In the era of patient advocacy aneéptatientred care, the assessment of
a medical practitioner’s competence is incompleataaut considering the opinions of
patients served by that medical practitioner (Skpetal, 2004). Thirdly, medical
practitioners’ competence is constantly evolvinge Basic knowledge, skills,
attitudes, and behaviours for competence mustaéssity change with new
discoveries, technologies, health care systemtsteiand social mandates (Berwick
& Finkelstein, 2010). Finally, medical practitiosecompetence is a continuous
process. Partly because of the evolving natur@oipetence, medical practitioners
cannot maintain those abilities without ongoingiation to their knowledge and skills

(Kirch, 2010).
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2.2.2 Assessment of competence and professionalfpemance

Assessment of professional competence involvepribheess to determine the
knowledge, skills, abilities, and performance lsvafl students or candidates for
graduation, licensure, or certification (Kramerbilo, Andrieu, Hendricson, Henson
& Horn, 2009). In order to measure competence,masels to be able to evaluate the
knowledge, skills, and abilities represented bysébehaviours in the actual practice
setting. Therefore one can conclude that lack dbpmance and competence
assessment of medical practitioners could compm®uusility care delivery.

The most important issue in assessment is to balldity. Many experts
suggest that validity is in fact a matter of climdpinigher on the pyramid (Van der
Vleuten & Schuwirth, 2005). What this means is #egessing what medical
practitioners do in a real life setting is liketylbe more valid and, therefore, a better
predictor of future performance compared with as®est in a controlled situation.
However, assessment of competence of medical poaetrs by examination is
inherently problematic. There are real differenoesveen what medical practitioners
do in controlled assessment situations and théuahperformance in professional
practice.

In contrast there is some criticism of publishethpetence-based assessments.
There is a range of views cautioning against tleealigeneric domains of clinical
competence that do not take account of the spemfitext and skills required to
practice in a specialist environment (McGrath, Faxing, Moxham, Anastasi,
Gorman &Tollefson, 2006). Other criticism includése lack of a systematic
approach to incorporating specific competencies aorricula; questions about the
methodology used to develop competencies; and casmitieat measurement of

competence is a form of regulation that may betiimgi(McGrathet al, 2006). These
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criticisms could be addressed by introducing aesgsatic approach to assess
competencies and performance assessment.

Although many forms of assessment can be usediw almedical
practitioner’s knowledge or competence, there idence that competence does not
reliably predict performance in clinical practidgethanset al, 2002). Evidence from
several studies found that that there are a nuwit@rbstantial problems with
assessment of outcomes, and there is often nataeiiof thresholds of acceptable
care (Landon, Normand, Blumental & Daley, 2003fdrili, Mohammed, Spieglhalter
& Thomson, 2004; Norcin, 2003).

Lilford et al (2004) further found there is also a risk thahparative
measures, such as morbidity and mortality, canviee-imterpreted which can lead to
ill-considered performance management programmeéshvelivert attention from
genuine improvement strategies to superficial smhst

2.2.3 Practice and work assessment

Workplace based assessment refers to the assessndantto-day practices
undertaken in the working environment or more synplorkplace based assessment
is an assessment of what medical practitionersaligtdo in practice (Swanwick &
Chana,2009). It is the quantitative assessmeneiddpnance based on rates at which
patients of medical practitioners experience certaitcomes of care/or the rates at
which medical practitioners adhere to evidence-th@secess of care during practice
(Landonet al, 2003).

The main value of workplace based assessmentatithiey provide immediate
feedback. The information acquired during a workplbased assessment can also
provide evidence of progression of medical pramtigrs and therefore contributes

evidence suitable for recording in their learnimmgtfolio. This can then be compared
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to the agreed outcomes set by the assessor andahedictitioner in the competence
and performance agreement. It is essential that dsgessor and medical practitioner
are aware that both feedback and assessment ofmpearice contribute to their growth
of evidence, and are simultaneously taking placendworkplace based assessment.
Workplace based assessment approaches atefigative if they integrate
formative and summative evaluations, as these ataatty informative processes
(Kaslowet al, 2004; Roberts, Borden & Christiansen, 2005)nfaiive assessment
refers to an ongoing, developmentally informed psscof competence assessment,
and direct and thoughtful feedback during trairamgl throughout professional
development to ensure the attainment of higheddesecompetence through learning
and performance improvement. Summative assessmstre term used to depict an
end-point or outcome measurement, such as degnéera, completion of internship
or postdoctoral fellowship training, licensure baard certification. Summative
feedback also should result in the enhancemerdrapetence. Both formative and
summative assessments of competence should focstsemgths, relative weaknesses,
and areas of competence problems (below the minithueshold for a particular
developmental stage in a given competency domadlomrains). This information
should guide education and training plans and reatied efforts in ways that are
useful to the person being evaluated. Often viemgesgleparate processes, formative
and summative evaluation, respectively interaet aontinuing sequence of
assessments at various points in summative wayprande information for self-
improvements for formative actions (Prescott, NairdiicKinlay & Rennie, 2002).
Summative evaluations are most effective if thera formative component (Weber,

2000).
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2.2.4 Quality assurance and workplace based assessm

Workplace based assessment should comply with tgalprinciples of
guality management (QM) and quality assurancedhatmight expect in any
assessment. However, the position of workplacedassessment is somewhat
different. This is not to say it should not be dgyainanaged but because of its nature
there are issues concerning its best use. Thistrheggeummarized as being an
assessment methodology that has demonstrably higtity, whilst being more
challenging in terms of its reliability. Howeven, practice the evidence is that some
workplace based assessments have very reasonkdibdite.

The work of Norciniet al(2003) work has demonstrated that mini-CEX can
have acceptable reliability with six to ten sepafait similar assessments based on
95% Cls using general ability. They emphasize #wdrito re-examine measurement
characteristics in different settings and the feedampling across assessors and
clinical problems on which the assessments aredbd$e use of the 95% CI
emphasizes the need for more interactions wheferpgnce is borderline in order to
establish whether the trainee is performing sabelyot. It is very important that the
assessors are trained. Holmboe, Hawkins and HOO#)2lescribed a training method
which was in practice very simple in that it cotsisof less than one day of intensive
training.

2.2.5 Assessment strategies

There are several known assessment strategiesrfggetence and
performance assessment of medical practitionerseXxample, multi-source feedback
(MSF): feedback from peers, co-workers, patientgctl observation and self-

assessment.
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a) Multi-source feedback (MSF): feedback from peer, cavorkers and

patients

Since the ability to self-assess has shown torbeld means there is a need
for external assessments (Davis, Mazmanian, Foftspe & Perrier, 2006).
Reliable, valid, feasible and effective measuregasformance are vital to support
these efforts.

The first step includes a combination of methodassess professional
performance in a number of domains which encompalss$ and reliable instruments.
Literature on performance assessment shows that¢bgporation of information
from multiple source and various occasions is dg&den order to evaluate a complex
construct such as medical practitioner performgNea der Vleuten & Schuwirth,
2005).

The second step implies that the information ga&ithén step one is being
processed to the medial practitioner involved dmslis also called effective and
acceptable feedback content and delivery. Sevevaéws have established broad
agreement on characteristics of feedback conteking@ most effective (Hattie &
Timperley, 2007). Feedback should focus on tastopaance and should not contain
any judgements about the character of the recipiemthermore, feedback should be
clear and specific. Feedback delivery implies tlag ¥eedback is offered to the
medical practitioners being assessed. This carobing a feedback report after the
assessment or interactive feedback, such as disnasturing assessments.

External assessments are now well established/alidation programmes in
the UK and Canada (Dauphine, 2005). In the past thas been disagreement as to

whether revalidation should aim to enhance profesdidevelopment or to weed out
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those who are unfit to practice (Norcini, 2005)eTdurrent consensus is that
revalidation should do both (Irvine, 2005).

Research by Sargeagttal (2008) has shown that 360-degree (multi source
feedback) can be instrumental in improving perfarogg but its impact may be
impaired by a medical practitioner's emotional téats to negative evaluations.

Moreover, increased awareness of weakness is fteanough to induce
behavioural change. The literature however suggdkatperformance improvement
can be enhanced by a facilitator who delivers feekland by stimulating medical
practitioners to reflect on feedback (Sargesrdl, 2008).

The above stated findings are in line with evidepieluced by a systematic
review (studies related to prescribing, referralsdiagnosis, management of common
conditions) on assessment and feedback on medmetitpners’ clinical performance
which reveal that feedback can change performamemverovided systematically
over multiple years by authoritative, credible sms: The effects of formal
assessment and feedback on medical practitionerfmmance are influenced by the
source and duration of feedback (Jamtvedt, Youmgtétfersen, O’Brien, & Oxman,
2006; Rowan, Hogg, Martin & Vilis, 2006; VeloskipBx, Grasberger, Evans &
Wolfson, 2006).

Credible provisions of feedback from assessoraimée will enable the trainee
to steer his or her learning towards desired ougsofiNorcini & Burch, 2007). There
is now convincing evidence that systematic feedlukdivered by a credible source
can change clinical performance (Veloskil, 2006), although there are many
complexities that influence the effectiveness efifgack in practice (Archer, 2010).
In support of the above findings several studieslshown that multisource feedback

can lead to small improvements in performance awe (Burford, llling, Kergon,



The Introduction of Competence & Performance Assess of Medical Practitioners

Morrow & Livingston, 2010; Lockyer, 2003; Sargeanial, 2003; Smither, Kondon

& Reilly, 2005.This variability may be due to individual differegs. It is already
known that performance improvement is more likelptcur when feedback indicates
a need for change, when recipients have a positeve of feedback, and when they
believe that change is feasible (Smither, LondoRélly, 2005). It seems that
multisource feedback can lead to improved perfomeahut individual factors, the
context of the feedback, and the presence (or absarfacilitation can have a
profound effect on the magnitude of the response.

In contrast, a study done by Overeem, Lombartsh A&ol and Wollersheim
(2010) demonstrated that little of the variancpenformance could be explained by
factors such as gender of the ratter and lengtheofelationship with the ratter, which
were beyond the physician’s control.

Although these studies demonstrated that MSF imstnis are reliable and
valid for evaluating medical practitioners’ perfance it is not yet clear whether these
targeted multisource assessments are feasibleinatlpractice and which elements
of MSF are critical to an improvement in medicagiitioner performance.

A study done by Overeest al (2010) shows that the adapted Canadian MSF
tool incorporating peer, co-worker, and patientifesck questionnaires, is reliable and
valid for hospital-based physician assessmentgjisalrand medical). They found
robust factor structures with good internal comsisy across the three instruments.

A number of groups have demonstrated that both M8 colleagues and patients
can also be defensibly reliable, although largeniners of patient assessors are

needed than colleagues in these assessments (AXgdremi, Davies, 2005; Archer,
Norcini, Southgate, Heard & Davies,2006; Crosslzgyies & Eiser, 2003; Lockyer,

2003; Lockyer, Violato & Fidler, 2006).
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This is in line with a study done by Ipsos MORI 120 which found that
participants think any system of professional depeient should have three key
elements: doctors; patients; and an independent ioghould be a range of people:
the department of health, other doctors and pat@sivell. Patient can provide
feedback to peers of those being assesses. Sectorslcan appraise medical
practitioners and the department of health canagppradministration and
management. In the case of borderline traineesewenyit makes sense that more
assessments are required to distinguish betwe@edsawho are in fact safe and those
where doubts remain. Extensive sampling for boidetrainees may be needed to
precisely identify the problems behind their diffites so that a plan can be formed to
find remedial solutions where possible.

It is tempting to suggest that because workplasedassessment requires the
provision of feedback and feedback can lead tolegrand improved performance,
the implementation of such assessment strateglesave a positive impact on
medical practitioners’ learning and performancewieer, despite the considerable
weight placed on them in postgraduate trainingetielittle information in the
medical education literature to support this clénat medical practitioners exposed to
specific feedback from peers, co-workers, and pttiean use the data to inform
changes in their practice (Smithedral, 2005).

Campbell, Roberts, Wright, Hill, Taylor and Richai@011) in their study
found that using information obtained from patiesutsl colleagues of participating
medical practitioners produced a systematic vaniaith results of professionalism
assessments among medical practitioners workiagamge of clinical settings and
drawn from different clinical specialities. Sometbé differences in the medical

practitioners’ scores after feedback from theirgrdas and colleagues were attributable
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to differences between participating medical pteters in their personal and
occupational characteristics. In addition, som#hefdifferences in the medical
practitioners’ scores were attributable to variati@tween medical practitioners in the
characteristics and socio-demographic mix of thatrents or colleagues in the
feedback sample. These findings suggest that soedecat practitioners could be at
risk of obtaining lower or higher scores basedam@ing bias, rather than on the true
variation between doctors in respect of their pgsilenal performance.

Assessment of competencies and performance is pleemndertaking, and as
has been noted, each particular mode of assessimeatnumber of sources of error
and a set of restrictions. This means that anyeiagsessment method is not sufficient
to capture the full spectrum of skills in the targdemain in a credible way.
Consequently, a mix of methods must be used, wiatetraditional tests and newer
forms of assessment might be necessary compoi@mntexample, in order to assess
the competency of medical practitioners it musagsessed if the patients can make
use of their health knowledge when taking treatsieédince it is not possible to assess
a broader sample of subject matter of knowledghiswway, authentic performance
assessments might have to be complemented with tnamliéonal tests.

b) Direct observation of procedural skills

Epstein and Hundert (2002) captured the compleporesibility borne by those
charged with assessing professional competence thiegrcharacterized such
competence as the habitual and judicious use ofraamcation, knowledge, technical
skills, clinical reasoning, emotions values andextion in daily practice for the
benefit of the individual and community being setv@n the other hand, these
dimensions of competence are best assessed irediffgays. For instance, while

biomedical knowledge may be effectively assessexifh multiple-choice questions,
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assessments of technical procedures, communicskiths, and professional
behaviours, require a range of direct observati@ategies in stimulated and actual
clinical contexts.

A study done by Oveerent al (2007) observed six different methods of
evaluating performance: simulated patients; videseovation; direct observation;
peer assessment; audit of medical records; antbpordr appraisal. Peer assessment
is a feasible method in terms of costs and timeaiteid psychometric assessment of
the instruments has been undertaken so far. Bfeswtss of formative assessments is
poorly studied. Their study findings are consiseemith study done by Swanwick and
Chana (2009) who reveal that many different workplbased assessment methods
exist, all designed to assess different aspegteddrmance commonly, assessment
tools will fit into one of the following categories

An observational survey done by Morris, Hewitt, Rdb, and Saunders (2009)
revealed that most (70%) felt that direct obseorahelped to improve clinical skills.
Furthermore, 65% agreed with the statement: “Ikhimat understanding direct
observation of procedural skills will improve mytdive career.” However, there was
no evidence in the study that direct observatiopro€edural skills leads to objective
performance improvement.

c) Self-assessment

Daviset al (2006) in their systematic review of the accuratphysicians’
self-assessment, characterised self-assessmédra alility of physicians to determine
their own learning needs, and resources to meet.the

Colthart, Bagnall, Evans, Alibutt, Haig, llling amdicKinstry (2008) undertook

a systematic review on the effectiveness of sedéssment and they agreed on an
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operational definition of self-assessment as agmaisevaluation of one’s professional
attributes and abilities against perceived norms.

Self-assessment has been reported as the most eofomoof competence
assessment. A small Australian study examinednip@itance of mentor feedback in
self-assessment for practising nurses (Fereday &, K006). This Australian study
involved 26 nursing clinicians who identified thatrses regularly engage in a process
of self-monitoring regardless of whether this f®analised process. Responses given
in a focus group setting suggest that feedbackanamportant component of self-
reflection, both in reinforcing and affirming contpace as well as a way of
alleviating doubts or concerns. This study conaiutdhat situations should be sought
to encourage self-reflection, given that opporiesiire becoming more limited with
staggered shifts and taped handover.

Sargeanet al.(2008) reported that in terms of available datkassessment
should be seen as a process of actively and rejpeatdiciting external feedback,
comparing them with self-assessment and usingtoadirect learning and changes in
practice. This process should be viewed as a saciadity in which external guides
can facilitate reconciling of internal and exteraasessments. Without this
reconciliation, negative external feedback is wliikto be taken into account and
accommodating self-assessments are unlikely todeatieir own to appropriate
measure to fill gaps in knowledge/competence.

Unfortunately, there is evidence that professiopéisn do not use data for
assessing their own performance ( Doty, Shamasddtctidenbaum, 2005) which is
unfortunate given that assessing oneself is cetatralaintaining professional
competence (Reiter, Eva, Hatala & Norman, 2002usT it was asserted that as a part

of cultural shift towards greater emphasis on cdempee and competency, the
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profession must promote the importance of selfsssent, self-monitoring,

reflection, and self-awareness, which reflect ethibiehaviour and are critical elements
of the assessment of competence. In order to aetins, professionals need to know
what is required for effective self-assessmentf- @ssessment, like many other
abilities, is an ability that requires learningagtice, feedback, and public criteria so
one knows the standard against which one is beisgsaed (Belar, Brown, Hersch,
Hornyak, Rozensky, Sheridan, Brown & Reed, 2001).

The research on self-assessment underscores ficaltifthat many
physicians have in identifying their own competepogblems (Davigt al, 2006).

The same authors further found that a prepondem@ineadence suggests that
medical practitioners have a limited ability to axately self-assess. The worst
accuracy for self-assessment was among medicditppraers who were least skilled
and those who were the most confident (Datial, 2006).

Because self-assessment may not line up with adsssment methods
(Constantine & Ladany, 2000) and because it islp@arrelated with performance
measures (Eva, Cunnington, Reiter, Keane & Norr2@04) it is necessary to teach
people how to engage in honest reflection of thein performance from the onset of
training to the end of their career (Stewatrail, 2000). Ongoing practice in this
assessment methodology should be encouraged teeanaintenance of self-
assessment skills. Training in self-assessmeieirearly phase of one’s education can
be enhanced if students are simultaneously regemionitoring and feedback from
external sources, such as professors, supervamigeers, and if they are helped to
integrate feedback from self and others (Robemtsd& & Christiansen, 2005). Such
training, both for students and professionals, muslerscore the importance of self-

assessment throughout one’s professional careéefRet al, 2005). Engaging in
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self-assessment reflects a commitment to life-leedf;directed learning (Eva,
Cunnington, Reiter, Keane & Norman, 2004) whicthis cornerstone of medical
practitioners’ commitment to social and professiaraponsibility. Self-assessment is
also a vital aspect of professional self-regulafiéwa & Regehr, 2005).

Although useful models for self-assessment hava bdegeloped (Loacker,
2000) and their value has been documented, thereeisitive dearth of well-
articulated self-assessment models within the na¢giofession. It is therefore argued
that it behoves the profession to adopt or adagt swdels and methods for self-
assessment and train people in self-assessmemsgas:

2.2.6 Quality improvement

Quality as defined by an international organizafmmstandardization is a
relative concept and if the inherent characteristia service meets the requirements
of the customer, it can be rated as high qualigiriRrtz, 2004). In a service industry,
like healthcare, experience of the patient plagsuaial role in rating and assessment
of quality service.

Quality in healthcare may comprise of newer techgyp| newer and effective
medication, and higher staff to patient ratiospafbility, efficiency and effectiveness
of service delivery (Tam, 2005). It can also bekkerodown into two quality
dimensions: technical quality and functional qya{Dean & Lang, 2008). While
technical quality in the health-care sector ismsdi primarily on the basis of the
technical accuracy of the medical diagnoses andgoiure or the conformance to
professional specifications, functional qualityarsfto the manner in which the
healthcare service is delivered to the patientsrdfore to facilitate service quality

and growth, hospitals must implement effective ntmmg of medical practitioners
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and must ensure that they continue to meet perfacenand practice standards to
retain credentials.

In a study, done by Wanyu, Muiruri and Ayodo (20&a2)to whether
employees’ incompetence affected service qualithénpublic sector, it was found
that the majority (92%) of the respondents weragreement while a few of them
(8%) were of contrary opinions. The same studyakcbthat the majority (51%)
indicated that there was high quality level of tieakrvices provided in the hospital
while 49% indicated that there was minimum qudktyel of health services provided.
These findings are in line with a study done bynige, Hofnie, van der Westhuizen
and Pendukeni (2006) which reveals that there wameage of competent staff and
this has tremendous effect on poor performanckeanhdpecific hospital.

The above findings indicate that assessment of ecakdractitioner
competence and performance is needed to ensureetfiatmance and practice
standards are met to enhance service quality poovi$his will lead to proper
medication services, patient satisfaction, goodti@hship between medical providers
and patients, enable participation in multi-disicigty decisions, and attract more
patients leading to an effective improvement ofgitas growth.

A study done by De Villiers, De Villiers and Ker2006) on the maintenance
of competence of rural district hospital medicalgtitioners found out that no single,
effective method to improve the performance of roaldpractitioners could be
suggested during the discussions around qualitydagment and the effect of
continuing education. An interesting finding ofdlstudy was that in-service learning
under supervision in the workplace was the moselyidupported method to update
both knowledge and skills. Good supervision wastpedy associated with a deep

learning approach. This, however, would require leyrpent of experienced
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practitioners in district hospitals who can provaigervision for this type of learning.
It could however be assumed that competence assetssould improve quality of
service delivery.

Another disconcerting finding from the literatusgarding quality service was
from the President’s Commission of Inquiry Repdtgmbanengwet al,, 2013). The
commission’s team found that quality of patientecar public health facilities was
generally described by the public and health psitesls to be below acceptable
standard. One of the complaints raised in relatomoor quality patient care was that
some medical practitioners do not carry out phyggamination before prescribing
medication. This was specific for medical practisos working at the Khorixas
District Hospital. According to this complaint thiacked skills on how to use basic
medical equipment, such as ultrasound machinesg@ud not interpret the images.
This demonstrates that there is a need to introdadermance and competence
assessment of medical practitioners, and docurhemtdompetencies in a more
formalised with a view to promoting quality care.

The above stated findings are consistent with dystilone by Das and
Hammer, (2007) who studied the differences in nmedgcactitioners’ competencies in
government and private hospitals located in riath poor localities in Delhi in India.

Their study justified the notion that the publealth sector was performing
worse than the private sector by comparing theidigtons of bachelor of medicine
and surgery (MBBS) qualified medical practitionesith MBBS qualified private
medical practitioners. They also found both goveentrand private hospitals in poor
areas were performing worse than hospitals lodatedh areas. However, the study
did not reveal whether private sector health faegiare conducting competence and

performance of their medical practitioners seemghay are performing well.
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2.2.7 Best practices: revalidation/competence assagent

There is published evidence that some Medical Gtaihave established
procedures and activities to satisfy themselvesttieamedical practitioners are
keeping their knowledge and skills and applyingwlsalge and skill to a standard that
can reasonably be expected given the kind of nmlittiat they practice. In this way,
a medical council protects the public and suppgoted professional practice. This
generally comprises an assessment of a medicaltpmaer's knowledge and skills, or
application of knowledge and skills, or both.

Arising from those assessments, medical practiteode address any
improvements necessary so as to satisfy the meahaalcil that knowledge and skill,
and application thereof, is being maintained teasonable standard. These
requirements are contained in their Medical andt&8lefcts. The regulatory
authorities involved are: The Medical Council ofgRblic of Ireland (Medical Act
2007), UK (General Medical Council of UK), USA (Aeditation Council and
American Board of Specialist), and the Medical Gouof New Zealand (Health
Practitioner Competence Assurance Act 2003).

Currently in Canada the process for ensuring thgsigians maintain their
competence varies from province to province. Fstance: three provinces, namely
Saskatchewan, Ontario, and Quebec, have mandatephysicians must participate
in educational programmers’ to maintain their liemo practice, which is equivalent
to the Australian registration. This contains tiggatr conceptual elements of
maintaining competence; however, as they are spltting they lack rigorous
accountability (Levinson, 2008).

In European countries, like in Austria, Germanyd &pain, recertification and

quality of care is promoted through continuing eatiom, whereas in Belgium, France,
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and The Netherlands, peer review is also incorpdré@lerkur, Mossialos & McKee,
2008).

In the Republic of Namibia the MDCNA has not estti®d procedures and
activities to assess competence and performancedical practitioners. Section 23
of the Medical and Dental Act (No. 10 of 2004) pdd®s that the registration of a
registered person may not be maintained unlessebetered person has attended or
completed, or has otherwise complied with, durimg period of time so prescribed
and to the satisfaction of the Council, the contigyprofessional development. As of
2010, every health professional registered in Nawbll be required to accumulate
continuing education units (CEUSs) per twelve magoehiod. Professional groups have
to accumulate 30 CEUs and supplementary groupsELEsCALt least 5 CEUs will be
valid for 24 months from the date that the activdgk place after which the CEUs
lapse. Continued professional development (CPD$ doé assess the competence and
performance of medical practitioners despite ingea statutory requirement. One
might infer that there are many practitioners whomply with CPD requirements but
they are incompetent. It is important for MDCNAdomplement CPD with
competence and performance assessment to idamtdynpetent medical practitioners
in order to provide remedial action with a viewimfroving quality services
(Republic of Namibia, 2004).

A study done by De Vriest al. (2009) found that none of the countries
examined have a formal system of revalidation segsment of competence similar to
the one being developed in UK although some h&dwena of re-registration. These
include Egypt, Germany, Greece, Italy, Pakistad, @pain. Only in Poland is some
form of revalidation, an assessment of competarcgiired, although there are no

direct sanctions if a doctor does not get revailaat
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The same study reveals that some counties suchygs, South Africa, and
Spain are developing proposals for an assessmegetence system.

It is interesting to note that it is not only demaihg countries that do not have
revalidation system in place but also developetbnat So it is important for every
regulatory body to establish medical assessmenpetance and performance system
to enhance service delivery.

It is not clear why revalidation is not widely dsliahed. The cost associated
with the implementation of revalidation may be hight it could be argued that
revalidation could prevent certain fitness to pracprocedures and ensure patient
safety and improve quality service care. Furtheeaech needs to be conducted to
establish the importance of medical practitionassessment competence and work
performance.

2.2.8 Factors affecting professional performance

Several studies have demonstrated that a declioggmnitive ability is
associated with aging (Eva, 2002; Durning, ArtiHolmboe, Beckharm, van der
Vleuten, & Schuwirth, 2010; Ladouceu, Billard & daes, 2009; Trunkey & Botney,
2001; Williams, 2006). These authors reveal thghdose ability declines from sixty
years onwards and aging contributes to diminishejiht about one’s level of
performance and decreases one’s ability to leatairr and implement new
knowledge.

With the above stated findings, it could be sugeptshat all medical
practitioners over sixty years of age must have tenpetence and performance
assessed annually to determine the level of tlefopnance and competence. It could

be further suggested that the MDCNA should intr@edaicetirement age for medical
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practitioners in order to protect the public froaflihg into the hands of medical
practitioners with cognitive problems.

2.2.9 Challenges for the introduction of competencand performance

assessment

a) Feasibility and cost

Assessment is inevitably constrained by feasibditgl cost. Trainee numbers,
venues for structured examinations, the use ofpa@nts, timing of exit assessments,
and the availability of assessors in the workplatlegglace constraints on assessment
design. In general, centralization is likely tore&se cost-effectiveness. All
assessments incur costs and these must be ackigedladd quantified.

b) Reliability

Since individual performance is influenced by tbatext in which a medical
practitioner works, observations may vary from aiton to situation. In general a
combination of various instruments is necessapsiess performance over a wide
range of competencies and contexts (Van der Vle&t8ohuwirth, 2005). One single
observation is never reliable enough for high-stakecisions, neither are multiple
observations done by only one supervisor. Any assest tool will provide
information about more than one competency andrgetency can only be assessed
comprehensively by using different methods (LuMe@oney & Lyness, 2009).

C) Acceptability

Although competence and performance assessmebecategrated with
routine clinical care, some forms of assessmenbeaimme consuming. Observation
and feedback sessions do not need to be lengtytharresponsibility for assessment
should be dispersed over many different team mesnberiuding nurse and other

professionals (Brinkmaaet al, 2007).
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Norcini (2005) notes some threats to the validitg eeliability of assessment
of medical practitioners which are applicable thevtprofessional contexts: some
medical practitioners treat patients with particyipoor prognoses; some with better
prognoses. Patients vary in the extent to whiclerdidctors outside the medical
practitioner’s field of expertise and specializatimay affect their life-chances. More
broadly, a mix of professional and client groups/rhave a bearing on a
professional’s performance.

Where a professional is part of a team one needgséstion how an
individual's contribution can be singled out in #sessment process. One might have
successful medical practitioners in less succes$séuh, or vice versa. This is an issue
that has been acknowledged more broadly in thessaissnt of group work in higher
education, but to which no unequivocal best bugltg®n has been found.

d) Provision of feedback

Many professionals find it challenging to give etiee evaluative feedback.
Although positive feedback is easier to give thagative feedback for most
professionals, it is not uncommon for educatorsteaiders, for example to provide
limited positive feedback. This may reflect theyaing view that ‘no news is good
news’ and a lacks of priority being placed on thie that positive feedback can play
in both the learning and assessment processeg&sBiafials are even less likely to
offer negative feedback in a constructive fashidany shy away from confrontation;
they are reluctant to shame or hurt the persorgbaraluated, and have difficulty
finding a way to frame their critique in a fashitbrat will be useful to their student or
peer. In addition, many fear institutional or legahsequences if they provide

negative input.
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2.3  Theoretical framework and definition of key comepts

Sekaran (2000) defines a theoretical framework @maeptual model of how
one makes logical sense of the relationships arsewmgral factors identified to be
important. In essence, the framework is an arlyitohideas that breaks a large
complex idea down into parts, so as to make itatde.

A typical theoretical framework provides “a scheimaescription of
relationships among independent, dependent, madecaintrol and extraneous
variables so that a reader can easily comprehenthéorized relationships”
(Radhakrisha, Yoder, & Ewing, 2007, p.62).

The framework of this study (see Figure 1 below)udes a perceptions
component that identifies the perceptions of déferstakeholders regarding the
introduction of competence and performance assegsshenedical practitioners in
Namibia as illustrated in objective 1 in the prexsahapter. In this study the
perception component covers issues like compet@ndg@erformance assessment of
medical practitioners.

As stated in the previous chapter objective 2 igéntify best practice around
the world on the competence and performance assaessinmedical practitioners. In
order to address part of this objective the reseairdid an extensive consultation of
the literature.

Objective 3 of the study is to compare the peroagtiof different stakeholders
regarding the introduction of competence and peréoce assessment of medical
practitioners. To address part of this objective ®NDA member, state and private
medical practitioners views on the introductiorcompetence and performance

assessment are covered and compared in this study.
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Objective 4 of the study is to describe the chgénthat might be experienced
in the introducing competence and performance assad of medical practitioners in
Namibia. To address part of this objective, chgemidentified and factors affecting
professional performance will be covered basederliterature reviewed.

Objective 5 of the study is to make recommendatehrested at improving
quality service. To address part of this objectsteategies methods, assessors and

guality improvement are covered in terms of theewed literature.
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Figure 2.1Framework of the study (Source: Alfons Amoomo)

The following are definitions of key concepts.

Competence’is a multifaceted and dynamic concept that referthe
understanding of knowledge, clinical skills, interponal skills, problem-solving,
clinical judgment, and technical skills by the diént professions” (Verma, Paterson
& Medves, 2006, p. 109). Other definitions inclddadamental abilities and
capabilities to do the job well, and use of desmrgplanguage such as traits,

capabilities, intelligence, and human abilitiesléscribe competence (Garman &
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Johnson, 2006). Actual competencies are specifils sikad behaviors. Some authors
believe that competencies can be learned but soenaleerited. Some competencies
are skills that decrease when not used and sonm@ae&ontinuum.

Performanceis the accomplishment of a given task measurehsigaresent
known standard of accuracy completeness, cost@aetbis It also means "work,
function or to do something to a specific standaP@rformance is “an action or
process of performing a task or functio@xford Concise Dictionaryl999, p.1060).

Important variables to be kept in mind are functiwork, actions, task,
process and specific standard. Performance isctihalaconducting of activities to
meet responsibilities according to a standards“#n indication of what is done and
how well it is done” (Winch, Bhattacharyya, Deb&grriot, Bertoli, & Morrow, 2003,
p.2).

Assessments the action or an instance appraisal. Assessai@umpetence
can be understood as referring either to a binzailesto a number of sequential stages
or to a level on a continuum (Clinton, Murrells& IBlnson, 2005). The binary scale
refers to where one either is competent (yes) eriemot competent (no). An example
of the sequential stages of competence is the wfoBenner (1984) who outlined a
five-stage model from novice to expert with competebeing stage three.
Competence is conceptualized as a continuum teagressa level of competence on a
continuous scale and can be used for comparisocissiers such as graduates or
other groups (Clintoet al, 2005). A continuous scale is the most efficasiasi it
provides the sensitivity often required to detectB differences (Clintoet al, 2005).

Quality in manufacturing, is a measure of excellencesiate of being free
from defects, deficiencies and significaatriations. It is brought about by strict and

consistentommitments to certain standards that achievéormity of a product in
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order to satisfy specific customer or ussguirements. ISO 8402-1986 standard
defines quality as "the totality of features andreltteristics of a product or service
that bears its ability to satisfy stated or implreseds." If an automobileompany
finds a defect in one of its cars and makes a potodhcall, customer reliability and
therefore production will decrease because trulstwilost in the car's quality.

A stakeholderrefers to person, group or organization that heesest or
concern in an organization. Stakeholders can affebe affected by the
organization’s actions, objectives and policiean8@examples of key stakeholders are
creditors, directors, employees, government (aedgencies), owners (shareholders),
suppliers, unions, and the community from whichlibsinesslraws its
resourcedjusiness Dictionaryn.d).

24 Summary

This chapter emphasizes the importance of a luszatview in identifying
concepts and studies on the introduction of conmoetend performance assessment
of medical practitioners in order to improve thg@rformance as well as quality
service delivery. The literature review enabledrésearcher to build on the basis of
existing knowledge and on what other scholars laaeved as well as to identify
areas that allowed new questions to be explored.

Research design and methodology are discussed mettt chapter.
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CHAPTER 3
RESEARCH METHODOLOGY
3.1 Introduction
The previous chapter explained the importancetefdiure review on
competence and performance assessment of medacditipners. Research approach,
research design, research methodology, researchgtiom, sample and sampling
technique, research strategy, research instrurdat#,collection, data analysis, and
ethical considerations, are presented in this enapt
3.2 Research question

What are the perceptions of different stakeholdegarding the introduction of

competence and performance assessment of medacditipners in Namibia?

3.2.1 Research objectives

1. To identify the perceptions of different stakleleos regarding introducing
competence and performance assessment of medacditipners in
Namibia.

2. To identify best practices around the world loe» tcompetence and
performance assessment of medical practitioners.

3. To compare the perceptions of different stakadrsl regarding the
introduction of competence and performance assegsshenedical
practitioners in Namibia.

4. To describe the challenges that might be expes@ in introducing
competence and performance assessment of medacditipners in
Namibia.

5. Make fairly recommendations directing at imprayguality services.
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3.2.2 Research design

A research design is a blue print for conductirsgualy that maximises control
over factors that could interfere with the validitiythe findings. It simply means a
plan that describes how, when, and where, dattdre collected and analysed (Burns
& Grove, 2005). The design identifies how subjewltbe recruited and incorporated
into a study, what will happen during the studygluding timing of any treatments and
measures, and when the study will end (Macnee & abeC2008). Research
methodology is a design that clearly defines stmast within which the study is
implemented (Burns & Grove, 2005).

In this study, the researcher undertook a quaivitalescriptive study to
identify the perceptions of different stakeholdexgarding introducing competence
and performance assessment of medical practition@&tamibia, and to identify best
practices around the world on the competence arfidrpgance assessment of medical
practitioners. The study describes the perceptidssakeholders regarding the
introduction of competence and performance assegsshenedical practitioners in
Namibia, and compares their perceptions and viegarding introduction of
competence and performance assessment of medacditipners in Namibia. The
study also describes the challenges that coulckperenced in introducing
competence and performance assessment of medacaitipners in Namibia.
Recommendations directed at improving quality s®wviare presented.

This design enabled the researcher to ask manycalgatactitioners questions
by means of a questionnaire in a short period.dnoantitative approach the sample
size is reasonably large. A stratified random samgpgkchnique was used to select a
sample that had the same characteristics as thégimm. A quantitative study often

uses a sample or a smaller group of selected pdmgigeneralises the results to a

43



The Introduction of Competence & Performance Assess of Medical Practitioners

larger group from which the smaller group were &el@. The quantitative method
enabled the researcher to identify and describpéheeptions of stakeholders
regarding the introduction of competence and peréoce assessment of medical
practitioners in Namibia. This design lends it$el€ounting, or measuring and

analyzing data statistically (Neumann, 2000, p.34).

At the end of the data collection process, staastnalysis method§PSSand
4 Anovacomputer software were used to analyse the datamalyzed data were
then interpreted. Quantitative data analysis atetpnetation are primarily deductive,
proving or disproving the hypothesis, or an asgertieveloped from a general
statement. When reporting the research resultiritimgs are discussed, in a
recognized format, as to the extent to which tha dallected either confirm or refute
the research question (Babbie & Mouton 2001, p; D&Vos, Strydom, Fouche,

Poggenpoel & Schurink, 2000, p. 241; Neumann, 2p0022; Seaman, 1987, p. 169).

Descriptive study is defined as a way of discovgrnew meaning, describing
what exists, determining the frequency with whiomsthing occurs, and categorising
information (Burns & Grove, 2005). The design watkeacriptive, as the researcher
was interested in perceptions of stakeholders daggintroducing competence and
performance assessment of medical practitionets awtiew to making
recommendations to amend the Medical and DentaNactlO of 2004. Therefore the
study described the perceptions of stakeholdeerdaty introducing competence and
performance assessment of the medical practitionédamibia.

3.3 Research strategy
3.3.1 Research method
A positivism approach was used. According to Wellamger, and Mitchell

(2005)
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The positivist approach underlies the naturalrgdie method in human
behavioural research and holds that research neushlted to what we can
observe and measure objectively, which exists iaddently of the feelings and
opinions of individuals. The natural-scientific &apach strives to formulate laws
that apply to populations and that explain the eawd objectively observable and
measurable behaviour (p. 6).

3.3.2 Research population

A population relates to the entire set of data ithaf interest to a researcher
(Wisniewski, 2006). For this study the populati@mprised MDCNA members, state
and private medical practitioners who are workimg\lindhoek. Although the exact
size of this population has not been accuratebtdished, the MOHSStaff
Establishmenhas estimated that there are at least 140 posssdia medical
practitioners working at the IHK, and the WCH, buaty 100 posts are filled. Out of
100 filled posts there are 30 medical practitiorerspecial study or annual leave.
There are 558 private medical practitioners in Namm{MOHSS, 2008). However, the
exact population of private medical practitionersNindhoek is unknown. There are

also 10 MDCNA members in Windhoek.

3.3.3 Sample and sampling technique

A stratified random sampling method was used. figdtrandom sampling is
a procedure of selecting a probability sample wiieeepopulation is divided into
meaningful segments. Thereafter subjects are dinawroportion to their original
numbers in the population (Whyte, 2013). Stratifieddom sampling was used
because the study population is composed of vadlaasly recognisable, non-

overlapping subpopulations that differ from onetheroin terms of a specific variable.
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Although the population of private medical praotiers has not been
accurately established it did comprise at leagtrB/ate medical practitioners.

Sample selection included all MDCNA members, staue private medical
practitioners that work in Windhoek. The selectafthese samples was bases on the
criteria that Windhoek it is where the majorityMDCNA members, state and private
medical practitioners are concentrated. The othentwere excluded because of
practical reasons: medical practitioners are seattall over intermediate and district
hospitals in the urban and rural areas, with cosstaints for having data collectors
to reach these remotes areas.

The process of selecting the sample involved theviings:

Staff establishment from the Intermediate Hosp{tlutura and
Windhoek Central Hospital were acquire beforehand.

There are at least 140 posts but only 100 postsli@ad Out of thesel100
posts there were 30 medical practitioners on spstidy or annual leave
(MOHSS, 2013).

All known and accessible private medical practigimwere included.

All 10 MDCNA members in Windhoek were taken as sknfqut two did
not return questionnaire.

The sample size consisted of 70 respondents. Thene 37 private medical
practitioners, 25 state medical practitioners, aigtitt MDCNA members. These
numbers were determined using convenient sampiiegch stratum. The sample size
for state medical practitioners was drawn fromM@HSS staff establishment. Some
private medical practitioners who received the tjoesaire were either too busy or
unwilling to respond for personal reasons. A sanfialee, namely, a list of private

practitioners working in Windhoek, was not avaiglithus the researcher approached
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all known private consulting rooms/surgeries fa flurpose of the study. If a private
consulting rooms/surgeries could be identifiedaswhen classified as known, and
consequently as accessible. It can therefore aeththat the total known population
was included in this study, and sampling from thaulation was taken. The sample
size was determined by using published tables whioliide the sample size for a
given set of criteria (Krejcie & Morgan, 1970).
The inclusion criteria were that a potential papant had to
be a MDCNA member;
be a state or private medical practitioner;
be willing to participate in the study; and
to be a resident of Windhoek.
The exclusion criteria were:
MDCNA members who vacated their office; and
medical practitioners not residents of Windhoek.

The rationale for the inclusion criterion of medipeactitioners who are
MDCNA members, and state and private medical grangrs, was that a good
comparison of their views, regarding introducingcompetence and performance
assessment of medical practitioners, could be aetlie
3.4  Research instrument

3.4.1 Data collection instrument

In this study a self-administered questionnaire wsesd to collect data. The
details of the participants were not required thgrensuring anonymity. According to
De Voset al (2005, p. 166), questionnaires are the most éetiyused data
collection instrument. A questionnaire is a collectof questions based on the subject

of interest to the researcher and completed byoresgnts. Questionnaires are also
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called surveys for quantitative research and amgesiones referred to as survey
research (Burns & Grove, 2003, p. 289).

A self-administered questionnaire was used becdhisée simplest and least
expensive method of obtaining information from Ermmbers of subjects. It permits
anonymity and may result in more honest resporisebminates bias due to phrasing
guestions differently for different respondents #melresearcher is not present during
completion of the questionnaire. If well designgdestionnaires collect accurate data.

The disadvantage is that questionnaires depemeisonal reporting and
therefore may be biased or inaccurate (Brink & W&fiD1, p.159; Burns & Groove,
2003, p. 289; Enarsaat al.,2001, p.79).

3.4.2 Development of instrument

Validation is a crucial step in the developmenanfinstrument because
validity is the extent to which instrument measusbst is intended to measure. The
preliminary self-administered questionnaires wereetbped by the researcher to
address the aforementioned objectives. Initialbftdself-administered questionnaires
were sent to two supervisors for their comment$oethe self-administered
guestionnaires were finalised and distributed giirestions themselves were refined or
modified based on feedback received from thesersigoes. The final self-
administered questionnaires were prepared aftéhalksues raised by them had been
clarified and the questions reformulated. Two gtrcexd self-administered
guestionnaires, one for state medical practitiof@ppendix 1) and one for MDCNA
and private medical practitioners (Appendix 2) waesigned for collecting data. The
guestionnaires had some similar content, bur on/question differed. For example,
the MDCNA and private medical practitioners werkeafor specific competence and

performance assessment of medical practitioneslm @ractice.
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The questionnaires contained clear instructionsawm to complete the
guestionnaires. Open and closed-ended questiorsimetuded. Closed-ended
guestions were used because they are easier ategtor respondents to answer.

The answers from these questions were easily cadg@nalyzed. One
disadvantage of using closed-ended questionstist foaices respondents to give
simplistic responses to complex issues. Open-eqdestions were included because
they allow respondents to be creative and to esgresnselves when responding to
these questions. Care was taken not to includentooyy open-ended questions because
they may be time consuming to complete and coulébb&e to error (Neumann 2000,
p. 261).

Content of questionnaires

The questions in these questionnaires were arrangsxhtent subsections.
The questions in each subsection were relevahietadntent of that subsection. This
was done to obtain information from the medicakptioners working in two main
public hospitals, private medical practitionersg &aADCNA members, about their
perception in the introduction of competence andflopmance assessment in Namibia.

Section A

Questions 1 and 4 requested the respondents taprpersonal information
with regards to age, gender, employment and MeditdlDental Council member.
Respondents were requested to tick from the liskeghents.

Section B

Section B requested respondents to tick choicabainview regarding the
introduction of competence and performance asseggmblamibia; what should be

assessed; frequency of assessment; and who slooddat the assessment.
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Section C

Section C requested respondents to select twomespdhat match closely
with their perceptions of the statement regardsggasment strategies. Questions
included were: what are the strategies that coeldded to assess the competence and
performance of medical practitioners and placesravttee competence and
performance assessment of medical practitionersl cake place.

Section D

Section D requested respondents to tick one I#téerbest matched mostly
close with their perception on aspects relatecutdity improvement. One open-ended
guestion was formulated to determine their opiroarwhat can be done to improve
guality health care services delivery.

Section E

Section E requested respondents to state whathindyare some of the
challenges regarding introducing competence andqmmeance assessment in Namibia
and who should develop competence and performasassment standard of medical
practitioners.

Section F

This section comprised questions to determineglapandents’ perception on
factors affecting professional assessment.

3.4.2.1 Validity and reliability

Validity means the ability to produce findings tlaa¢ in agreement with
theoretical or conceptual values. In other wordgsrtluce accurate results and to
measure what is supposed to be measured (Lee & 20§8). According to De Vos
(2002) validity is the degree to which an instrutactually measures what it intends

to. Different kinds of validity may be establishedntent validity, face validity,
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criterion validity, and construct validity. Conterdlidity is concerned with the
adequacy of the sampling to address the conteant afstrument. Face validity refers
to whether the instrument appears to measure kearg construct. In this study face
validity, criterion validity, and content validityere determined. To establish face
validity, the questionnaire was submitted to twleagues and the two supervisors of
the researcher. They were asked to evaluate tretigag and the thesis outline in
relation to the study.

In terms of content validity the preliminary ingtnent for the study was
presented to the Registrar of the Health ProfeasiGouncil of Namibia (HPCNA)
and his two supervisors. The researcher askedebestrar to give his opinions on the
validity of the tool and the thesis outline in teda to the objectives of the study (Polit
& Hunger, 1997, p. 374). Confirmation from them @esl that the questions actually
assessed the test characteristics identified byesesarcher.

In terms of criterion validity the researcher ob& information from internet
publications on competence and performance assassim@edical practitioners in
order to compile the research instrument usedigstiudy.

Reliability is another important characteristicaofesearch instrument.
Reliability refers to the ability of an instrumdntproduce consistent results (Lee &
Lings, 2008). In this study reliability was testidough a pilot study (inter-rater
reliability) and enhanced by the researcher’s thghofamiliarity with the
environment in which the study was conducted. Réiitg improves automatically
when a researcher is familiar with the researchrenment. Reliability was also

ensured by using an already existing instrument.
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3.4.3 Pre-testing of the instrument
Instruments were first tested prior to the usenefftnal document. Copies of
the provisional questionnaire were given to fivperxenced medical specialists who
examined each item of the questionnaires in relabmthers and helped to refine the
document. Pre-testing allowed for modificationtud design of the questions,
sensitivity of language, rephrasing of questiors @m estimation of the time
necessary for completing the questionnaire.
After proposing some changes, there was consensoisgst these experts that
the instrument was valid for the study to commg(ix® Voset al, 2005 p. 209).
3.4.4 Pilot study
A pre-test study is commonly defined as a smakesion of a proposed study
conducted to refine the methodology (Burns & Gr&@)5). It is developed much
like the proposed study, using similar subjects,9ame setting, the same treatment,
and the same data collection and analysis techsique
According to De Vot al. (2005, p. 210) a pilot study offers an opportunity
for
assessing the suitability of the interview schedwlgquestionnaire;
testing and adapting the measuring instruments asiessessment scales,
standard scales for sufficiency, validity and telisy;
determining the suitability of the procedures foliecting data;
testing the suitability of the sampling frame;
determining the number of codes per questions aaldng necessary
changes prior to the study; and
estimating the amount of time for completing thesiionnaires or

interview schedule.
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The instrument was pilot tested on five evaluatarsub-committee of
education of the MDCNA those were eligible for gwevey but excluded during
stratified random sampling. This enabled the researto assess relevance and
accuracy of the questionnaire in terms of infororatietrieval and relevance. As
described above, the aspect of inter-rater reltghilas established during the pilot
testing phase.

3.4.5 Pilot study report

The pilot study was carried out in Windhoek atéhe of October 2013. All
five evaluators that responded were medical praogéts. The scale provided to
answer questions 1 and 2 on maintenance of profeastompetence was confusing
to the respondents because they found it difficuitnderstand the question. This
section was removed from the questionnaire.

In general, evaluators felt that the time requiiedompleting the
guestionnaire was generally satisfactory. On awethg evaluators took 5 to 10
minutes to complete the questionnaire.

3.5 Data collection

The researcher personally handed the questiontwaine medical
superintendents of the WCH and IHK, the directdrgrivate medical centers,
individual MDCNA members, and private medical pitaners’ receptionists. The
latter were requested to hand the questionnairdeetmedical practitioners. All
potential participants were asked to participatemarily in the study by completing
the questionnaire. All the respondents were provg tetter (Appendix 3) which
explained the purpose of the research and requtdstadto participate in this study by
completing the questionnaire. They were assurddhlea participation in this

research would be treated confidentially. The nedeat returned after two weeks and
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collected the completed questionnaires from theicaéduperintendents’ offices as
well as the private medical practitioners’ recepits. Instructions were included on
how to complete every section of the questionndine name and cell phone number
of the researcher as well as the name of the wityendorsing the research were
made known in the letter.
The instrument was used to collect data on thewvioillg subjects (see Sections
Ato F above in 3.4.2).
Biographic data: Respondents were asked to giaeatadut their age,
gender (male or female), employment status (stapeivate) and Medical
and Dental Council member (yes or no). They weteequested to
divulge their names or other personal information.
Respondents were first asked their opinion to velxéent did they believe
that the introduction of competence and performassessment of
medical practitioners in Namibia is necessary. Tthely were given a list
of three options and to tick: very necessary; neargs and not necessary.
They were also asked specifically on aspects @askessed, frequency of
assessment, and persons who should conduct medacsitioners’
competence and performance assessment.
Assessment strategies. Respondents were askedsgdesisment strategies
could be used to assess the competence and penimegromedical
practitioners. They were also asked to state Speadces where the
competence and performance assessment could &de pl
Quality improvement. Respondents were asked todtiekletter that best
matches most closely with their perception spedgiifjaf they believe that

the introduction of competence and performancesassent of medical
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practitioners will improve health care service dgety and what can be
done to improve quality health care services dejive
ChallengesRespondents were asked to mention what they thisnk@me
of the challenges regarding introducing compet@mzeperformance
assessment in Namibia. They were also asked whetdradards for
competence and performance assessment of medicaitipners are
necessary and if so to provide the reason. Theg wether asked to
indicate who should develop a competence and pedioce assessment
standard of medical practitioners.

Factors affecting professional performance. Respotsdvere asked to
tick two letters specifically on factors affectipgofessional performance
of medical practitioners. They were also askedttoane example where
the existence of a competence and performancesassestool would

have made a difference.

It was necessary to include these subjects in aodachieve the objectives of

the study. The second subject synthesised enoughaladdress objective 1 of the

study.

In order to identify and describe perception okstelders on the introduction

of competence and performance assessment of medaitioners in Namibia, it

was necessary to gather information on competess®sament strategies, thus the

inclusion of the above third subject.

To provide comprehensive on the quality improvemgntas imperative to

collect information on all quality aspects thusluston of the fourth subject in the

guestionnaire.
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Since the research centred on perception of stédketsoon the introduction of
competence and performance assessment, it wasaecés ask question pertaining
to challenges and factors affecting performanags the inclusion of fifth and sixth
subject respectively.

Data was collected between beginning of Novemb&B82hd beginning
December 2013.
3.6 Data analysis

Data analysis is conducted to reduce, organisegsedneaning to data. In
this study the researcher used descriptive sttistiables and bar charts were used to
present findings of the study aB&#S3nd4 One Way Anovag, computer software
programme for statistical analysis, were used ta daalysis. Data analysis was done
by the researcher after data of the 70 completé@dministered questionnaires were
captured using the abovementioned software.
Table 3.1
4-One Way ANOVA s statistical results (n=45)
Parameter Sum of| df Mean Sig

squares square

Introduction of competence and 10.866 | 2 5.433 6.724 .003
performance assessment
Frequent of assessment 12.96 6.482 8,262
Who should conduct assessment 12.009 6.00 §.1824
Opinion on competence assessmentin | 10.468 | 2 5.324 14.56 .000
relation to quality health care service
delivery
Who should develop competence and 3.569 2 1.785 3.530 .038
performance assessment standards

Source: primary data of the study

Table 3.1 indicates critical variables as well iggi§icance of the questions.

These variables are only for questionnaire numisn& the 4 One ANOVAS

statistical results for state medical practitiofer25) (questionnaire 1) does not
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produce significant results either due to a diffiéiample size or different number of
guestions.
3.7 Ethical considerations

Written and verbal consent was obtained from theistlly of Health and
Social Services (MOHSS) (see Appendix 4), and thrswmf private medical centers,
to allow their employees to participate in the stUdOHSS and the directors of
private medical centers, as well as potential pigdints received detailed written
information about the purpose and objectives ofsthey to help them make informed
decisions about whether or not to participate.i€lpents were assured that any
information they divulged would be treated with idantiality and respect for
privacy (Brink & Wood, 2001, p.301). Names of haa|s and consulting rooms were
not recorded on the instrument and all forms ofidieation that could make it
possible to trace responses to a hospital werargted by the use of codes. The
ethical issues that were observed during the cdrafube study are discussed below.

3.7.1 Permission

Permission to conduct the study was sought fronPthigtechnic of Namibia
Post Graduate Committee and MOHSS. The writtenqgealpwvas reviewed by the
Research Ethics committee to ensure that it corddrta ethical standards of
scientific research. Verbal permissions were atgmht from the individual
participants.

3.7.2 Participant protection

De Vos (2002, p.64) cites the view of Dane (19984pthat a researcher has
an ethical obligation to protect a participant agaany form of harm that could result
from participating in a study. It is the obligatiohthe researcher to inform a potential

participant about the research study beforeharaiti@protect participants
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conscientiously and completely. It is difficult determine whether a participant could
potentially incur harm during a study and the paiisy should not be rationalized
away by saying that the study might benefit theraame way.
3.7.3 Informed consent
A researcher is obliged to obtain informed con$emh all participants. The
researcher provided adequate information regarti@gurpose and procedures of the
study, and the rights of the participants. Infolioratvas also supplied to establish the
credibility of the researcher. Participants weffenmed that they could withdraw from
the study at any time. In this study, informed @risvas sought when the
guestionnaire was administered, using a participdotmation leaflet.
3.7.4 Right to privacy and voluntary participation
In an increasingly public and transparent worlagsiists need to be extremely
vigilant that their actions or statements to nolate a subject’s rights to privacy.
The right to privacy is expressed more concretaigugh the following
principles:
A person has the right to:
refuse to be interviewed,;
refuse to answer questions;
not be interviewed at meal time;
not be interviewed at night; and
not be interviewed for a long duration (Mouton, 200. 243).
De Vos (2002, p. 67) cites the views of Singletd@al (1988 p. 454) that
privacy is a participant’s right to decide to whomhen, where and to what extent his
attitudes, beliefs and behavior may be revealdday is synonymous with self-

determination and confidentiality. Self-determinatrefers to an individual’s right to
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decide voluntarily whether or not to participateesearch (Polit & Beck, 2004,
p.732). It is the responsibility of a researcheolbtain informed consent from a
participant whenever information of a private natigr solicited in a study. In this
study participants were given information aboutdbgectives of the study through a
participants’ information leaflet. Their informedrtsent was sought after they had
read and understood the purpose and objectivéeattdy. The participants were
assured that their responses were private anddeonial.

3.7.5 Anonymity

Informants have the right to remain anonymous. Tigat should be respected
both when it has been promised explicitly and alben no clear agreement to the
contrary has been made (Mouton, 2003, p. 243). ymaty is preserved when a
person’s acts or statements are revealed withdisicéosure of his or her identity (Le
Beau, 1998, p. 33). In this study the participargsponses were anonymous as their
names as well as those of the health-care fasiktiere not recorded, nor required, on
any guestionnaire.

3.7.6 Confidentiality

All participants in the study were assured thatitiiermation and opinions
they shared would be treated with the strictesiooffidentiality. They were assured
that data would only be used for the stated purpbsiee research and that no other
person would have access to questionnaire data.cbhidition is reflected by Le Beau
(1998, p. 33), who states that confidentiality @stdat information shared by
someone is not divulged to others. No name of gpént or their hospital was

recorded on any questionnaire.
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3.7.7 Benefits

The benefits that the research intended to prodece thoroughly explained
to the participants to encourage them to give @hadd honest responses. They were
also informed that the gathered data would be ts@tentify and describe the
perception of stakeholders regarding the introductif competence and performance
assessment of medical practitioners in Namibia.
3.8 Summary

This chapter defines what the activity of reseasclhow to proceed with
research activity, how to measure research progmedsvhat constitutes research
success. It also discusses research design, méthggdocluding research approaches,
population, sample and sampling technique, dataatan, data collection
instruments, pre-testing of the data collectiotruraent and ethical considerations.

The results of the study are presented in the clegbter.
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CHAPTER 4
RESULTS

4.1 Introduction

The previous chapter discussed research methodaksyl, This chapter
presents the key results of the main sectionsadmrdted in the first chapter, the
research problems, objectives, and research quesfitie specific purpose of this
study was to describe the perceptions of stakel®(##DCNA members, state and
private medical practitioners) regarding the intrciibn of competence and
performance assessment of medical practitionekamibia and to compare their
views in order to gain insights into their viewstwa view of implementing
competence and performance assessment of medacaitipners programme in the
country which might consequently improve qualityvsees. Self-administered
guestionnaires were used as the data collectidrument (see Appendices 1 and 2).

These were handed to the medical practitionetisanmespective hospitals as
well as private consulting rooms/surgeries to catgl

To obtain the required information the questionemivere divided into six
main sections: demographic data, competence aforpamnce assessment,
competence and performance assessment strataggdisy gnprovement, challenges
and factors affecting professional performance. fifiiings are organised in relation
to the two questionnaires that directed the st@lestionnaire 1 was directed to state
medical practitioners and questionnaire 2 was theto private medical practitioners
and MDCNA members.

One-hundred and six questionnaires were distribUiigy-three were
distributed to each of the two groups. Seventy deted questionnaire were returned

thus the total response rate was 66% which is densil to be good (Polit & Beck,
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2004).Twenty-five respondents returned questioenhiand this resulted in a response
rate of 47.2 %.( n=25). Forty-five respondents @)ebmpleted questionnaire 2

giving a response rate of 85%.

4.2 Description of the sample

Seventy respondents (n=70) participated in thidystiwenty-five (n=25)
were state medical practitioners from Intermeditspital Katutura, and Windhoek
Central Hospital, respectively. Thirty-seven (n=8/&re private medical practitioners
from Windhoek and eight (n=8) were MDCNA members.

All guestions were not answered by the respondémsefore, the frequencies
indicated in the below tables and figures are oftéower total number of the sample.
It should be noted that the information presentetthé tables and figures is primary
data collected in this study.

4.3  Analysis of data

The SPSSomputer software and One Way ANOVAs statisticalgpams
were used to analyse the data obtained from thstigneaires. The data obtained
from the open-ended and closed questions weresathlyy using a coding technique
until a pattern was identified in the data. Expghben relevant the percentages in the
discussions below do not include decimal points.

As evident in Table 4.1 below critical variablesnadl as significance of the
guestions are listed. These variables included &erenly for questionnaire number 2
since the 4-One ANOVA s statistical results foretaedical practitioners(n=25)
(questionnaire 1) did not produce significant resalther due to different sample size

or the different numbers of questions.
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Table 4.1

4-One Way ANOVA s statistical results (n=45)
Parameter Sumofdf |Mean |F Sig

squares square

Introduction of competence and 10.866 5.433 6.724 .003
performance assessment
Frequent of assessment 12.963 2 6.482 8.262 .Q
Who should conduct assessment 12.009 |2 6.0p4 6.18004
Opinion on competence assessment i10.468 5.324 14.566 .000
relation to quality health care service
delivery
Who should develop competence and3.569 2 1.785 3.530 .038
performance assessment standards

Table 4.2
Demographic data, for state and private medicaltjpianers and MDCNA members
(n=70)
S-D characteristic Number Percentage (%
Age
25-29 years 15 21.4
30-34 years 4 5.7
35-39 years 15 21.4
40- 44 2 2.9
45 and above 34 48.6
Total 70 100.0%
Sex
Male 42 60
Female 28 40
Total 70 100%
Employment status
Medical practitioners employed in state | 25 35.7
Medical practitioners employed in private 45 64.3
Total 70 100%
Medical and Dental Council member
Yes 8 11.4
No 62 88.6
Total 70 100%

01
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Table 4.2 shows age distributions, female to matie remployment status and
MDCNA members. The minimum age was 27 years andmanr was 66 years.
Interpretation of the data reveals that 48.6% efrdspondents were between 45 years
and above; 60% were males and 40% were female&Ys35f. the respondents were
state employed, 64.3% worked in private, 11.4%hefrespondents were MDCNA
members and while 88.6% were not.

4.3.1 Results of questionnaire 1 and 2

The purpose of this section is to present the mé&tion obtained from
guestionnaire 1 and 2 as guided by the objectif#secstudy. The statistical
information presented was gained from questionriaire=25) and questionnaire 2
(=45) as discussed in 4.1 and 4.2.

Questionnaire 2 included a question that focusedmaspect related to whom
should conduct competence and performance assessnsei practice. This
guestion was not included in questionnaire 1.

4.3.1.1 Section B: Competence and performance assest

Question 1.In your opinion to what extent do you believe timtoduction of
competence and performance assessment of medacaitipners in Namibia is
necessary?

Figure 4.1 presents the common responses from MD@Mmbers, state and
private medical practitioners on opinions of thiaduction of competence and

performance assessment of medical practitioneraimillia.
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Figure 4.1 Opinions on the necessity of the introduction ahpetence and
performance assessment of medical practitioneraimillia (n=70)

From the data presented in Figure 4.1 it is evitlesit MDCNA members,
state and private medical practitioners believeé i introduction of competence and
performance assessment of medical practitioneramilia is very necessary. Over
60% of respondents believe that it is very necgdsaintroduce competence and
performance assessment of medical practitioneramilia; only 10.80% from private
medical practitioner’s respondents believe thet itot necessary to introduce
competence and performance assessment of medacaitipner in Namibia.

Question 2What should be assessed during competence andrparfoe
assessment of medical practitioners?

Figure 4.2 presents the common responses from MD@lgAbers, state and
private medical practitioners on what should besssd during competence and

performance assessment of medical practitioners.
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Figure 4.2Components of competence and performance assessfmeatlical
practitioners
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Note : Others = documentation and communication

Fifty percent (50%) of the MDCNA respondents mem¢io adequacy of
clinical skills followed by general medical knowtgal (37.5%) and attitude to patients
(12.5%). The majority of state medical practitis@4%) mentioned adequacy of
clinical skills followed by general medical knowbtgsl (24.3%). The majority of
private medical practitioners (56.8%) mentionedga@ey of clinical skills followed
by general medical knowledge (24.3%). Others wastimeed by 13.5%. Only 5.4%
mentioned attitude to patients.

None of state medical practitioners mentioneduatétto patients and only
13.5% of private medical practitioners mentiondukos.

Question 3.How frequent should competence and performancessssant of
medical practitioners be carried out?

Figure 4.3 presents the common responses from MD@/bers and state
and private medical practitioners on the frequémibmpetence and performance

assessment of medical practitioners.
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Figure 4.3Frequent of competence and performance assessfmastical
practitioners
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Note: Others = 10 years

The respondents identified how often the competandeperformance
assessment of medical practitioners should beechrAfter three year was mentioned
by 50% of the MDCNA members, followed by after fiyears (25%) and others
(25%). After three years was mentioned by 48% efdfate medical practitioners and
this was followed by annual (32%); after five ye@r2%), and 8% mentioned others.
Annual was mentioned by 40.5% of private practiei@40.5% followed by: after five
years (27%); after three years (24.3%) and otl8&194).

Question 4.Who should conduct medical practitioner's competesied
performance assessment?

Figure 4.4 presents the common responses from MD@Wmbers, state and
private medical practitioners on who should conadwarhpetence and performance

assessment of medical practitioners.
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Figure 4.4Persons and bodies to conduct competence and iparice assessment of
medical practitioners

Note. Others = UNAM School of Medicine, hospitatglanedical association

Respondents provided rich information on the pessord bodies to conduct
competence and performance assessment of medacaitipners in Namibia. The
majority of MDCNA members (50%) mentioned seniormioal practitioners followed
by others (37.5%), and other health workers (12.9%¢ majority of state medical
practitioners (60%) mentioned senior medical ptiacters followed by other health
workers (28%), and patients (12%). Others (37.8%ewnentioned by majority of
private medical practitioners followed by seniordical practitioners (29.7%) and
patients (18.9%) and other health workers (13.5%).

4.3.1.2 Section C: Assessment strategies

Question 1What strategies could be used to assess the camspetad
performance of medical practitioners?

Figure 4.5 presents the common responses from MD@Wmbers, state and
private medical practitioners on the strategiedse@mployed during competence and

performance assessment of medical practitioners.
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Figure 4.5Assessment strategies for competence and perfoaraasessment of
medical practitioners
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Direct practical observation (37.5%) was mentiongdIDCNA members,
followed by feedback (25%) from patients and peansl, self-assessment (12.5%).
Feedback from peers (48%) was mentioned by stadicalgractitioners, followed by
direct practical observation (24.3%) and feedbacikfpatients (16%). Only 4%
mentioned self-assessment. Feedback from peei@f29%as mentioned by private
medical practitioners, followed by feedback frontigrats and direct practical
observation 24.3% respectively. Self-assessmentvestioned by 21.6%.

4.3.1.3 Section D: Quality improvement

Questionl.In your opinion to what extent do you believe timatoduction of
competence and performance assessment of medacaitipners will improve health
care service delivery?

Figure 4.6 presents the common responses from MD@Wbers, state and
private medical practitioners on their opinionsti significance of competence and

performance assessment in relation to improvindtineare service delivery.
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Figure 4.6 Significance of competence and performance assesshmedical
practitioners in relation to quality improvement
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The majority of MDCNA members mentioned significéb?.5%), followed
by very significant (25%) while only 12.5% mentiaheot at all. The majority of state
medical practitioners mentioned significant (52%)owed by very significant (44%)
while only 4% mentioned not all. The majority ofyate medical practitioners
mentioned very significant (54.1%), followed byrsigcant (32.4%) while only 13.5%
mentioned not at all.

4.3.1.4 Section E: Challenges

Question 1Who should develop competence and performancesassas
standard of medical practitioners?

Figure 4.7 presents the common responses fromastdtprivate medical
practitioners and MDCNA members on their opinionsado should develop

competence and performance assessment standastimfahpractitioners.
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Figure 4.7Persons to develop competence and performanceasthnd
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Note: Others = UNAM School of Medicine and medias$ociation

The majority of MDCNA members mentioned the HPCNA%), followed by
hospitals and others: 25% respectively. The mgjofistate medical practitioners
mentioned the HPCNA (60%), followed by hospital2%3, while only 8% mentioned
others. The majority of private medical practitienentioned HPCNA (78.4%),
followed by hospitals (13.5%) while only 8.1% memtd others.

4.3.1.5 Section F: Factors affecting professionanformance

Question 1.What are the factors affecting competence andpeence of
medical practitioners?

Figure 4.8 presents the common responses from MD@Abers, state and
private medical practitioners on their opinionsfactors affecting competence and

performance.
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Figure 4.8 Factors affecting competence and performance ofaalepractitioners
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The majority of MDCNA members mentioned standardhefdical training
(50%), followed by cognitive impairment (37.5%) \ehonly 12.5% mentioned
alcohol abuse and none of them mentioned age>7#8.y&a overwhelming majority
of state medical practitioners mentioned standétchming (76%), followed by
cognitive impairment (12%) and age>70 years (8.184)le only 4% mentioned
alcohol abuse. The standard of medical trainingmvestioned by 48.6% of the
private medical practitioners, followed by cogngtiimpairment (35.1%) and age> 70

years (8.1%) while only 4% mentioned alcohol abuse.

4.3.1.6 Section F: Factors affecting professionaniormance — open-ended

guestions

In order to capture spontaneous responses, opateuestions asked
MDCNA members, state and private medical practérerabout aspects related to
where should the competence and performance asseissfimedical practitioners
take place. They were asked what can be done touamuality health care services

delivery. They were asked to lists challenges miggrintroducing competence and
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performance assessment in Namibia, and whethestainelards for competence and
performance assessment of medical practitioneraeressary and if so why, they
were asked to give example where the existencecofrgpetence and performance
assessment tool would have made a difference. Rdepts provided more than one
response per question; however, not all respongeatéded a response to all open-
ended questions. Responses were clustered accoodsgyes which were frequently
mentioned by respondents.

4.3.1.7 Section C: Assessment strategies

Question 2.Where should the competence and performance assessf
medical practitioners take place?

Table 4.3 presents the common responses from MD@N#bers; state and
private medical practitioners on where should caempee and performance

assessment of medical practitioners take place.

Table 4.3
Places where the competence and performance assdgssould take place (n=70)
ISSUE Places where the competence and performance
assessment could take place
MDCNA State medical | Private medical
members practitioner practitioner
n=8 n=25 N=37
Hospitals 2(25%) 19(76%) 23(62.2%)
Consulting rooms 2(25%) 0 13(35.1%)
Duty stations 2(25%) 15(60%) 0
School of Medicine 4(50%) 3(12%) 14(37.8%)
HPCNA 2(25%) 2(8%) 0
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The majority of state medical practitioners (76%4l @rivate medical
practitioners (62.2%) mentioned hospitals as ablétplace to conduct competence
and performance assessment of medical practitio®ershe other hand only 25% of
MDCNA members mentioned hospitals. Although alpasdents mentioned UNAM
School of Medicine, the majority of MDCNA membe&)%) mentioned this venue
more than the other participants. This venue wastioreed by 37.8% of the private
medical practitioners 37.8% and by 12% of stateioadgractitioners. It is also
evident in the above findings that majority of MDE&Nembers, namely 25%
mentioned the HPCNA while only 8% of state medpralctitioners mentioned it.

4.3.1.8 Section D: Quality improvement

Question 2What in your opinion can be done to improve qudiggalth care
services delivery?

Table 4.4 presents the common responses from MD@N#bers, state and
private medical practitioners on their opinionsvamat can be done to improve quality

health care services delivery.
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Table 4.4
Aspects that can be done to improve quality healtle services (n=70)
ISSUE What in your opinion can be done to improve
guality health care services
MDCNA State medical | Private medical
members practitioner practitioner
n=8 n=25 N=37
Continued education 1(12.5%) 13(52%) 15(40.5%)
CPD 3(37.5%) 0 11(29.7%)
Adequate resources( Human,| O 18(72%) 5(13.5%)
Equipment and facilities)
Performance appraisal 2(25%) 3(12%) 9(24.3%)
Development of treatment 1(12.5%) 2(8%) 10(27.0%)
protocols and standards
Incentives (Good salary) 1(12.5%) 7(28%) 2(5.4%)
Attendance of 2(25%) 4(16%) 11(29.7)
workshops/seminars
Good supervision 0 3(12%) 1(2.7%)

This above has mixed results. The majority of MDCiMAmbers mentioned
CPD (37%) followed by performance appraisal (25%) attendance of
workshops/seminars (25%) and incentives (25%). Nobastioned adequate resources
and good supervision.

An overwhelming majority of state medical practitéss mentioned adequate
resources (72%), followed by continued educati@¥{band incentives (28%). None
mentioned CPD.

The majority of private medical practitioners 40.89éntioned continued
education (40.5%) followed by CPD (29.7%) and atterte of workshops/seminars
(29.7%).Development of treatment protocols anddsess was mentioned by 27%,

while only 2.7% mentioned good supervision.
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4.3.1.9 Section E: Challenges

Question 1What do you think are some of the challenges reggrd

introducing competence and performance assessmaliamibia?

Table 4.5 presents the common responses from MD@N#bers, state and

private medical practitioners on their opinionsameting the challenges of introducing

competence and performance assessment in Namibia?

Table 4.5
Challenges of introducing competence and performassessment in Namibia
(n=70).
ISSUE Challenges
MDCNA State medical | Private medical
members practitioner practitioner
n=8 n=25 N=37
Cost 1(12.5%) 1(4%) 5(13.5%)
Reliability 1(12.5%) 10(40%) 6(16.2%)
Acceptability 0 7(28%) 4(10.8%)
Provision of feedback/bias 0 2(8%) 14(37.8%)
Lack of time 2(25%) 5(20%) 2(5.4%)
Lack of competent assessors 2(25%) 10(40%) 10(27.0%
Lack of assessment tool 3(37.5%) 6(24%) 4(10.8%)
Lack of facilities 0 0 1(2.7%)

The majority of MDCNA members mentioned lack ofesssnent tool

(37.5%), followed by lack of competent assessds84R lack of time (25%), and
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reliability and cost (12.5%). None mentioned latkaailities, provision of feedback,
acceptability.

The majority of state medical practitioners mengidhack of competent
assessors and reliability (40%) followed by acdaifity (28%), and lack of
assessment tool (24%). None mentioned lack ofifiasil

The majority of private medical practitioners mentd provision of feedback
(37.8%) followed by lack of assessment tool (27%g) eeliability 16%.

Surprisingly a lack of competent assessors angssgnt tool is commonly
mentioned by MDCNA, state and private medical ptiacters. This lack is not
supported anywhere in the literature.

Question 2.In your opinions are the standard for competemckperformance
assessment of medical practitioners necessary hyd w

Table 4.6 presents the common responses from MD@N#bers, state and
private medical practitioners on their opinionsaneting whether the standard for
competence and performance assessment of medacaitipners are necessary and

reasons.
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Table 4.6

Necessity and reasons of standards for competentcpeaaformance assessment of

medical practitioners (n=70).

ISSUE

Necessity of competence and performance
assessment of medical practitioners

care

MDCNA State medical | Private medical
members practitioner practitioner
n=8 n=25 N=37
Yes 7(87.5%) 20(80%) 24(64.8%)
No 1(12.5%) 3(12%) 13(35.1%)
No response 0 1(4%) 8(21.6%)
Reasons:
Improve quality health care 2(25%) 17(68%) 11(29.7%
Safe guards patients 3(37.5%) 1(4%) 1(2.7%)
Maintain standard of medical| 3(37.5%) 2(8%) 10(27.0%)

An overwhelming majority of MDCNA members mentionges (87.5%) and

12.5% mentioned no. An overwhelming majority otastanedical practitioners

mentioned yes (80%) while 12.5% mentioned no. Thg@nty of private medical

practitioners mentioned yes (64.8%) while 35.1% tioeed no. It is surprisingly to

note that 35.1% of private medical practitionersititomed no. This does not correlate

with the questions asked who should develop competand performance assessment

of medical practitioners as the majority (73.7%)ntiened the HPCNA.

On the question why, the majority of MDCNA membersntioned safe

guards patients and maintain standard of medical (87.5%) followed by improve

quality health care (25%). The majority of statedimal practitioners mentioned

improve quality health care (68%) followed by maintstandard of medical (8%).

The majority of private medical practitioners mentd improve quality health care

(29.7%) followed by maintain standard of medicakc@7%).
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Question 3Who should conduct competence and performancesassas of
medical practitioner in solo practitioners?

Table 4.7 presents the common responses from MD@iN@bers and private
medical practitioners on who should conduct comteand performance assessment
of medical practitioner in solo practice.

Table 4.7
Persons and bodies to conduct competence and iparioe assessment of medical
practitioners in solo practice (n=70)

MDCNA Private medical
ISSUE members practitioner

n=8 N=37
Hospitals 2(25%) 2(5.4%)
School of Medicine 3(37.5%) 2(5.4%)
HPCNA 3(37.5%) 7(18.9%)
Peers 2(25%) 5(13.5%)
Specialists 2(25%) 7(18.9%)
Partners 0 2(5.4%)
Private medical centre’s director 0 3(8.1%)
Medical association 0 2(5.4%)

The majority of MDCNA members (37.5%) mentioned 8ahool of Medicine
and HPCNA, respectively. Partners, private mediealtres’ directors, and medical
association, was not mentioned by any of theseorelgmts. The majority of private
medical practitioners mentioned specialists andHRENA, 18.9% respectively,
while 5.4% mentioned medical association, part&etsool of Medicine and hospitals,
respectively. This is a new finding because itasmentioned anywhere in the

literature.
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4.3.1.10 Section F: Factors affecting professiona@rformance

Question 2Could you cite one example where the existencewipetence
and performance assessment tool would have maifei@edce?

Table 4.8 presents the common responses from MD@N#bers, and private

medical practitioners on examples provided.

Table 4.8
Example provided (n=70)
ISSUES Example
MDCNA State medical Private medical
members practitioner | practitioner
n=8 n=25 N=37
No response 3(37.5%) 15(60%) 18(48.6%)
Incompetent doctors due to 1(12.5%) 2(8%) 3(8.1%)
different education standard
Fake doctors 1(12.5%) 0 0
Increase public complaints about3(37.5%) 10(40%) 5(13.5)
poor management of patients
Indiscipline doctors 0 1(4%) 0
Unlicensed doctors 0 0 4(10.8%)

The majority of MDCNA members (37.5%) mentionedrease public
complaints about poor management of patients andsponse (37.5%), followed by
fake and incompetent doctors due to different etiolcagtandard (12.5%).

The majority of state medical practitioners gavaegponse (60%), followed
by increase public complaints about poor managewigoatients (40%) and 8%

mentioned incompetent doctors due to different atioe standard.
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The majority of private medical practitioners diok igive any response
(48.6%) and this was followed by increase publimptaints about poor management
of patients (13.3%), and unlicensed doctors (10.8%)

4.4 Reliability of instruments

In this study reliability was tested through a pstudy (inter-rater reliability)
and enhanced by the researcher’s thorough fanyliaith the environment in which
the study was conducted. Reliability improves awtboally when a researcher is
familiar with the research environment. Reliabilitas also ensured by using an
already existing instrument.

4.5 Validity of measurement

In this study validity was tested by giving thegasch instruments to the
experts. The questionnaires were submitted to tlleagues and the two supervisors
for this thesis. They were asked to evaluate tlestpns and the thesis outline in
relation to the study.

4.6 Limitations observed

The main limitation of this study could be that MR& members might be
biased which might have negative effect in compgpviews of state and private
medical practitioners. The data collection prodekss long time because both the
state and private medical practitioners were tagylia complete the questionnaire on
time. Some questionnaires were returned half caommglhile some were not returned
at all. Both time and financial resource challengesnt the study was limited to
Windhoek.

4.7 Summary
In this chapter, the results of both questionnaiere presented and discussed.

Questionnaire 1 was completed by 25 state medreatifoners and questionnaire 2
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was completed by 37 private medical practitionei @ght MDCNA members. A
variety of aspects associated with stakeholder€gmions, regarding the introduction
of a competence and performance assessment ofahpdactitioners in Namibia,
were covered. They included:

opinions on the introduction of competence andgrarnce assessment;

aspects to be assessed during competence andpent assessment of

medical practitioners;

aspects related to how often the assessment tarbeccout;

aspects related to the person to conduct assessment

aspects related to challenges of introducing coemupet and performance

assessment;

aspects related to development of competence afapance assessment

of medical practitioners;

aspects related to quality improvement;

aspects related to factor affecting competencepanfdrmance

assessment; and

aspects related to example of existence of a canpetand performance

assessment tool would have made a difference.

Analysis of data revealed the opinions and viewBIDCNA members, state

and private medical practitioners with regard ® ititroduction of a competence and
performance assessment of medical practitionekamibia. From this information a

discussion could be formulated and is presentéldemext chapter.
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CHAPTER 5
DISCUSSION
5.1 Introduction

The purpose of this study was to describe the péiores of stakeholders,
namely, MDCNA members, state and private medicatfitroners, regarding the
introduction of competence and performance assegsrmémedical practitioners in
Namibia and to compare their views and gain insightio such views, in order to
address the implementation of a competence andrpehce assessment of medical
practitioners programme in the country which migbihsequently improve quality
services. The results of the study conducted arpanticipants indicate that majority
of MDCNA members, and state and private medicattgraners, respectively, believe
that it is very necessary to introduce a competanceperformance assessment of
medical practitioners in Namibia. Their responsescemparable and consistent to
each other.

5.2 Main results or themes

The below refers to section B of the questionnaioepetence and
performance assessment.

Question 1.In your opinion to what extent do you believe timtoduction of
competence and performance assessment of medacaitipners in Namibia is
necessary?

From the data presented in Figure 4.1 it is evitlestt MDCNA members, and
the state and private medical practitioners, beliat the introduction of competence
and performance assessment of medical practitiofg¢amibia is very necessary.

This is supported by the literature which indicdtieat to reflect these changes

in practice, it seems necessary that medical pi@otirs need to update their
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competencies continuously to perform optimally (Ba8 Harden, 2003). Medical
practitioners need to be assessed in daily praictioeder to inform them about their
performance. The findings of this study have esthbtl those MDCNA members, and
the state and private medical practitioners, supperintroduction of competence and
performance assessment in Namibia.

All of the MDCNA members and state medical prastigrs did not believe
that it is not necessary to introduce the compet@mel performance assessment. On
the hand 10.8% of the private medical practitiomerthie study believe that it is not
necessary to introduce competence and performasessment of medical
practitioner in Namibia.

Question 2.What should be assessed during competence aratrparfce
assessment of medical practitioners?

The majority of participants mentioned adequacylioical skills followed by
general medical knowledge and attitude to patiddsie of state medical practitioners
mentioned attitude to patients and only 13.50%hefgdrivate medical practitioners
mentioned others, such as documentation and coneation. This is in line with a
current definition of professional competency. Epsand Hundert (2002) define it as
the habitual and judicious use of communicatiormvidedge, technical skills, clinical
reasoning, emotions, values, and reflection inydaiactice for the benefit of the
individual and community being served. The Accratalin Council for Graduate
Medical Education and American Board of Medical Sakies (2000) support this
definition of professional competency. The focushafse essential competencies
involves delivering quality care that extends beyamedical knowledge and clinical

expertise.
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However, it is positive to note that this questieas not significant in this
study as indicated by the 4-One Way ANOVAs Statidtiesult. The 4-One Way
ANOVAs Statistical result is in line with the litgiure. The latter indicates that there is
some criticism of competence-based assessment harrange of views in the
literature cautioning against the use of generioaas of clinical competence that do
not take into account the specific context andskaquired to practice in a specialist
environment (McGratlet al, 2006).

Although many forms of assessment can be usedto ahmedical
practitioner’s knowledge or competence, there idence that competence does not
reliably predict performance in clinical practidgethanset al, 2002). Evidence from
several studies found that there are a numberbstantial problems with assessment
of outcomes, and there is often no definition oé#holds of acceptable care (Landon
et al, 2003; Lilfordet al, 2004; Norcin, 2003).

The opinions of the MDCNA members and state aneapgimedical
practitioners are comparable to each other whetledynajority indicated that
adequacy of clinical skills needs to be assessetbritrast the state medical
practitioners did not mention attitude to patiefiisey might just believe that patients’
opinions are not important since they are lay pessdt can be assumed that state
medical practitioners do not have positive attigittevard their patients.

Question 3.How frequent should competence and performancessssnt of
medical practitioners be carried out?

There was a range given, namely annually, evegetliears, every five years,
and every 10 years. This is contrary to the liteathat shows that since 1972 the
College of Physicians and Surgeons of Ontario asdestors every five years with a

so called clinical audit (Dauphine, 1999). The migyoof participants mentioned
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assessment every three years. This could be daédha the fact that they want
incompetent medical practitioners to be identigaaly so that remedial action can be
implemented immediately. It should be noted thatrttajority of state and private
medical practitioners prefer annual assessmente wWig majority of MDCNA
members mentioned assessment after three years.

Question 4.Who should conduct medical practitioner's competesed
performance assessment?

The participants provided rich information pertagto suitable persons and
bodies to conduct competence and performance assetsof medical practitioners
in Namibia. These were senior medical practitiongidAM School of Medicine,
hospitals, medical associations, other health woewd patients.

Senior medical practitioners were overwhelmingditg the majority of
participants. In terms of the literature medicalqgtitioners’ competence is inherently
peer-driven. Requirements and standards for comget@ training programme
accreditation, board certification and maintenaofceertification, patient care practice
guidelines, credentialing, licensing, and peerewyiare all developed and
administered by special committees of medical graner peers (Sepucha, Fowler &
Mulley, 2004). Additionally, a medical practitiongicompetence is in part patient-
determined. In the era of patient advocacy aneépttientred care, the assessment of
a medical practitioner’s competence is incomplataaut considering the opinions of
the patients served by that medical practitionep(f8haet al, 2004). This is further
supported by a study done by Ipsos MORI, (2012ctvifdund that participants think
any system of professional development should bae= key elements: doctors;
patients; and an independent body. It should lzager of people: the department of

health, other doctors, and patients as well. Patiean provide feedback on health-
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care services rendered by medical practitionersgxample. Senior doctors can
appraise medical practitioners. The departmentafth can appraise administration
and management. It can be concluded that the jpamits in this study strongly
supported competence and performance assessnienttmducted by senior medical
practitioners as well as specialists.

However, it is important to note that state medpralktitioners did not mention
the need to assess attitudes to patients in tiveoprsequestion. In this question they
mentioned patients as players in conducting comgetand performance assessment
of medical practitioners in Namibia. It is also iomant to note that the School of
Medicine, hospitals, and medical associations wetenentioned in the literature as
being bodies to conduct competence and performafimoedical practitioners. In this
study these were mentioned by the participantss iBha new finding specifically for
Namibia.

The below refers to section C of the questionnaissessment strategies.

Question 1What strategies could be used to assess the campedad
performance of medical practitioners?

Suggested strategies to be employed during comgeterd performance
assessment include feedback from peers, directigebobservation, feedback from
patients and self-assessment. However, it is impotb note that the majority of
participants mentioned feedback from peers. This e with the literature. The first
step includes a combination of methods to assedsgzional performance in a
number of domains which encompass valid and reiaddtruments. Literature on
performance assessment shows that the incorpom@tioformation from multiple
sources and various occasions is essential in todaraluate a complex construct,

such as medical practitioner performance (Van deutén & Schuwirth, 2005).
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The second step implies that information gathemestep one is processed for
the medial practitioner involved: this is also edleffective and acceptable feedback
content and delivery. Several reviews establisheddagreement on the
characteristics of feedback content to make it ratisctive (Hattie & Timperley,
2007). Feedback should focus on performance taskslzould not contain any
judgements about the character of the recipiemthEtmore, feedback should be clear
and specific. Feedback delivery implies the way dffered to the medical
practitioners being assessed. Feedback could émaative, such as a discussion, or it
could be emailed or posted to the medical pracktiafter the assessment.

This research has established that medical p@wtits prefer to be assessed by
peers and not by other bodies. MDCNA membersherother hand, support more
direct practical observation. The latter's’ views gaupported by an observational
survey done by Morris, Hewitt, Roberts and Saun{2069) which revealed that most
(70%)) felt that direct observation helps to impraeliaical skills. Furthermore, 65%
agreed with the statement. Self-assessment wadsasiementioned by the participants.
This is in line with the research on self-assessmwiith underscores the difficulty
that many physicians have in identifying their ogampetence problems (Dawsal,
2006). The same authors further found that a prég@mce of evidence suggests that
medical practitioners have a limited ability to aately self-assess. The worst
accuracy for self-assessment was among medicditppraers who were the least
skilled and those who were the most confident (Bawal, 2006).

The below refers to section D of the questionnajtelity improvement.

Questionl.In your opinion to what extent do you believe timitoduction of
competence and performance assessment of medacaitipners will improve health

care service delivery?
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The majority of MDCNA members and state medicatptianers mentioned
that this is significant, while the majority of pate medical practitioners mentioned it
is very significant. This is supported by BerwicldaFinkelstein (2010) as their study
indicates that it is very significant to conduchgmetence and performance assessment
of medical practitioners due to the fact that madpractitioners’ competence is
constantly evolving. Basic knowledge, skills, aitiés, and behaviours for
competence, must of necessity change with new d#s@s, technologies, health-care
system structure, and social mandates. This rdséacestablished that the
participants believe that the introduction of tleenpetence and performance
assessment in Namibia can improve quality health sarvices. Furthermore, it can
be concluded that they would like competence amtbprance assessment of medical
practitioners to be introduced in Namibia.

The below refers to section E of the questionnainallenges.

Question 1Who should develop competence and performancesmssas
standard of medical practitioners?

The majority of participants mentioned the HPCN&l|ldwed by hospitals.
Others mentioned include the UNAM School of Medgiand medical associations.
Requirements and standards for competence foutndimng programme
accreditation, board certification and maintenamfoeertification, patient care practice
guidelines, credentialing, licensing, and peerewyiare all developed and
administered by special committees of medical graner peers (Sepucha, Fowler &
Mulley, 2004). The findings of this study have é$ithed, however, that the HPCNA
should develop competence and performance asseissfmeadical practitioners in
Namibia. This can be attributed to the fact thattHPCNA’s statutory role as outlined

in the Medical and Dental Act No.10 of 2004, igtotect the public through
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regulated standard and practice by promoting attérbensuring high standards of
professional conduct and professional educatiamitrg and competence among
registered medical practitioners.

The below refers to section F of the questionndaetors affecting
professional performance.

Question 1.What are the factors affecting competence andpegnce of
medical practitioners?

The majority mentioned standard of medical trainiofjowed by cognitive
impairment, and alcohol abuse. Age >70 years wagioreed the least by the
participants. These factors are contrary to thodiarature which indicates that a
decline in cognitive ability is associated withrag(Eva, 2002; Ladouceu, Billard, &
Jacques, 2009; Durnirgg al, 2010; Trunkey & Botney, 2001; Williams, 2006heke
authors reveal that cognitive ability declines freixty years onwards and aging
contributes to diminished insight about one’s levgberformance and decreases the
ability to learn, retain, and implement new knovged

It is important to note that the majority of paip@nts mentioned standard of
medical training. This could be attributed to thetfthat medical practitioners working
in Namibia qualified indifferent medical univerg in the world. It can further be
attributed to the fact that many medical practigie who are working in Namibia, are
foreigners and have undergone different medicalitrg standards. So it is important
to introduce competence and performance assessin@edical practitioners in
Namibia and to design a remedial programme fornmoetent medical practitioners in
order to maintain the standard of medical caré&éncountry.

The below is a discussion of open ended quest{@usstion 2 in section C of

the questionnaire pertains to assessment strategies
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Question 2.Where should the competence and performance assessf
medical practitioners take place?

Assessment places mentioned: the hospital, UNAM®&obf Medicine, the
HPCNA, and duty station. It is worth noting thatjoray of state medical
practitioners mentioned duty stations (60%). Thisupported in the literature because
in order to measure competence, one needs to béabValuate the knowledge,
skills, and abilities represented by those behasgiguthe actual practice setting
(Krameret al, 2009). The majority of respondents from studgulations support
overwhelmingly competence and performance assessmba conducted in the
hospital. This is important because it is a quatté assessment of performance
based on rates at which patients of medical prawcéts experience certain outcomes
of care/or the rates at which medical practitiorsglisere to evidence-based process of
care practice (Landoet al, 2003).

Question 2 in section D of the questionnaire pestéd quality improvement.

Question 2.What in your opinion can be done to improve qudigalth care
services delivery?

Aspects that were mentioned are adequate resoca@siued education,
incentives, CPD, attendance of workshops/semidassglopment of treatment
protocols, performance appraisal, and good supervis

It is surprising to note that the most mentiongukats are not supported in the
reviewed literature. However, aspects related amadte resources, such human
resources, equipment, and facilities, were repartede work of Tam (2005) who
stated that quality in health care may compriseenfer technology, newer and

effective medication, and higher staff to patiattas, affordability, efficiency and
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effectiveness of service delivery. Quality can dsdroken down into two
dimensions: technical quality and functional qyalean & Lang, 2008).

Other opposing views emerged: good supervisionngasnentioned by the
majority of respondents, but in a study conducte®é Villierset al (2006) it was
found that in-service learning under supervisiothmworkplace was the most widely
supported method to update both knowledge andskibod supervision was
positively associated with a deep learning appro@hfs, however, means
employment of experienced medical practitionernsaspitals who can provide
supervision for this type of learning. It could hewer be assumed that all issues
mentioned could improve quality of service delivery

The below question in section E of the questiormpértains to challenges.

Question1.What do you think are some of the challenges reggrd
introducing competence and performance assessmaliamibia?

Challenges mentioned were lack of assessmentlémél of competent
assessors; lack of time; reliability and cost. @anpgly a lack of competent assessors
and an assessment tool were commonly mentioned@NA members and both the
state and private medical practitioners but thés#lenges are not supported in the
literature reviewed in this study. The most mergmrssues, such as reliability, cost
acceptability, and provision of feedback, are sufgubby the literature which
indicates that in general a combination of varimssruments is necessary to assess
performance over a wide range of competencies antéxts (Van der Vleuten &
Schuwirth, 2005). One single observation is negkalble enough for high-stake
decisions, neither are multiple observations donertly one supervisor. Any

assessment tool will provide information about miwan one competency and a
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competency can only be assessed comprehensivelsity different methods (Lurie,
Mooney & Lyness, 2009).

Although competence and performance assessmembedategrated with
routine clinical care, some forms of assessmenbeaimme consuming. Observation
and feedback sessions do not need to be lengtleyreBponsibility for assessment
should be dispersed over many different team mesnberiuding nurses and other
professionals (Brinkmaaet al, 2007). Many professionals find it challengingtee
effective evaluative feedback. Professionals fhrat positive feedback is easier to
give than negative feedback. On the other hargdribt uncommon for educators, and
trainers, for example, to provide limited positfeedback. This may reflect the
prevailing view that ‘no news is good news’. A laafkpriority could be placed on the
role that positive feedback can play in both tleneng and assessment process.

This research has established that cost, reliabéliceptability, provision of
feedback, lack of time, lack of competent assestark of assessment tool, and lack
of facilities, are some of the challenges mentioreggrding the introduction of
competence and performance assessment of medacditipners in Namibia. It can
be concluded that specific challenges for Namibgarding the introduction of
competence and performance assessment are laocknpetence assessment,
acceptability due to political influences, and latkassessment tools.

Question 2.In your opinions are the standard for competendepanformance
assessment of medical practitioners necessary agd w

The majority of participants agreed that such assest is necessary. It is
surprisingly to note that 35.1% of the private ncatipractitioners were in

disagreement with this question. This does notetate with the questions as to who
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should develop competence and performance assessfmeadical practitioners
because 73.7% of the private medical practitionsgationed the HPCNA.

Reasons give as to why such assessment is neceasdaded safeguarding
patients, maintenance of the standard of medical ead improving quality health
care. Safeguarding patients was mentioned by 36f5% MDCNA members
whereas it was only mentioned by 4% of the statdicaépractitioners, and by 2.7%
of private practice medical practitioners. ThisIdooe attributed to the fact that the
MDCNA members know that the statutory role of tHeGNA, as outlined in the
Medical and Dental Act No. 10 of 2004, is to protde public through regulated
standard and practice by promoting and better emghigh standards of professional
conduct and professional education, training andpmience among registered
medical practitioners.

This research has established that it is necetsdigve competence and
performance standards of medical practitionersamiia in order to improve quality
health care, safe guard the patients, and maitfteistandard of medical care.

Question 3Who should conduct competence and performancesmssas of
medical practitioner in solo practice?

The following were mentioned: the School of Medgithe HPCNA, partners,
private medical centres’ directors, medical assmrig, and specialists. Private
medical practitioners and MDCNA members mentionadners, medical centre
directors, and medical associations. This couldthéuted by the fact that most
private medical practitioners work in group pragtichat are managed by directors as
well as partners. This is a new finding becausenbt mentioned anywhere in the

literature.
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The below open-ended question in section F of thestpnnaire pertains to
challenges factors affecting professional perforoean

Question 2.Could you cite one example where the existencewipetence
and performance assessment tool would have maifieieedce?

Examples cited: increased public complaints aboot pmanagement of
patients, fake doctors, and incompetent doctordad#ferent education standards,
and unlicensed doctors. Some of these issues pperdad in the literature. For
example, a study done by Wanyu, Muiruri and Aya2i@l@) on whether employees’
incompetence affected service quality in the pusidictor indicated that the majority
(92%) of the respondents were in agreement whigavg8%) held contrary opinions.
These findings are in line with a study done bynige et al. (2006) who revealed that
there was a shortage of competent staff and tlisaiteemendous effect on poor
performance in that specific hospital.

Another disconcerting finding in the literature aeding quality service is the
President’'s Commission of Inquiry Report (Mtambagweet al, 2013). The
commission’s team found that quality of patienteciar public health facilities was
generally described by the public and health psifesls to be below acceptable
standards. One of the complaints raised, in relabgyoor quality patient care, was
that some medical practitioners do not carry goihgsical examination before
prescribing medication. This was specific for matractitioners working at the
Khorixas District Hospital. They lacked respectskdlls on how to use basic medical
equipment, such as an ultrasound machine, and (navtetrpret the images. The
team’s finding itself demonstrated that there mead to introduce performance and
competence assessment of medical practitionersp€mmcies should be documented

more formalised with a view to promoting qualityea
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Furthermore, the said report mentioned that a faftecting poor
performance among medical practitioners identifi@s authorisation to practise
medicine in the state without being registeredigyNMDCNA as medical practitioners
(Mtambanengwet al, 2013). It is disconcerting to note that duringuanber of
consultations, and written submissions as welluagd public hearings, a complaint
was raised that the system of authorisation is épatuse since unqualified persons
might be authorised to practise when in fact theyud not. Affidavits submitted to
the Commission reveal cases of persons, from KeMiggria, or the Democratic
Republic of the Congo (DRC), who were authorisedraxtise as medical
practitioners apparently without consultation viite MDCNA. They were later found
to be completely unsuitable to practise. They eiti#ained the minister’s
authorisation fraudulently, or did not provide tieguired documentation or did not
comply with other requirements of the MDCNA Act, N6 of 2004. A number of
such ‘medical practitioners’ were discharged franpoyment by the Public Service
Commission (Mtambanengves al, 2013).

Finally, it is disconcerting to note that this ques was poorly answered given
that that majority of participants, namely statedioal practitioners, account for 60%.
It can be concluded that this question was difficmlanswer.

This research established that an increase ingobinplaints about poor
management of patients was one of the most citathpbes where the existence of
competence and performance assessment tool wouddnmade a difference.

5.3 Summary
This chapter presented findings of the study argrerapplicable, linked them

to the reviewed literature. A pivotal finding beitigat the absence of a competence
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and assessment tool probably accounted for pubhigptaints of poor management of

patients in Namibia.
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CHAPTER 6
CONCLUSION AND RECOMMENDATIONS

6.1 Introduction

In this chapter the objectives are revisited. A swary of the key findings and
their contribution to the study are presented aewdmmendations for future research
are made. The chapter includes final remarks. Thpgse of this study was to
describe the perceptions of stakeholders, namel MR members, state and private
medical practitioners, regarding the introductiéc@mpetence and performance
assessments of medical practitioners in Namibiatamdmpare their views and gain
insights into such views, in order to address thglémentation of a competence and
performance assessment of medical practitionegrgname in the country which
might consequently improve quality services.
6.2  Objectives revisited

The findings, together with the relevant theorétickormation used in the
study, led the researcher to arrive at severallasimns. The objectives are presented
below and linked to the findings of the study.

6.2.1 Objectives 1to 5

1. To identify the perceptions of different stakéérs regarding introducing

competence and performance assessment of medaxditjpners in Namibia.

This objective was met because the study cleatgbéshed that MDCNA
members, state and private medical practitioneis\zethat it is very necessary to
introduce a competence and performance assessfmapticcal practitioners in
Namibia.

2. To identify best practices around the world lo@ tompetence and

performance assessment of medical practitioners.
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Review of the literature in this study clearly iogles that the following
regulatory authorities are conducting competencepanformance assessment of
medical practitioners, namely:

Medical Council of Republic of Ireland (Medical A2007);

UK (General Medical Council of UK);

USA (Accreditation Council and American Board ofe8jalist); and
Medical Council of New Zealand (Health Practitio@mpetence
Assurance Act 2003).

These medical councils have established procedunesictivities to satisfy
themselves that the medical practitioners are kegepbreast with knowledge and
skills and applying them to a standard that caeaeably be expected in terms of the
kind of medicine that is practiced.

3. To compare the perceptions of different stalagrslregarding the

introduction of competence and performance assegsohenedical

practitioners in Namibia.

In terms of the findings of this study the partamps, namely MDCNA

members, and state and private medical practitsmave the same perceptions that it

IS very necessary to introduce a competence aridrpgmnce assessment of medical
practitioners in Namibia. All of the participantave the same perception that the
introduction of a competence and performance ases®of medical practitioners is
significant and would be very significant in impesxent of health care delivery.
4. To describe the challenges that might be expeeé in introducing
competence and performance assessment of medawitipners in Namibia.
In terms of this objective this research estabtisthat cost, reliability,

acceptability, provision of feedback, lack of tinheck of competent assessors, lack of
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assessment tool, and lack of facilities, are keaflehges regarding the introduction of
competence and performance assessment of medacditipners in Namibia. It can
be concluded that specific challenges for Namibgarding the introduction of
competence and performance assessment are lacknpetence assessment,
acceptability due to political influences, and lafkassessment tools
5. Make fairly recommendations directing at imprmyguality services.
Based on the findings of this study recommendatwei® suggested, namely:
The MDCNA and Intermediate Hospital Katutura anch#fioek Central
Hospital should establish procedures and progranfioneompetence and
performance assessment of medical practitioners.
Both private and medical practitioners should coescontinued
education and should comply with continuing proif@sal development
(CPD) requirements.
MOHSS should provide adequate resources and impvovdng
incentives for their medical practitioners.
Hospital Katutura and Windhoek Central Hospitalidtalevelop
treatment protocols and standards for medical pi@uers. Hospital
superintendents should ensure good supervisidmeafiinedical
practitioners.
From the research results and discussion it caobeluded that the
participants would like the introduction of comp®te and performance assessment of
medical practitioners in Namibia. The assessmentlghbe conducted by the peers,

more specifically senior medical practitioners.
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Furthermore, it can be concluded that state megieaititioners and MDCNA
members are totally supportive of the introductebia competence and performance
assessment of medical practitioners in Namibia.

Finally, it can be concluded that specific challesdpr Namibia regarding the
introduction of competence and performance assegsane lack of competence
assessment, acceptability due to political inflesnand lack of assessment tools
6.3 Summary of key findings

The exact population of state and private medicattioners in
Windhoek has not been accurately established.

The majority of MDCNA members and private medicaqiitioners
believe that it is very necessary to introducerapetence and
performance assessment of medical practitionekamibia. Their
responses are comparable and consistent with spemees provided by
the state medical practitioners.

The majority of MDCNA members and state medicatptianers believe
that competence and performance assessment ofahpdactitioners
should be conducted after three years. Howeverr, rigponses are not
consistent with the responses provided by the f@iweedical practitioners
whereby the majority of respondents mentioned alremsessments.
The majority of MDCNA members and private medicaqiitioners
identified senior medical practitioners to condac@ompetence and
performance assessment of medical practitionekamibia. Their
responses are comparable and consistent with spemees provided by

the state medical practitioners.
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The majority of MDCNA members and private medicaqiitioners
believe that the introduction a competence andop@idnce assessment of
medical practitioners in Namibia could significanitinprove quality
health care services. Their responses are compaaadlconsistent with
the responses provided by the state medical prawits.

The majority of MDCNA members and private medicaqiitioners
mentioned that Health Professional Council of Naan{piPCNA) should
conduct competence and performance assessmen&lafainpractitioners
in Namibia. Their responses are comparable andstens with the
responses provided by the state medical practitsone

The literature reviewed in this study clearly iraties that there are some
regulatory authorities in the world that are cortthgccompetence and
performance assessments of medical practitioners.

Aspects that were mentioned to be done to improsdity health care
services in order of priority are: adequate resesircontinued education,
CPD, attendance of workshop/seminars, developnfardatment
protocols and standards, performance appraisasniives, and good
supervision.

Challenges regarding the introduction of a competeand performance
assessment of medical practitioners, are

(i) cost;

(i) reliability;

(i) acceptability;

(iv) provision of feedback/bias;

(v) lack of time;
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(vi) lack of competent assessors;

(vii) lack of assessment tool; and

(viii) lack of facilities.

The majority of MDCNA members and state and privagsical
practitioners believe that standards for a competemd performance
assessment of medical practitioners in Namibianacessary for the
following reasons: improve quality health caregesgthard patients, and
maintain a standard of medical care.

The majority of MDCNA members, and private medijeactitioners,
mentioned that hospitals, the School of Medicihe,HPCNA, peers, and
specialists, should conduct a competence and pesftce assessment of
medical practitioners in solo practice.

Examples cited where the existence of a competa@mdg@erformance
assessment tool would have made a difference \&arigicrease in public complaints
about poor management of patients; incompetenbdodue to different education
standards; undisciplined doctors; and unlicensetods.

Finally, it is also important to note that SchobMedicine, hospitals, and
medical association, were not mentioned anywhetiediiterature as being bodies to

conduct competence and performance of medicaliposers.

6.4  Contribution of the study

Findings of the study contribute to further undansling of perceptions of
stakeholders regarding the introduction of a coenpe# and performance assessment
of medical practitioners in Namibia. Improving gtyakervices is linked to

recommendations made by the participants.
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The study produced evidence that it is very necggsao introduce
competence and performance assessment of medacaitipners, (ii) to find ways to
monitor competence and performance of medical pi@etrs, and (iii) to improve
their performance as well as the quality of serdebvery.

The study further generated relevant evidence iegihe MDCNA and other
stakeholders to develop strategies for improvirggdbmpetence and performance of
the medical practitioners as well as to amend tineeat Medical and Dental Act No.
10 of 2004.

6.5 Recommendations for future research

The following issues should be considered for fin@search:

Perception of client and patients on the competandeassessment of
medical practitioners should be investigated.
The impact of CPD should be explored.
Factors affecting performance of medical practgioim Namibia should
be determined.
6.6 Final remarks
The study clearly established that stakeholdelig\eethat it is very necessary
to introduce a competence and performance assessfimaedical practitioners in
Namibia. Furthermore, the study clearly establisthed stakeholders believe that the
introduction a competence and performance assessmeredical practitioners in
Namibia could significantly improve quality heatthre services.
It must first be pointed out that the recommendetithat follow are put
forward in the hope that policymakers, the HPCNig all those involved in hospital
management and patient care management will fiewh thseful in their decision

making. It must, however, be borne in mind thatlevthis study provides suggestions
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and recommendations towards the introduction afrapetence and performance
assessment in Namibia, it does not serve as detbtmsessment and performance
plan in terms of the required competence of medgicattitioners to improve the
quality of patients’ lives.

First, there is a need to develop competence aridrpgnce assessment
procedures in order to identify incompetent medpraktitioners and provide remedial
programmes. A competent medical practitioner islfiko provide quality health care
services.

Secondly, competence and performance assessmmeatal practitioners
should be carried out every three years in ordatentify incompetent medical
practitioners.

Thirdly, since there is not yet a standard for cetepce and performance
assessment of medical practitioners in NamibiaHRENA, in conjunction with the
hospitals, should develop standards for competandgerformance assessments of
medical practitioners.

Finally, the HPCNA, and senior medical practitiaeshould conduct
competence and performance assessments of mericatipners once introduced in

the country.
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Appendix 1

Data collection tool: the introduction of a compete and performance assessment of

medical practitioners in Namibia: perceptions’ keholders

Self-assessment questionnaire for state medicelifioaer (Please answer by ticking

(QUESTIONNAIRE 1)

SECTION A: BIOGRAPHIC DATA

AGE

25-29

30-34

35-39

40-44

45 and above

GENDER

MALE

FEMALE

EMPLOYMENT

STATE

PRIVATE
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SECTION B: COMPETENCE AND PERFORMANCE ASSESSMENT

Please tick two letters that best matches moselglagith your perception

1. In your opinion to what extent do you believattimtroduction of competence and

performance assessment of medical practitionekamibia is necessary?

a) Very necessary

b) Necessary

b) Not necessary

2. What should be assessed during competence dodnpance assessment of

medical practitioners?

a) Adequacy of clinical skills

b) General medical knowledge

c) Attitude to patients

d) Other--------------memcemememeeee-

3. How frequent should competence and performassesament of medical

practitioners be carried out?

a) Annual

b) After three years

c) After five years

d) Other---------mmomeme oo
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4. Who should conduct medical practitioner’s corepee and performance

assessment?

a) Senior medical practitioners

b) Other health workers

c) Patients

d) Other--------------mmeeeme e

SECTION C: ASSESSMENT STRATEGIES

Each question is presented as a statement. Pead¢hie statement carefully before
responding. You are requested to select two regsahsit matches most closely with

your perception of the statement

1. What strategies could be used to assess theetenge and performance of medical

practitioners?

a) Feedback from peer

b) Feedback from patients

c) Self-assessment

d) Direct practical observation of procedural skily senior member of staff

2. Where should the competence and performancesmssat of medical practitioners

take placeTPlease mention three places)

124
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SECTION D: QUALITY IMPROVEMENT

Please tick one letter that best matches mostlglasth your perception

1. In your opinion to what extent do you believattimtroduction of competence and
performance assessment of medical practitionetsmjlrove health care service

delivery?

a) Very significantly

b) Significant

c) Not at all

2. What in your opinion can be done to improve tydlealth care services delivery?

(Please mention three aspects)

SECTION E: CHALLENGES

Please tick one letter that best matches mostlglastn your perception

1. What do you think are some of the challengeandigg introducing competence

and performance assessment in Namibia?
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2. In your opinion are the standards for competemteperformance assessment of

medical practitioners necessary and wRyGvide your answer below)

3. Who should develop competence and performarsssasient standard of medical

practitioners?

a) Health professional council of Namibia

b) Hospitals

c) Other (please specify)

SECTION F: FACTORS AFFECTING PROFESSIONAL PERFORMAN CE

Please tick two letters that best matches moselglagith your perception

1. What are the factors affecting competence andipeance of medical

practitioners?

a) Age >70 years

b) Cognitive impairments

c) Alcohol abuse

d) Standard of medical training

2. Could you cite one example where the existefieecompetence and performance

assessment tool would have made a difference?
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Appendix 2

Data collection tool: the introduction of a compete and performance assessment of

medical practitioners in Namibia: perceptions’ akeholders

Self-assessment questionnaire for MDCNA membergandte medical practitioner

(Please answer by tickin@QUESTIONNAIRE 2)

SECTION A: BIOGRAPHIC DATA

AGE

25-29

30-34

35-39

40-44

45 and above

GENDER

MALE

FEMALE

EMPLOYMENT

STATE

PRIVATE
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SECTION B: COMPETENCE AND PERFORMANCE ASSESSMENT

Please tick two letters that best matches moselglagith your perception

1. In your opinion to what extent do you believattimtroduction of competence and

performance assessment of medical practitionekamibia is necessary?

a) Very necessary

b) Necessary

b) Not necessary

2. What should be assessed during competence dodnpance assessment of

medical practitioners?

a) Adequacy of clinical skills

b) General medical knowledge

c) Attitude to patients

d) Other--------------memcemememeeee-

3. How frequent should competence and performassesament of medical

practitioners be carried out?

a) Annual

b) After three years

c) After five years

d) Other---------mmomeme oo
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4. Who should conduct medical practitioner’s corepee and performance

assessment?

a) Senior medical practitioners

b) Other health workers

c) Patients

d) Other--------------mmeeeme e

SECTION C: ASSESSMENT STRATEGIES

Each question is presented as a statement. Pead¢hie statement carefully before
responding. You are requested to select two regsahsit matches most closely with

your perception of the statement

1. What strategies could be used to assess theetenge and performance of medical

practitioners?

a) Feedback from peer

b) Feedback from patients

c) Self-assessment

d) Direct practical observation of procedural skily senior member of staff

2. Where should the competence and performancesmssat of medical practitioners

take placeTPlease mention three places)

129



The Introduction of Competence & Performance Assess of Medical Practitioners 130

SECTION D: QUALITY IMPROVEMENT

Please tick one letter that best matches mostlglasth your perception

1. In your opinion to what extent do you believattimtroduction of competence and
performance assessment of medical practitionetsmjlrove health care service

delivery?

a) Very significantly

b) Significant

c) Not at all

2. What in your opinion can be done to improve tydlealth care services delivery?

(Please mention three aspects)

SECTION E: CHALLENGES

Please tick one letter that best matches mostlglastn your perception

1. What do you think are some of the challengeandigg introducing competence

and performance assessment in Namibia?
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2. In your opinion are the standards for competemteperformance assessment of

medical practitioners necessary and wRyGvide your answer below)

3. Who should develop competence and performarsasssient standard of medical

practitioners?

a) Health professional council of Namibia

b) Hospitals

c) Other (please specify)

4. Who should conduct competence and performarsesssient of medical

practitioners in Solo practic€Please mentioned 3)

SECTION F: FACTORS AFFECTING PROFESSIONAL PERFORMAN CE

Please tick two letters that best matches moselglagith your perception

1. What are the factors affecting competence anfdipeance of medical

practitioners?

a) Age >70 years

b) Cognitive impairments

c) Alcohol abuse
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d) Standard of medical training

2. Could you cite one example where the existefieecompetence and performance

assessment tool would have made a difference?
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Appendix 3

12 November 2013

Dear Respondent

My name is Alfons Amoomo and | am a student at ealynic of Namibia in the
department of Harold Pupkewitz Graduate Schoolusiriess. | am conducting a
research of the introduction of a competence anidpeance assessment of medical
practitioners in Namibia: perception’s of staketeotdin partial fulfilment of the
requirements for the degree of master of leademhipchange management. The
information | would like to collect from you is pely for academic purposes and will
therefore not be used for any other purpose. Yeuhrarefore kindly requested to
participate in this research by answering all thesgions as sincerely and fully as

possible. Your confidential is assured.

Yours sincerely

Alfons Amoomo (0811249924)
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12 November 2013

The Managing Director

Khomas Medical Centre

Windhoek

Namibia

Re: Request to submit research questionnaire

My name is Alfons Amoomo and | am a student at ealynic of Namibia in the
department of Harold Pupkewitz Graduate Schoolsiress. | am conducting a
research of thintroduction of a competence and performance assessof medical
practitioners in Namibia: perceptions’ of stakeheidin partial fulfilment of the
requirements for the degree of master of leademmgpchange management. The
information | would like to collect from your staffs purely for academic purposes

and will therefore not be used for any other puepos

| am writing to request permission to submit questaires to medical practitioners at

Khomas Medical Centre for the purpose of conductimgsearch

Yours sincerely

Alfons Amoomo (0811249924)
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12 November 2013

Dr. S K Shalongo

Senior Medical Superintendent: Windhoek Centralpitas

P O Box 24341

Windhoek

Re: Request to submit research questionnaire

My name is Alfons Amoomo and | am a student at ealynic of Namibia in the
department of Harold Pupkewitz Graduate Schoolsiress. | am conducting a
research of thintroduction of a competence and performance assessof medical
practitioners in Namibia: perceptions’ of stakeheigdin partial fulfilment of the
requirements for the degree of master of leademmgpchange management. The
information | would like to collect from your staf purely for academic purposes and

will therefore not be used for any other purpose.

| am writing to request permission to submit questaires to medical practitioners at

Windhoek Central Hospital for the purpose of coriohgca research.

Yours sincerely

Alfons Amoomo (0811249924)
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12 November 2013

The Managing Director

Rhino Private Hospital

Windhoek

Namibia

Re: Request to submit research questionnaire

My name is Alfons Amoomo and | am a student at ealynic of Namibia in the
department of Harold Pupkewitz Graduate Schoolsiress. | am conducting a
research of thintroduction of a competence and performance assessof medical
practitioners in Namibia: perceptions’ of stakeheigdin partial fulfilment of the
requirements for the degree of master of leademmgpchange management. The
information | would like to collect from your staf purely for academic purposes and

will therefore not be used for any other purpose.

| am writing to request permission to submit questaires to medical practitioners at

Rhino Private Hospital for the purpose of condugtrresearch.

Yours sincerely

Alfons Amoomo (0811249924)



The Introduction of Competence & Performance Assess of Medical Practitioners 137

12 November 2013

Acting Senior Medical Superintendent

Intermediate Hospital Katutura

Windhoek

Re: Request to submit research questionnaire

My name is Alfons Amoomo and | am a student at ealynic of Namibia in the
department of Harold Pupkewitz Graduate Schoolusiriess. | am conducting a
research of thintroduction of a competence and performance assestsof medical
practitioners in Namibia: perceptions’ of stakeheigin partial fulfilment of the
requirements for the degree of master of leademhipchange management. The
information | would like to collect from your staf purely for academic purposes and

will therefore not be used for any other purpose.

| am writing to request permission to submit questaires to medical practitioners at

Intermediate Hospital Katutura for the purposeaiducting a research.

Yours sincerely

Alfons Amoomo (0811249924)
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12 November 2013

The Managing Director

Roman Catholic Private Hospital

Windhoek

Namibia

Re: Request to submit research questionnaire

My name is Alfons Amoomo and | am a student at ealynic of Namibia in the
department of Harold Pupkewitz Graduate Schoolsiress. | am conducting a
research of thintroduction of a competence and performance assessof medical
practitioners in Namibia: perceptions’ of stakeheidin partial fulfilment of the
requirements for the degree of master of leademmgpchange management. The
information | would like to collect from your staf purely for academic purposes and

will therefore not be used for any other purpose.

| am writing to request permission to submit questaires to medical practitioners at

Catholic Private Hospital for the purpose of cortthgea research.

Yours sincerely

Alfons Amoomo (0811249924)
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Appendix 4
REPUBLIC OF NAMIBIA
// Ministry of Health and Social Services
Private Bag 13198 Miuisterial Building Tel: (061)2032510
Windhoek Harvey Street Fax: (061) 222558
Namibia Windhoek E-mail: eshaama@mbss.gav.nn
Enquiries: Ms, EN Shasma  Ref: 17/3/3 Date: 19 November 2013
OFFICE OF THE PERMANENT SECRETARY
Mr. Alfons Amooma
P.O. Box 431
Outapi
Namihia
Dear Mr, Amoome
Re: The oduction of a Competence and fPer ormiance _Assessment of Medical
Praciitioners in Ny Ha i Y7 Iders

1. Reference is made to your application to conduct the above-mentioned study.
2 The proposal has been evaluated and found fo have merit.

3, Kindly be informed that permission to conduet the study has been granted
under the following conditions:

e
-

The daia to be collected must only be used for completion of your Master of
Leadership and Change Management Degrec;

3.2 No other data should be collected other than the data staied in the proposal;

33 A quarterly report to be submitted fo the Ministry*s Research Unit;

3.4 Preliminary findings to be submitted upon completion of the study;

3.5  Final report to be submitted upon completion of the study;

3.6  Separate permission should be sought from the Ministry for the publication of the
findings,

Yours sincerely,

- .
p x\’;«;&" ERS g J:‘W\\ )
;1' Tr g,
7 sﬁﬂ«\x
! ] k h!
MR. ANDREW WSS HT |
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