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Abstract
Background: Quality service delivery in primary care requires motivated and competent health 
professionals. In the Kenyan private sector, GPs with no postgraduate training in family medicine 
offer primary care. There is a paucity of evidence on the ability of primary care providers to deliver 
comprehensive care and no such evidence is available for GPs practising in the private sector in Kenya.

Aim: To evaluate GPs’ training and experience in the skills required for comprehensive primary care.

Design and setting: A cross- sectional descriptive survey in 13 primary care clinics in the private sector 
of Nairobi, Kenya.

Method: A questionnaire, originally designed for a national survey of primary care doctors in South 
Africa, was adapted. The study collected self- reported data on performance of clinical skills by 25 
GPs. Data were analysed using the Statistical Package for Social Sciences (SPSS, version 25).

Results: GPs were mostly aged <40 years, with ≤10 years of experience, and there was an equal sex 
distribution. GPs reported moderate performance with adult health, communication and consultation, 
and clinical administration; and weak performance with emergencies, child health, surgery, ear, nose, 
and throat (ENT) and eyes, women’s health, and orthopaedics. The GPs lacked training in specific skills 
such as proctoscopies, contraceptive devices, skin procedures, intra- articular injections, red reflex 
tests, and use of genograms.

Conclusion: GPs lacked training and performed poorly in some of the essential skills required in 
primary care. Continuing professional development, training in family medicine, broadening the model 
of care, and deployment of family physicians to the clinics could improve care comprehensiveness.

How this fits in
High- quality primary care means delivering comprehensive care services across a person’s life course, 
which helps to reduce the burden of disease and ranges from health promotion to palliative care. GPs 
should be competent in a range of clinical skills that support comprehensiveness. This study finds that 
GPs in the Kenyan private sector are not able to offer a comprehensive service. These mostly young 
doctors, without postgraduate training in family medicine, might benefit from continuing professional 
development, support from family physicians, and changes to the model of service delivery to provide 
a more comprehensive service.

Introduction
The signing of the Declaration of Astana reaffirmed the commitment of the World Health Organization 
(WHO) and member states to ’prioritise, promote and protect people’s health and wellbeing and 
provide health services that are of high quality, safe, comprehensive, integrated, accessible, available, 
and affordable for all‘.1,2 To achieve such goals, health systems have to be built on the foundation 
of primary health care.3,4 Primary health care has been defined as having three key levers, namely, 
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primary care, multi- sectoral action, and community empowerment.5 Primary care in sub- Saharan 
Africa (SSA) faces difficulties such as hospital- centred health priorities, fragmentation of health care 
in vertical programmes, dual burdens of communicable and non- communicable diseases, as well as 
healthcare workers who are not well trained.1,6,7

Primary care is the first contact with patients and a gatekeeper to other levels of health care.8–10 
However, quality primary care requires accessible, coordinated, and ongoing comprehensive care.11 
Primary care may be delivered by family physicians, GPs, or non- physician practitioners such as nurses.8 
Comprehensive care should be offered across the life course, aim to reduce burden of disease, and 
should range from health promotion to palliative care.11 Comprehensive services depend on the 
availability of essential medicines, medical equipment, supplies, appropriate infrastructure, adequate 
funding, functional health information systems, and an available and competent workforce.11–13

In Kenya, primary care providers include family physicians, GPs, clinical officers, and nurses. Family 
physicians are doctors with 4 years of postgraduate training to become specialists in family medicine. 
GPs are qualified doctors who work in primary care without any postgraduate qualifications in family 
medicine and work mostly in the private sector. Clinical officers are mid- level doctors who, together 
with nurse practitioners, work mostly in the public sector.14 There is a significant gap between the 
competency of GPs with no postgraduate training and the competencies required of primary care 
providers.15 Specialist training in family medicine can reduce this competency gap,3,16,17 but the 
availability of family physicians in Kenya, as in most of SSA, is very limited.18 Therefore, additional 
in- service training and clinical skills enhancement of GPs, such as that outlined in the South African 
Diploma in Family Medicine,19 may contribute significantly towards the achievement of quality primary 
care.20

The measurement of primary care performance guides the strengthening of primary health care, 
which is a vital part of the health system.11,21 Nevertheless, in SSA there is a dearth of information 
on the quality of service delivery and performance of providers in primary care.11,21,22 Governments 
focus their attention on public sector services and measurement of primary care quality in the private 
sector is even more scarce.23 The proportion of the services provided by private organisations (56%) 
in Kenya is increasing; however, the quality of services remains a major challenge.24 A knowledge gap 
exists in the Kenyan private sector on the ability of GPs to deliver quality primary care. Therefore, the 
aim of this study was to evaluate the training and experience of GPs in the clinical skills required for 
comprehensive primary care.

Method
Study design
This was a cross- sectional descriptive survey using an adapted South African questionnaire.25

Setting
The study was conducted in 13 primary care facilities within the city of Nairobi, which were run 
by GPs. These facilities were attached to a not- for- profit private healthcare organisation that also 
operated an associated tertiary hospital. The majority of patients were covered by health insurance. 
The facilities offered services to all age groups in semi- urban, urban, and peri- urban areas of Nairobi. 
The facilities provided health promotion, disease prevention and treatment services, and referred 
patients to specialist clinics (including family medicine), and offered rehabilitative and palliative care 
at the tertiary hospital. There were 25 GPs working in these facilities on a shift basis, according to the 
workload and opening schedules.

Study population and sampling strategy
The study included all 25 GPs working in the 13 primary care facilities, without sampling, and there 
were no exclusion criteria.

Data collection
The questionnaire was developed in South Africa for a national survey of primary care doctors in both 
public and private sectors. The selection of 78 clinical skills was based on the primary care subset of 
clinical skills required in the training of family physicians.25 The skills were divided into the following 
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categories: adult health; women’s health; child 
health; surgery; orthopaedics; emergencies; 
ENT and eyes; clinical administration; and 
communication and consultation. Demographic 
data, such as age, sex, years of experience, and 
additional qualifications, were also collected. The 
GPs assessed their ability in performing each 
clinical skill by choosing one answer from a four- 
point Likert scale:

1. I have not had training in this skill.
2. I have been trained, but have not performed 

this skill in the last year.
3. I have performed this skill in the last year.
4. I have taught this skill to others in the last 

year.

The principal investigator, two Kenyan 
family physicians, and two GPs reviewed the 
relevance and appropriateness of the skills for 
the Kenyan private sector context. Skills related 
to circumcision, Norplant insertion, Rinne's 
and Weber’s tests, and ophthalmoscopy were 
added, while skills related to cricothyroidotomy, 
assessment of drunk driving, and termination of pregnancy were removed. Clinical administration 
skills in the form was adjusted to the Kenyan context.

The revised tool was then assessed for feasibility and understanding through a pilot study among 
GPs at a similar primary care facility that was not included in the study.

The GPs completed the paper- based questionnaires, which were collected by one researcher who 
ensured that they were fully completed.

Data analysis
The data were captured in a Microsoft Excel spreadsheet and imported into the SPSS (version 25) to 
be analysed by the principal researcher. A mean score for each category of skills was created, based 
on the Likert scale from 1–4.

The data were analysed descriptively using frequency counts and percentages for categorical data. 
A mean score, based on the Likert scale from 1–4, was also calculated for each clinical skill. The mean 
scores were further categorised into poor performance (1.0–2.0: lack of training and not performed 
recently), weak performance (2.1–2.5: trained, but not performed recently), moderate performance 
(2.6–3.0: mostly performed in the last year), and 
strong performance (>3.0: performed often and 
taught to others).

The scores for each category were reported as 
medians and interquartile ranges (IQRs) as they 
were not normally distributed. Sex was compared 
with the median score per skill category using the 
non- parametric independent samples median 
test. Age and years of experience as numerical 
variables were correlated with the median score 
per skill category using the non- parametric 
Spearman’s correlation.

Results
All of the GPs agreed to participate and Table 1 
shows their sociodemographic characteristics. 
They were mostly aged <40 years, with ≤10 years 

Table 1 Sociodemographic characteristics of the 
GPs (n = 25)

Variable n (%)

Sex

  Female 13 (52)

  Male 12 (48)

Age, years

  20–29 6 (24)

  30–39 15 (60)

  40–49 2 (8)

  50–59 2 (8)

Years since qualification

  1–10 20 (80)

  11–20 3 (12)

  21–30 1 (4)

  31–40 1 (4)

Table 2 Performance of key clinical skills by 
categories (n = 25)

Categories Median (IQR)

Adult health 2.8 (2.5–3.3)

Emergencies 2.5 (2.3–3.6)

Communication and consultation skills 2.7 (2.4–2.9)

Child health 2.5 (2.3–2.9)

Clinical administration skills 2.7 (2.3–3.0)

Surgery 2.4 (2.0–3.0)

Ear, nose, and throat and eyes 2.4 (2.1–2.7)

Women’s health 2.3 (2.0–2.5)

Orthopaedics 2.1 (1.6–2.4)

IQR = interquartile range.
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of experience, and there was an almost equal sex distribution. Out of 25 GPs, two had additional 
non- clinical qualifications at a master’s level and five were postgraduate students in other disciplines.

Table 2 shows the median (IQR) scores of GPs across the clinical skills categories. Categories with 
an overall moderate performance included adult health, communication and consultation skills, and 
clinical administration. The categories with weak performance included emergencies, child health, 
surgery, ENT and eyes, women’s health, and orthopaedics.

Table 3 Relationship between sex and self- reported performance of skills by category

Category

Male,
n = 12,

median score (95% CI)

Female,
n = 13,

median score (95% CI) P value

Adult health 3.0 (2.5 to 3.5) 2.6 (2.5 to 2.8) 0.047

Emergencies 2.7 (2.4 to 3.6) 2.5 (2.3 to 3.1) 0.434

Communication and consultation skills 2.7 (2.3 to 3.3) 2.7 (2.7 to 2.9) 0.695

Child health 2.5 (2.3 to 3.3) 2.6 (2.3 to 2.9) 0.695

Clinical administration skills 3.0 (3.0 to 4.0) 2.3 (2.3 to 3.0) 0.111

Surgery 2.6 (2.3 to 3.2) 2.2 (1.9 to 2.5) 0.115

Ear, nose, and throat and eyes 2.6 (2.4 to 3.0) 2.3 (1.9 to 2.6) 0.434

Women’s health 2.3 (2.1 to 2.8) 2.3 (1.9 to 2.5) 0.999

Orthopaedics 2.4 (2.0 to 2.6) 1.9 (1.6 to 2.4) 0.115

Table 4 Relationship between age and years of experience and self- reported performance of skills 
by category

Category Correlation coefficient (r) P value

Correlation between age in years and score for:

  Adult health 0.254 0.220

  Emergencies –0.028 0.894

  Communication and consultation skills 0.372 0.067

  Child health 0.001 0.996

  Clinical administration skills 0.492 0.012

  Surgery 0.260 0.210

  Ear, nose, and throat and eyes 0.348 0.088

  Women’s health 0.021 0.921

  Orthopaedics 0.174 0.406

Correlation between years of experience and score for:

  Adult health 0.283 0.171

  Emergencies –0.028 0.895

  Communication and consultation skills 0.411 0.041

  Child health –0.053 0.801

  Clinical administration skills 0.513 0.009

  Surgery 0.247 0.234

  Ear, nose, and throat and eyes 0.358 0.079

  Women’s health 0.167 0.425

  Orthopaedics 0.217 0.298
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Table 3 shows the relationship between sex and performance of skills in different categories. There 
were no differences between the sexes, apart from a significantly higher median score for males in 
relation to adult health (3.0 versus 2.6; P = 0.047).

Table 4 shows the relationship between age or years of experience and performance of skills in 
different categories. For most categories, there were no significant relationships with age or years of 
experience. However, clinical administrative skills improved significantly with both age (r = 0.492; P = 
0.012) and years of experience (r = 0.513; P = 0.009), and communication and consultation skills with 
years of experience (r = 0.411; P = 0.041).

Supplementary Table S1 presents the mean score for each skill and Supplementary Table S2 
categorises the clinical skills according to their mean scores into poor, weak, moderate, and strong 
performance. GPs scored poorly in 10 (13%) skills, weakly in 23 (29%), moderately in 26 (33%), and 
strongly in 19 (24%). The GPs lacked training in specific skills related to proctoscopies, contraceptive 
devices, skin procedures, intra- articular injections, red reflex tests, and use of genograms.

Discussion
Summary
The majority of the GPs were young doctors with ≤10 years of clinical experience and some were 
specialising in other disciplines. The GPs performed moderately in the categories of adult health, 
clinical administration, and communication and consultation skills. Male GPs reported better 
performance in skills related to adult health. Administrative and communication skills also improved 
significantly with age and years of experience. The GPs performed weakly in the categories of child 
health, emergencies, surgery, women’s health, ENT and eyes, and orthopaedics. Their strongest self- 
rated performance for individual skills were interpreting X- rays, suturing lacerations, inserting urinary 
catheters, performing patient- centred consultations, and HIV counselling. Their poorest performance 
for individual skills was seen in their ability to draw genograms, give intra- articular injections, perform 
family planning procedures, perform biopsies, conduct proctoscopies, give red reflex tests, and 
perform obstetric ultrasound.

Strengths and limitations
To the authors’ knowledge, this study is the first of its kind to evaluate GPs’ performance in the private 
sector in Kenya; however, the study has limitations. Data regarding the GPs’ undergraduate training 
were not captured and this could have been a useful factor to consider. Since the scores were self- 
reported, the GPs may have overestimated their performance. Scoring was largely based on prior 
training and whether the skills had been performed, and thus could not fully assess competence. The 
questionnaire focused more on the frequency with which a skill was performed rather than the quality 
of performance. Competence can only be reliably assessed by direct observation of skills.

The results are representative of GPs practising in this specific chain of primary care clinics and the 
results cannot be generalised to GPs working elsewhere in the private sector in Kenya. However, it is 
likely that similar findings would be obtained for GPs working in similar private sector organisations in 
urban settings and the recommendations could have relevance to them.

Comparison with existing literature
The GPs reported strong performance in certain emergency skills, such as the Glasgow Coma Scale, 
inserting urinary catheters, administering oxygen, and carrying out primary and secondary surveys, 
although these are not common in general practice.25 The organisation, which also managed the 
tertiary hospital, required all doctors to be accredited in advanced life support. In addition, several 
GPs were registrars in other disciplines and may have performed emergency skills in those contexts.

The GPs’ high scores in interpreting electrocardiograms and radiographs may have been owing 
to their relatively recent hospital- based internship training, where they were required to interpret the 
findings for themselves. The COVID- 19 pandemic may have also contributed to the increased number 
of chest radiographs performed during the study.26

GPs reported strong performance in consultation and communication skills, although communication 
skills are challenging to define and self- assess.27 Indirect observation of the GPs’ consultations in 
a previous study carried out at these facilities showed that consultations were brief, biomedical, 
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and lacked a person- centred approach.28 Paradoxically, those who are most confident about their 
communication skills can be the least competent when independently assessed.27

There were skills that the GPs in this study were trained in, but had not performed in the past 
year, such as medical circumcisions, fine- needle aspiration biopsies, excision of sebaceous cysts, and 
aspects related to sexual and child abuse. In South Africa, GPs reported high confidence in surgical 
skills and this may be because the study included rural areas where specialists were less accessible.29,30 
In addition, the clinics may not have provided all the equipment needed for these procedures and 
GPs become deskilled over time when procedures are not performed frequently.30 Patients also had 
limited expectations of the scope of practice at these primary care facilities and may have bypassed 
primary care to attend the tertiary hospital.31

Specialist services were easily available at the tertiary hospital and covered by medical insurance. 
Therefore, it may have been easier for the GPs to refer patients to a specialist and not perform the skill 
themselves.32 It has been reported that easy availability of specialists can narrow the scope of practice 
of urban GPs.30 Reliance on specialists could also be related to fear of litigation in the private sector, 
which has risen in recent years.33,34

Remuneration of GPs was organised per session, which meant there was no financial incentive 
to do more than the minimum required. On the other hand, most of these young doctors were not 
pursuing a career in family medicine and saw this as a source of additional income, while they trained 
for another specialty. Hence, their motivation to perform skills attuned to general practice may have 
been low. It is also possible that the COVID- 19 pandemic may have contributed to the withdrawal 
of some services that were considered to be high risk. However, despite these gaps, the overall 
satisfaction with the GPs was very high, as expressed by the patients in a different study carried out 
at these clinics.20

Some of the weak and poorly performed skills were basic primary care skills, such as use of Snellen 
charts, genograms, family planning procedures, proctoscopies, hearing tests, or use of peak flow 
metres. This may be an indication that the GPs were not adequately prepared for primary care during 
undergraduate training or as junior doctors in the hospital environment. In addition, lack of equipment 
and reliance on specialist could also be a contributory factor.

Implications for research and practice
This study points towards a number of ways in which the comprehensiveness of care could be 
increased and improved. Perhaps shifting the focus of the Department of Family Medicine from the 
tertiary hospital to primary care and employing new family medicine graduates could ensure that 
family physicians take the lead in these clinics. Family physicians with their postgraduate training 
would immediately increase the scope and quality of care, and create a career pathway for doctors 
that want to work in primary care.18,35 Family physicians could also introduce a culture of clinical 
governance, with attention given to improving the quality of care and patient safety.36

Continuing professional development and workplace- based experiential learning37 for GPs under 
the supervision of family physicians would also help to address the skills gap. More formal training 
similar to the South African Diploma in Family Medicine could also upgrade the GPs and bridge this 
gap.18,25,32,38

Attention should be given to the design of the health system and financing mechanisms. The 
population served by this private sector organisation had developed low expectations of the scope of 
practice in the primary care clinics,31 even though they were satisfied with the services they received.20 
A redesign of the health system’s approach to gatekeeping and care pathways could encourage 
patients to obtain more cost- effective and accessible services at the primary care clinics. An important 
factor to consider would be incentives, such as fee- for- service, to motivate GPs to perform some 
of the procedures such as circumcision.32 A change in the scope of practice would also need to be 
supported by the organisation’s infrastructure, equipment, supply chain, workforce, funding, and 
health information systems.

Studies in primary care settings in the public sector would provide comparative results. Qualitative 
studies may also be useful to explore the factors influencing GPs’ clinical skills in more depth. Kenya 
is one of the ‘trailblazer countries‘ for the Primary Health Care Performance Initiative and yet has little 
data to measure its performance.39 Further research that measures the quality of service delivery in 
terms of access, coordination, continuity, person- centredness, and comprehensiveness is needed. The 
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Primary Care Assessment Tool was recently adapted for use in Kenya and this may be an important 
tool to assist with this measurement.28

In conclusion, the majority of the GPs were young and not considering a career in family medicine. 
There was moderate performance of skills in the categories of adult health, clinical administration, 
and communication and consultations. There was weak performance of skills in the categories of 
child health, emergencies, surgery, women’s health, ENT and eyes, and orthopaedics. GPs performed 
poorly in some of the essential and basic skills required in primary care. Comprehensiveness could 
be improved by deploying family physicians to the clinics, continuing professional development and 
postgraduate training, as well as re- engineering of the health system and financing mechanisms.

Funding
None.

Ethical approval
The study was ethically approved by the National Commission for Science, Technology & Innovation 
Research, Kenya (licence number: NACOSTI/P/20/7046), the Research and Ethics Committee of the 
Aga Khan University Hospital, Nairobi (reference number: 2020/IERC- 119 [v2]), and the Stellenbosch 
University Health Research Ethics Committee (reference number: S20/07/167). All GPs gave written 
informed consent.

Provenance
Freely submitted; externally peer reviewed.

Acknowledgements
The authors wish to acknowledge and thank all the participants as well as James Orwa, and the man-
agers and staff of all the primary care clinics. Sincere appreciation goes to Gibran Merali for his ICT 
wizardry, Mohamoud Merali for proofreading, and the research assistants Zeenia Merali and Anjali 
Patel.

References
 1. World Health Organization. The world health report 2008: primary health care — now more than ever. 2008. 

https://reliefweb.int/report/world/world-health-report-2008-primary-health-care-now-more-ever (accessed 6 Jun 
2022).

 2. World Health Organization. Declaration on primary health care: Astana, 2018. 2018. https://www.who.int/primary- 
health/conference-phc/declaration (accessed 6 Jun 2022).

 3. De Maeseneer J, Flinkenflögel M. Primary health care in Africa: do family physicians fit in? Br J Gen Pract 2010; 
60(573): 286–292.  DOI: https://doi.org/10.3399/bjgp10X483977

 4. World Health Organization. Closing the gap in a generation: health equity through action on the social 
determinants of health. 2008. http://apps.who.int/iris/bitstream/handle/10665/43943/9789241563703_eng.pdf; 
jsessionid=359867B37AC82240D7B97BE765175F90?sequence=1 (accessed 6 Jun 2022).

 5. World Health Organization. Operational framework for primary health care: transforming vision into action. 2020. 
https://www.who.int/publications/i/item/9789240017832 (accessed 6 Jun 2022).

 6. Maher D, Smeeth L, Sekajugo J. Health transition in Africa: practical policy proposals for primary care. Bull World 
Health Organ 2010; 88(12): 943–948.  DOI: https://doi.org/10.2471/BLT.10.077891

 7. Flinkenflögel M, Essuman A, Chege P, et al. Family medicine training in sub- saharan africa: south- south cooperation 
in the primafamed project as strategy for development. Fam Pract 2014; 31(4): 427–436.  DOI: https://doi.org/10. 
1093/fampra/cmu014

 8. Ponka D, Rouleau K, Arya N, et al. Developing the evidentiary basis for family medicine in the global context. Can 
Fam Physician 2015; 61(7): 596–600.

 9. Guthrie B, Dreischulte T. Quality in primary care. BMJ 2014; 349: g6485.  DOI: https://doi.org/10.1136/bmj.g6485
 10. Hogg W, Rowan M, Russell G, et al. Framework for primary care organizations: the importance of a structural 

domain. Int J Qual Health Care 2008; 20(5): 308–313.  DOI: https://doi.org/10.1093/intqhc/mzm054
 11. World Health Organization (WHO). Primary health care improvement global stakeholder meeting 6 April workshop: 

shaping primary health care. Geneva: WHO; 2015.
 12. Kringos DS, Boerma WGW, Hutchinson A, et al. The breadth of primary care: a systematic literature review of its 

core dimensions. BMC Health Serv Res 2010; 10: 65.  DOI: https://doi.org/10.1186/1472-6963-10-65
 13. Bresick GF, Sayed A- R, Le Grange C, Bhagwan S, et al. Western Cape Primary Care Assessment Tool (PCAT) study: 

measuring primary care organisation and performance in the Western Cape Province, South Africa (2013). Afr J 
Prim Health Care Fam Med 2016; 8(1): 1057.  DOI: https://doi.org/10.4102/phcfm.v8i1.1057

https://doi.org/10.3399/BJGPO.2021.0233
https://reliefweb.int/report/world/world-health-report-2008-primary-health-care-now-more-ever
https://www.who.int/primary-health/conference-phc/declaration
https://www.who.int/primary-health/conference-phc/declaration
https://doi.org/10.3399/bjgp10X483977
http://apps.who.int/iris/bitstream/handle/10665/43943/9789241563703_eng.pdf;jsessionid=359867B37AC82240D7B97BE765175F90?sequence=1
http://apps.who.int/iris/bitstream/handle/10665/43943/9789241563703_eng.pdf;jsessionid=359867B37AC82240D7B97BE765175F90?sequence=1
https://www.who.int/publications/i/item/9789240017832
https://doi.org/10.2471/BLT.10.077891
https://doi.org/10.1093/fampra/cmu014
https://doi.org/10.1093/fampra/cmu014
https://doi.org/10.1136/bmj.g6485
https://doi.org/10.1093/intqhc/mzm054
https://doi.org/10.1186/1472-6963-10-65
https://doi.org/10.4102/phcfm.v8i1.1057


Mohamoud G and Mash R. BJGP Open 2022; DOI: 10.3399/BJGPO.2021.0233

 

 8 of 8

Research

 14. Allianz Care. Healthcare in Kenya. https://www.allianzcare.com/en/support/health-and-wellness/national- 
healthcare-systems/healthcare-in-kenya.html (accessed 6 Jun 2022).

 15. Brotons C, Björkelund C, Bulc M, et al. Prevention and health promotion in clinical practice: the views of general 
practitioners in europe. Prev Med 2005; 40(5): 595–601.  DOI: https://doi.org/10.1016/j.ypmed.2004.07.020

 16. Mohamed KG, Hunskaar S, Abdelrahman SH, Malik EM. Scaling up family medicine training in Gezira, Sudan — a 2- 
year in- service master programme using modern information and communication technology: a survey study. Hum 
Resour Health 2014; 12: 3.  DOI: https://doi.org/10.1186/1478-4491-12-3

 17. von Pressentin K, Mash R. Strengthening the district health system through family physicians. S Afr Health Rev 
2018; 33–39.

 18. Momanyi K, Dinant GJ, Bouwmans M, et al. Current status of family medicine in kenya; family physicians’ 
perception of their role. Afr J Prim Health Care Fam Med 2020; 12(1): e1–e4.  DOI: https://doi.org/10.4102/phcfm. 
v12i1.2404

 19. Mash R, Malan Z, von Pressentin K, Blitz J. Strengthening primary health care through primary care doctors: the 
design of a new national postgraduate diploma in family medicine. S Afr Fam Pract (2004) 2015; 58(1): 32–36.  DOI: 
https://doi.org/10.1080/20786190.2015.1083719

 20. Mohamoud G, Mash R. Evaluation of the quality of service delivery in private sector, primary care clinics in Kenya: 
A descriptive patient survey. S Afr Fam Pract (2004) 2020; 62(1): e1–e12.  DOI: https://doi.org/10.4102/safp.v62i1. 
5148

 21. Bresick G, Christians F, Makwero M, et al. Primary health care performance: a scoping review of the current state 
of measurement in africa. BMJ Glob Health 2019; 4(Suppl 8): e001496.  DOI: https://doi.org/10.1136/bmjgh-2019- 
001496

 22. World Bank. Delivering primary health services in devolved health systems of Kenya: challenges and opportunities. 
Final report. 2014. https://documents1.worldbank.org/curated/en/201501468277739155/pdf/922640WP0P14870e 
s0and0Opportunities.pdf (accessed 6 Jun 2022).

 23. Morgan R, Ensor T, Waters H. Performance of private sector health care: implications for universal health coverage. 
Lancet 2016; 388(10044): 606–612.  DOI: https://doi.org/10.1016/S0140-6736(16)00343-3

 24. Republic of Kenya Ministry of Health. Kenya health policy 2014–2030: towards attaining the highest standard 
of health. 2014. http://publications.universalhealth2030.org/uploads/kenya_health_policy_2014_to_2030.pdf 
(accessed 8 Mar 2022). DOI: https://doi.org/10.1007/s13398-014-0173-7.2

 25. Malan Z, Cooke R, Mash R. The self- reported learning needs of primary care doctors in South Africa: a descriptive 
survey. S Afr Fam Pract (2004) 2015; 57(1): 35–43.  DOI: https://doi.org/10.1080/20786190.2014.1002677

 26. Al Shammari M, Hassan A, AlShamlan N, et al. Family medicine residents’ skill levels in emergency chest X- ray 
interpretation. BMC Fam Pract 2021; 22(1): 39.  DOI: https://doi.org/10.1186/s12875-021-01390-3

 27. Perera HJM. Effective communication skills for medical practice. Journal of the Postgraduate Institute of Medicine 
2015; 2(E20): 1–7.  DOI: https://doi.org/10.4038/jpgim.8082

 28. Mohamoud G, Mash R. Evaluation of the quality of service delivery in private sector, primary care clinics in Kenya: 
a descriptive patient survey. S Afr Fam Pract (2004) 2020; 62(1): e1–e12.  DOI: https://doi.org/10.4102/safp.v62i1. 
5148

 29. Peters F, van Wyk J, van Rooyen M. Intern to independent doctor: basic surgical skills required for South African 
practice and interns’ reports on their competence. S Afr Fam Pract (2004) 2015; 57(4): 261–266.  DOI: https://doi. 
org/10.1080/20786190.2014.976954

 30. Mitsuyama T, Son D, Eto M. Competencies required for general practitioners/family physicians in urban areas 
versus non- urban areas: a preliminary study. BMC Fam Pract 2018; 19(1): 186.  DOI: https://doi.org/10.1186/ 
s12875-018-0869-4

 31. Mohamoud G, Mash B, Merali M, et al. Perceptions regarding the scope of practice of family doctors amongst 
patients in primary care settings in nairobi. Afr J Prim Health Care Fam Med 2018; 10(1): e1–e7.  DOI: https://doi. 
org/10.4102/phcfm.v10i1.1818

 32. Mash R, Almeida M, Wong WCW, et al. The roles and training of primary care doctors: china, india, brazil and south 
africa. Hum Resour Health 2015; 13: 93.  DOI: https://doi.org/10.1186/s12960-015-0090-7

 33. Nash L, Walton M, Daly M, et al. GPs’ concerns about medicolegal issues — how it affects their practice. Aust Fam 
Physician 2009; 38(1–2): 66–70.

 34. Tzartzas K, Oberhauser PN, Marion- Veyron R, et al. General practitioners referring patients to specialists in tertiary 
healthcare: a qualitative study. BMC Fam Pract 2019; 20(1): 165.  DOI: https://doi.org/10.1186/s12875-019-1053-1

 35. Chege P. Primary healthcare and family medicine in Kenya. Afr J Prim Health Care Fam Med 2014; 6(1): E1.  DOI: 
https://doi.org/10.4102/phcfm.v6i1.726

 36. Mash R, Downing R, Moosa S, De Maeseneer J. Exploring the key principles of family medicine in sub- Saharan 
Africa: international Delphi consensus process. S Afr Fam Pract (2004) 2014; 50(3): 60–65.  DOI: https://doi.org/10. 
1080/20786204.2008.10873720

 37. Claramita M, Ekawati FM, Gayatri A, et al. Preparatory graduate professional training in general practice by using 
the “experiential learning” framework. Asia Pac Fam Med 2018; 17: 4.  DOI: https://doi.org/10.1186/s12930-018- 
0042-1

 38. Reid SJ, Mash R, Downing RV, Moosa S. Perspectives on key principles of generalist medical practice in public 
service in sub- Saharan Africa: a qualitative study. BMC Fam Pract 2011; 12: 67.  DOI: https://doi.org/10.1186/1471- 
2296-12-67

 39. Primary Health Care Performance Initiative (PHCPI). Measuring primary health care performance. https:// 
improvingphc.org/measuring-primary-health-care-performance (accessed 6 Jun 2022).

https://doi.org/10.3399/BJGPO.2021.0233
https://www.allianzcare.com/en/support/health-and-wellness/national-healthcare-systems/healthcare-in-kenya.html
https://www.allianzcare.com/en/support/health-and-wellness/national-healthcare-systems/healthcare-in-kenya.html
https://doi.org/10.1016/j.ypmed.2004.07.020
https://doi.org/10.1186/1478-4491-12-3
https://doi.org/10.4102/phcfm.v12i1.2404
https://doi.org/10.4102/phcfm.v12i1.2404
https://doi.org/10.1080/20786190.2015.1083719
https://doi.org/10.4102/safp.v62i1.5148
https://doi.org/10.4102/safp.v62i1.5148
https://doi.org/10.1136/bmjgh-2019-001496
https://doi.org/10.1136/bmjgh-2019-001496
https://documents1.worldbank.org/curated/en/201501468277739155/pdf/922640WP0P14870es0and0Opportunities.pdf
https://documents1.worldbank.org/curated/en/201501468277739155/pdf/922640WP0P14870es0and0Opportunities.pdf
https://doi.org/10.1016/S0140-6736(16)00343-3
http://publications.universalhealth2030.org/uploads/kenya_health_policy_2014_to_2030.pdf
https://doi.org/10.1007/s13398-014-0173-7.2
https://doi.org/10.1080/20786190.2014.1002677
https://doi.org/10.1186/s12875-021-01390-3
https://doi.org/10.4038/jpgim.8082
https://doi.org/10.4102/safp.v62i1.5148
https://doi.org/10.4102/safp.v62i1.5148
https://doi.org/10.1080/20786190.2014.976954
https://doi.org/10.1080/20786190.2014.976954
https://doi.org/10.1186/s12875-018-0869-4
https://doi.org/10.1186/s12875-018-0869-4
https://doi.org/10.4102/phcfm.v10i1.1818
https://doi.org/10.4102/phcfm.v10i1.1818
https://doi.org/10.1186/s12960-015-0090-7
https://doi.org/10.1186/s12875-019-1053-1
https://doi.org/10.4102/phcfm.v6i1.726
https://doi.org/10.1080/20786204.2008.10873720
https://doi.org/10.1080/20786204.2008.10873720
https://doi.org/10.1186/s12930-018-0042-1
https://doi.org/10.1186/s12930-018-0042-1
https://doi.org/10.1186/1471-2296-12-67
https://doi.org/10.1186/1471-2296-12-67
https://improvingphc.org/measuring-primary-health-care-performance
https://improvingphc.org/measuring-primary-health-care-performance

	Clinical skills of general practitioners in Nairobi, Kenya: a cross-sectional study
	Abstract
	How this fits in
	Introduction
	Method
	Study design
	Setting
	Study population and sampling strategy
	Data collection
	Data analysis

	Results
	Discussion
	Summary
	Strengths and limitations
	Comparison with existing literature
	Implications for research and practice

	Funding
	Ethical approval
	Provenance
	Acknowledgements
	References


