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ABSTRACT 

This study assessed the dual practice of public hospital medical doctors at county 

referral hospitals in Nairobi, Kenya. The three-county referral hospitals under 

investigation were Pumwani hospital, Mbagathi hospital, and Mama Lucy hospital. 

Specifically, the study aimed to 1) establish the prevalence or extent of the dual 

practice of public hospital medical doctors; 2) determine forms and/or modes of dual 

practice of public hospital medical doctors; 3) identify factors that drive the dual 

practice of public hospital medical doctors; 4) find out reasons for commitment to 

public practice among public hospital medical doctors; and 5) examine consequences 

or impacts of dual practice of public hospital medical doctors. This study achieved 

these objectives through mixed methods of data collection and analysis. Moreover, the 

study adopted a descriptive online questionnaire survey with semi-structured and 

open-ended questions to collect data from 63 respondents (38 – medical doctors and 

25 management teams) across the three hospitals under investigation. The Census 

sampling technique was adopted. The findings reported that the prevalence or extent 

of the dual practice of public hospital medical doctors is at 54%. Most public hospital 

medical doctors who engage in dual practice do so because of the low/negative 

perception they have on their current public practice income. The findings also indicate 

that the motivating factor or reason why most public hospital medical doctors engage 

in dual practice is to enhance their current income. That is to say, private practice 

income supplements public practice income. Though there exist dual practices among 

some public hospital medical doctors, the study established that some public hospital 

medical doctors, however, are committed to public practice. Results indicate that the 

responsibility to uphold public health for all and building reputation are some of the 

reasons some public hospital medical doctors are committed to public practice. Also, 

the study found out that faster promotion, increased salary, and provision of housing 

benefits are some of the conditions that would make the majority of the public hospital 

medical doctors who engage in dual practice give up their private practice for public 

practice. Consequently, the study findings report that consequences of the dual practice 

of public hospitals medical doctors varies and can either be positive or negative to the 

health system, patients, and public health institution. This study concludes that 

healthcare remains a development priority across nations. As the demand for health 

services increases so will the dual practice of public hospital medical doctors due to 

the growing disparity in the doctor-patient ratio. The study recommends the need for 

more policy frameworks on dual practice to work for the benefits of public hospitals. 

Also, the study recommends further research to focus on all county referral hospitals 

in Kenya with large sample size.  

Key words: Dual practice, public hospital medical doctors, county referral hospitals 
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CHAPTER ONE 

INTRODUCTION 

1.1 Introduction 

The present study endeavors to shed more light on the dual practice of public hospital 

medical doctors. Dual practice along with other issues in the public health practice 

remains an area of concern for health care management practitioners. Therefore, it is 

imperative to assess dual practice in order to provide additional knowledge and 

understanding on its prevalence, motivating factors, and consequences among other 

issues. This chapter of the study, thus, starts by providing a detailed background of the 

study, the statement of the problem, and the justification of the study. The chapter then 

provides the research objectives and research questions, the scope of the study, and the 

significance of the study.  

1.2 Background of the Study 

The need to provide quality, accessible, and affordable health services for all, has 

resulted in transformational changes in the health system. This is as a result of the 

ongoing devolution and strong commitment by the Government of Kenya to 

implement Universal Health Coverage (UHC) (Kenya Health Policy Forum, 2014). 

The public health sector remains the critical avenue for achieving UHC. Over 60% of 

Kenyans use public health facilities which in most cases are equitable. However, 

ensuring a functional primary health care system in the health sector faces some 

challenges which threaten quality service delivery. Such challenges include human 

resources, legal framework, governance and leadership wrangles, and the increased 

dual practice of public hospital medical doctors (Kimathi, 2017). 

Similarly, the transition in the health sector, especially in the public facilities has been 

marred with inconsistencies, management issues, poor understanding of human 

resources for health (HRH) system, and spanning capacity issues both at the national 

and county referral hospitals (Kimathi, 2017). Reports of medical doctors in the public 

health facilities holding other positions in the private health facilities have been 

rampant. This can be in many forms; either inside or outside public health facilities. 
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As a result, service delivery in public health facilities has encountered increased 

challenges where individuals seeking health services either have to wait for long or get 

referred to private health facilities (McPake, Russo, Hipgrave, Hort, & Campbell, 

2016). 

At a time when such practices (where doctors hold two jobs; both in public and private 

hospitals) are ever-increasing in emerging economies (Alpaslan, Lim, & Song, 2019), 

there is a need to study the dual practice of public medical doctors. This study was 

critical in establishing the extent of dual practice, reasons associated with the dual 

practice, reasons for commitment in public practice, conditions under which dual 

practitioners are willing to give up a private practice for public practice, and the general 

consequences of dual practice. 

1.2.1 Dual Practice 

The dual practice of public hospital medical doctors is associated with various 

definitions. It may be used to refer to a doctor with many medical fields or specialties 

(Khun & Nuscheler, 2013). To others, a dual practice may refer to medical doctors 

who have many roles from clinical practice to other health-related activities like 

teaching or consultancy (Russo, Fronteira, Jesus, & Buchan, 2018). Similarly, the 

widely used definition and which this study aims to adopt refers to the dual practice as 

a scenario in which a medical doctor combines clinical practice in the public health 

sector with a clinical practice in the private health sector (Gonzalez & Macho-Stadler, 

2013).  

Given the relative need to serve the ever-growing patient population, most public 

doctors have been involved in private practice. The presence of activities of dual 

practice has been experienced in both developed countries such as United Kingdom 

(UK), China, and Peru as well as in emerging economies such as Zambia in Africa 

(Moghiri, Mohammad, Rashidian, & Sari, 2016).  A previous study in Indonesia 

established that close to 50% of public doctors are involved in private practice while 

80% of government medical doctors in Bangladesh also engage in private practice 

(Alpaslan, Lim, & Song, 2019).  
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Similarly, a study by Russo, McPake, Fronteira, and Ferrinho (2013) indicated that 

close to 55% of doctors in most African countries are engaged in dual practice. 

Montes-Rojas and Pal (2016) argue that the presence of weak regulations and 

increasing opportunities for dual practices for public health doctors can challenge the 

well-functioning of the public health sector, especially when health workers lack 

different forms of motivation. It is also estimated that the role of the private health 

sector has grown, making a significant contribution of close to 70% on health service 

delivery (Ashmore & Gilson, 2015). 

Accordingly, the role of private health facilities complements the role of the public 

health sector in emerging economies (Moghiri, Mohammad, Rashidian, & Sari, 2016). 

For most countries, the expansion of private health sector functions to complement 

public health service provision has been desirable as it represents a gain in efficiency 

towards enhancing health services to the people. Moghiri et al., (2016) also indicated 

that dual practice may improve doctors’ level of professionalism or skills.  

However, for others, private health practice may create inefficiency, increase the gap 

of health accessibility, and create avenues for public health doctors to offer best 

practice in private facilities at the expense of public facilities, especially those engaged 

in dual practice (Alpaslan, Lim, & Song, 2019). A study by Sousa, Scheffler, Nyoni 

and Boerma (2013) revealed that engagement in dual practice results in reduced access 

to health services, fairness, and quality in public hospitals. The dual practice of public 

hospital medical doctors is believed to have direct implications on the successful 

delivery of health services in the public health sector (Rispel, Blaauw, Chirwa, & de 

Wet, 2014).  

Subsequently, a previous study on factors affecting the dual practice of public hospital 

medical doctors established that senior or older doctors with a high level of experience 

may engage in dual practice more than their counterparts who are juniors and less 

experienced (Moghiri, Mohammad, Rashidian, & Sari, 2016). Additionally, Russo et 

al., (2018) provided personal factors influencing the dual practice of public hospital 

medical doctors like the need for an increase in overall earning, family demands, the 

flexibility of part-time jobs, opportunity for learning new skills, need for diversity, and 

stimulating working environment.  
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At the institutional level, factors such as growing demand in the private sector and 

adequate structures and resources are important (Russo, McPake, Fronteira, & 

Ferrinho, 2013). Nevertheless, other reasons such as faster promotion, provision of 

housing benefits as well as maintaining secured jobs may determine the level of 

commitment of medical doctors to public practice (Forsberg, Montagu, & Sundewall, 

2011). Notwithstanding the magnitude of dual practice, public health facilities in 

Kenya continue to face severe challenges in enhancing health service delivery.  

Critical challenges of the dual practice of medical doctors may span from misuse of 

public hospital resources, low-quality care, and longer waiting time for patients 

(Johannessen & Hagen, 2014). Other challenges include under-treatment of patients 

as well as referral of patients to private health facilities by public medical doctors 

(Forsberg, Montagu, & Sundewall, 2011; Montes-Rojas & Pal, 2016).  

The purpose of this study, therefore, was to assess the dual practice of public hospital 

medical doctors in five aspects; (i) to identify prevalence or extent of dual practice, (ii) 

to establish forms or modes of dual practice, (iii) to establish an understanding of 

reasons that drive public medical doctors into dual practice, (iv) to establish reasons 

for commitments to public practice and the conditions for giving up a private practice 

for dual practice, and (v) to briefly find out the consequences of dual practice. The 

findings of this study are significant for policy developments regarding the dual 

practice of public hospital medical doctors in Kenya. 

1.2.2 Public Health Sector 

The Health system in Kenya can be classified into three distinct categories; public 

providers, private providers and non-profit organizations (including faith-based and 

mission hospitals as well as local and international NGOs), and private for-profit 

health care providers. Primary or basic government-funded public healthcare is 

provided at primary healthcare facilities and dispensaries. The devolution of healthcare 

services in Kenya has resulted in further classification of health facilities based on 

different functions or levels. That is national referral hospitals and county referral 

hospitals among others (Njuguna, Mwangi, & Kamau, 2014). This study focuses on 

county referral hospitals, especially in Nairobi County. 
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Also important to note is that while functions or activities of public health facilities 

are almost 80% financed by the government and donors, only 20% of the patient 

population has access to these services. Over 60% of patients lack access to quality 

health services while an additional 20% of the patient population seek quality health 

services in private hospitals (Kenya Health Workforce Report, 2019). Quite shocking 

is that the people who provide efficient and quality health services in the private health 

sectors are the same doctors in public health facilities. More recently, there has been 

an uproar on the increased level of corruption, increased cost of health care services, 

and provision of poor quality services in public hospitals. Little studies exist to try and 

link the dual practice of public hospital medical doctors to these challenges in public 

practice and how they affect the delivery of health services in public health hospitals. 

Within Nairobi County, Mbagathi hospital and Pumwani Maternity Hospital remain 

the destination hospitals for many poor Kenyans at the country level. Another hospital 

that forms part of the study is Mama Lucy Kibaki Hospital, also within Nairobi 

County. The choice of these three hospitals was due to their nature of services and the 

fact that they remain accessible to the majority of poor Kenyans. Also, they form the 

only referral hospitals under Nairobi County Government. However, over the last few 

years, the level of quality of health services in these hospitals has been deteriorating 

significantly (Njuguna, Mwangi, & Kamau, 2014), a sign that there could be a problem 

that needs to be addressed. Some of the issues in these hospitals have been corruption 

cases, increased length of waiting time for patients (Ashmore & Gilson, 2015), the 

disappearance of patients, especially babies, and absenteeism of doctors among others. 

This study attempts to understand and assess the dual practice of public hospital 

medical doctors at a time when there are such challenges across various hospitals. 

1.3 Statement of the Problem 

The public health sector remains one of the accessible health facilities for majorities 

of the population globally. Ideally, regulation of dual practice in many countries is 

aimed at ensuring that the growing patient populations is not only attended to but also 

has access to quality, affordable, and equitable health services (Alpaslan, Lim, & Song, 

2019). Besides, private practice has been deemed necessary to complement public 

practice in public health facilities (Bayat, et al., 2018). In Kenya, the health sector is 

currently under transformational changes. The need for quality, accessible, and 
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affordable health services for all has resulted in the ongoing implementation of UHC 

(WHO, 2015; Kenya Health Workforce Report, 2019). Dual practice in some countries 

is perceived to be an efficient way to deliver quality health services to citizens. 

Whilst devolution in Kenya was expected to solve some of the problems that have 

existed for so many years such as in the health sector, public hospitals have continued 

to experience major challenges spanning from dual practice. The dual practice of 

public hospital medical doctors has not only affected the health service delivery in the 

public health facilities but has also resulted in numerous challenges. Such challenges 

may include over-treating of the patients, longer waiting time for treatment, and 

referral of patients from public to private facilities (Forsberg, Montagu, & Sundewall, 

2011; Johannessen & Hagen, 2014). Considerably, other studies have shown that the 

growing dual practice of public hospital medical doctors not only causes misuse of 

public hospital resources but also causes inefficiency in the public hospitals. For 

instance, where public medical doctors observe a high level of best health practices in 

private hospitals at the expense of public hospitals (Sousa, Scheffler, Nyoni, & 

Boerma, 2013; Alpaslan, Lim, & Song, 2019). 

Therefore, the magnitude of the dual practice of public hospital medical doctors in 

public hospitals is an area of interest for both scholars and health practitioners, 

especially with devolution and ongoing transformational changes in the health sector 

in Kenya. Inability to address these concerns resulting from the dual practice of public 

hospital medical doctors would mean that the level of health service delivery in public 

hospitals remains affected. Hence, the need to address the dual practice of public 

hospital doctors and see how best practice through dual practice can be achieved and 

implemented based on the existing policies and dual practice policies from other 

countries. Therefore, in response to the challenges as highlighted, this study assessed 

the dual practice of public hospital medical doctors. 

1.4 Research Objectives 

The main objective of this study was to assess the dual practice of public hospital 

medical doctors at county referral hospitals in Nairobi, Kenya. 
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1.4.1 Specific Objectives 

i) To establish the prevalence or extent of the dual practice of public hospital 

medical doctors at county referral hospitals in Nairobi, Kenya. 

ii) To determine forms or modes of dual practice of public hospital medical 

doctors at county referral hospitals in Nairobi Kenya. 

iii) To identify factors that drive the dual practice of public hospital medical 

doctors at county referral hospitals in Nairobi, Kenya. 

iv) To find out reasons for commitment to public hospitals among public hospital 

medical doctors at county referral hospitals in Nairobi, Kenya. 

v) To examine consequences or impacts of dual practice of public hospital 

medical doctors at county referral hospitals in Nairobi Kenya. 

1.5 Research Questions 

i) What is the prevalence or extent of the dual practice of public hospital medical 

doctors at county referral hospitals in Nairobi, Kenya? 

ii) What are the forms or modes of dual practice of public hospital medical doctors 

at county referral hospitals in Nairobi, Kenya? 

iii) What are the factors that drive the dual practice of public hospital medical 

doctors at county referral hospitals in Nairobi, Kenya? 

iv) What are the reasons for commitment to public hospitals among public hospital 

medical doctors at county referral hospitals in Nairobi, Kenya? 

v) What are the consequences or impacts of dual practice of public hospital 

medical doctors at county referral hospitals in Nairobi, Kenya? 
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1.6 Scope of the Study 

While the immediate effect of dual practice of public hospital medical doctors have 

been well documented internationally and locally, the call for improved health care 

services and the need for implementation of UHC is an important opportunity to 

further research around dual practice of public hospital medical doctors. Particularly, 

this study focused on the dual practice of public hospital medical doctors at county 

referral hospitals in Nairobi Kenya. The scope of the study was limited to recruiting 

63 participants from the three hospitals; Pumwani Hospital, Mbagathi Hospital, and 

Mama Lucy Hospital. This study took a period of 1 year; from January 2019 to January 

2020. Importantly, only doctors and a few selected management teams were included 

in this research. Thus, doctors from other hospitals were not included in the study. 

Data was collected using online (web-based) questionnaire survey link..  

1.7 Significance of the Study 

Kenya is among the fastest-growing countries in Africa with adequate public health 

financing from the government (Kenya Health Workforce Report, 2019). The 2010 

Constitution clearly demands that every individual in the country have access to 

quality, affordable, and equitable health services. However, with devolution and the 

need to implement UHC, public health facilities have continued to experience 

challenges such as dual practice by public hospitals medical doctors. Therefore, the 

time has come to describe the dual practice of public hospital medical doctors and 

formulate a change in policy-based practice aimed at governing the dual practice of 

public hospital medical doctors.   

Again, there are disparities in healthcare service delivery in public and private 

hospitals. A critical empirical review clearly illustrates that with the dual practice of 

public hospital medical doctors comes the inefficiency of health services delivery in 

public hospitals. As a result, public hospital medical doctors apply the best health 

service practices in private hospitals at the expense of public hospitals. Considering 

these challenges, there is a strong need to have a well-functioning public health system 

with clear public health policies to provide guidelines and measures of dual practice 

for public hospital medical doctors. 
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Considering the aspect that over 60% of the Kenyan population seeks medical services 

in public health hospitals (Kenya Health Policy Forum, 2014), there is a need for 

stakeholders and health practitioners to address issues or reasons that drive medical 

doctors in public hospitals to engage in the dual practice. This study, therefore, aims 

to highlight these reasons to assist management, government, and healthcare 

practitioners in addressing the issues effectively and to ensure that the dual practice of 

public hospital medical doctors does not cause inefficiency in health services delivery 

in public hospitals in Kenya. 
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CHAPTER TWO 

LITERATURE REVIEW 

2.1 Introduction 

This chapter aims to identify and discuss some of the existing scholarly articles or 

journals related to the current study on the dual practice of public hospital medical 

doctors. The chapter began by providing a detailed theoretical review of the study. A 

critical empirical review is then carried out to indicate the methodologies and findings 

of the previous studies. The chapter then provides a knowledge gap of the study based 

on the empirical literature review of the study. It concludes by discussing the proposed 

conceptual framework of the study. 

2.2 Theoretical Review 

This study relies on the dual-job holding and job mobility model as well as stewardship 

theory to assess the context and concept of the study as discussed below. 

2.2.1 Dual-Job Holding  

Paxson and Sicherman (1996) conducted an empirical study titled “the dynamics of 

dual job holding and job mobility” and developed a model of job mobility and dual-

job holding. In this model, two ideas are brought forward. First, the model argues that 

hours adjustments cannot be made within jobs, however, hours vary from job to job. 

That is to say, hours constraints may be prevalent – if individuals find hours 

adjustments within jobs impossible, then they must change jobs if they want to work 

for more hours or fewer hours. Second, desired working time may vary depending on 

other factors like health status including marital, number of dependants, and the value 

of financial wealth. 

Paxson and Sicherman proceeded and analyzed how stochastic preferences including 

inflexible hours within jobs and mobility costs, impact job mobility decisions when 

holding two jobs is not an option. According to the model, inflexible hours within the 

job and costs linked to looking for a second job implies that desired hours and actual 

hours within a job may at given periods diverge. Keeping wages constant, the model 
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implies that individuals will change new jobs only if the expected benefit in welfare 

as a result of having increased desirable hours outweighs the fixed cost of mobility. 

However, with the possibility that individuals can utilize additional jobs to alleviate 

hours constraints, the model assumes that individuals, in this case, public medical 

doctors, can always find, at no cost, an additional low-paying job at any hour level. 

The thought of seeking an additional job on top of the primary one alters the analysis 

of job mobility. According to the authors, individuals who are not happy with their 

working hours considers additional job (dual-job holding) and job mobility as a better 

way of adjusting hours. The implication is that the availability of secondary jobs 

should reduce mobility and, more so, secondary jobs can be utilized to increase but not 

reduce hours (Paxson & Sicherman, 1996). 

In a similar study on the inter-related dynamics of dual job holding, human capital, 

and occupational choice, Panos, Pouliakas, and Zangelidis (2009) also developed a 

dual-job holding and job mobility. According to the authors, the choice of the main 

and second jobs is likely to prominently impact individuals’ career development 

through an accumulation of transferable human capital, knowledge, and occupation-

specific skills that the career entails. From their analysis, Panos et al., (2009) present 

that moonlighters and non-dual practitioners are more likely to enter self-employment 

compared to staying in the same salary job. Therefore, multiple job holding itself is 

what affects job mobility rather than the occupational choices that a person makes in 

their second job. This model, therefore, may be significant in explaining how people 

make their decisions and under certain circumstances, especially, in the health care 

sector. That is to say, public medical doctors can always find second low-paying jobs 

at any level of hours and at no cost. The model is also significant to the study as it 

highlights reasons or factors that would make an individual seek a second-paying job 

on top of his or her first job. 

2.2.2 Stewardship Theory 

In the health sector, for instance, stewardship as a theory provides the basis to solve 

dilemmas and reconfigure the role of the state, organization, or its agents to improve 

the health system. This is because, it is believed that changes in state or institutional 

behavior can assist to produce better health-related outcomes (Travis, Egger, Davies, 
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& Mechbal, 2002). Stewardship, therefore, is a form of governance associated with 

agency theory which is connected to the administrators’ willingness and ability to earn 

public trust by being an effective and ethical agent in undertaking the state or the 

organization’s objectives. As such, trust, ethical behavior, and good decision-making 

are part of stewardship (Kass, 1990; Saltman & Ferroussier-Davis, 2000). 

From the managerial perspective, Armstrong perceives stewardship as the willingness 

to be more accountable for the well-being of the organization by working in a service 

rather than in control of those around us (Armstrong, 1994). The author proceeds to 

add that stewardship exhibits the capacity to combine efficient, marker-like behavior 

with trust-based and ethical forms of decision making which are the calling of public 

servants, for instance, public medical doctors. In a study on the concept of stewardship 

in health policy, Saltman and Ferroussier-Davis (2000) argued that the good 

dimensions of stewardship as an agency theory are importantly tied to its potential to 

improve policy outcomes. 

The main contention is that while concentrating the policy process on traditional 

principal-agent relationships can make an efficient state, it is also possible to design a 

condition that is not only efficient but also good and emphasizes normative and 

ethically oriented expectations of stewardships (Kapoor, Kumar, & Thakur, 2014). 

Accordingly, stewardship also provides the prospect of building a sense of social 

purpose among employees, especially those working in the public sector like health 

care. For example, in the case of this study, stewardship is significant in assisting the 

public medical doctors to restore a sense of trust and legitimacy to the need to have 

equitable and accessible health services (Saltman & Ferroussier-Davis, 2000). 

Regarding social and personal motivation that those who work in health systems face, 

available reports suggest that social motivation is about the desire to serve the common 

good and is usually assumed to be positive. On the other hand, personal motivation is 

about the desire to improve an individual’s well-being and is assumed to be negative. 

Thus, in the health system, public medical dual practitioners are perceived to prefer 

personal motivations, thus, viewed as negative to the well-functioning of the public 

health sector or system. Stewardship, therefore, becomes important when it comes to 

dual practices (Nachuk & Kundra, 2009).  
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Connecting the theory to the concept of the current study, stewardship in the health 

sector calls for the ability to formulate policies that propose good regulation of 

behaviors of public hospital medical doctors. That public hospital medical doctors 

need to develop effective ethical behaviors and trust that are grounded on social 

motivation – which is the desire to serve the common good and ensure access to health 

services. Also, stewardship informs the study as it emphasizes the reasons for 

commitment to public practice and private practice.  

2.3 Empirical Literature Review 

This section of the chapter of the study discusses existing scholarly reviews of the dual 

practice of public hospital medical doctors. The empirical review of the study was 

based on reasons associated with dual practice engagement, understanding of reasons 

for commitment to public practice, and consequences of public hospital medical 

doctors’ dual practice. 

2.3.1 Factors/Reasons for Dual Practice Engagement 

Literature on the dual practice of public hospital medical doctors is rather diverse 

covering the economics of dual practice, governance of public health service delivery, 

motivational aspects, and consequences of dual practice in emerging economies. A 

cross-sectional study of 13 public hospitals on factors influencing the perception of 

medical staff and outpatients of dual practice in Shanghai China, established that the 

perception of medical staff who engages in dual practice is affected by demographic 

characteristics. That is, medical staff in the surgical department held a positive 

perception or belief of dual practice and are more willing to participate in dual practice. 

63% of the medical staff supported dual practice. Human resource management and 

publicity of dual practices are important factors of dual practice (Chen, Li, Dai, Deng, 

& Zhang, 2016). 

Bayat et al., (2018) conducted a qualitative study to find out factors affecting dual 

practices in medical specialists in Iran using the purposive and outlier sampling 

method, and semi-structured deep interviews with 14 key informants. The findings 

revealed six major themes which include financial incentives, cultural attitudes about 

the professional identity of doctors, experience and academic level of doctors, 
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regulation in the public sector, available resources, and characteristics of health service 

locations. These factors, thus, in the long run, may affect differences in health services 

provision in public and private health sectors and the wiliness of medical officers to 

engage in dual practices (Bayat, et al., 2018).  

Also, Socha (2010) reviewed dual practices and their effect on public health care in 

Denmark. The findings provided mixed findings, where some effects depended on 

many assumptions such as intention to maximize profit by the physicians. The study 

called for the need to enforce cost restrictions on dual practices to improve the behavior 

and performance of health officers. The movement of skilled doctors from the public 

to the private sector is a key constraint to achieving UHC and is currently affecting 

health systems globally.  

In a systematic literature review study on factors influencing doctors’ choice of 

workplace-based on drivers of attrition and policy interventions using nineteen articles 

which met the criteria, findings reveal that factors influencing doctors’ workplace may 

be country or institutions specific but include; financial incentives, career 

development, infrastructure and staffing, professional work environment, workload 

and autonomy (El Koussa, Atun, Bowser, & Kruk, 2016). Results also indicated that 

financial incentives act as a motivator in retaining doctors in the public sector. 

Bayati, Rahidian, Zandian, and Alipoori (2019) investigated the rate and factors 

affecting the dual practice of general practitioners as the most important primary care 

providers in Iran. The study adopted a cross-sectional design with data drawn from 

666 Iranian general practitioners, based on the national survey. Multinomial logistic 

regression was used to examine the factors affecting concurrent employment in both 

public and private sectors and the factors affecting employment in more than one place 

(either public or private). The study established that the most important and significant 

factor affecting general practitioner’s dual practice in Iran was their financial 

expectations. Therefore, there is a need for effective policies to intervene doctors’ 

income expectations and adoption of reforms like improving tariffs setting in health 

systems. 
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Muruga (2019) conducted desk review research to develop a management model that 

can measure and evaluate physicians’ dual practice in the Kenyan health sector. Basing 

its findings from previous studies, the author established that there exist numerous 

factors or reasons that are important in influencing physicians to engage in the dual 

practice. These factors comprise infrastructure, working environment, promotion 

practices, and income level. Another important factor as per the study findings was the 

cost/benefit of dual practice. However, findings also revealed that there is a significant 

moderating influence of legal framework on physician’s dual practice. 

2.3.2 Reasons for Commitment to Public Practice 

Several reasons may either drive medical doctors into dual practice or not to practice 

dual practice. A hospital-based survey study of 483 physicians in Vietnam found out 

that job-holding officers were most likely to be senior officers in the public health 

offices, where the majority have private wing offices in the same health facilities. The 

study reported that if certain conditions were met such as increased salary and other 

benefits, dual job-holders were willing to drop their private practice and concentrate 

on improving health service delivery in the public health facilities (Do & Do, 2018). 

Berman and Cuizon (2004) as cited by Moghiri, et al., (2016) argue public hospital 

medical doctors’ private practice enhances the technical knowledge and skills of 

government providers, boosts public service quality. Moreover, dual practitioners have 

incentives to their best and give quality services in their public job to get a good 

reputation and advertise for their private practices. However, a literature review was 

undertaken by Moghiri, et al., (2016) on the implications of dual practices on health 

workers provided mixed findings; both negative and positive consequences. 

Russo et al., (2018) conducted a scoping review of the literature to investigate the 

nature and consequences of nurses’ dual practice using Arksey and O’Malley’s 

methodological steps which include identification of relevant studies. Of the 65% peer-

reviewed journals, it was established that 50% of dual practice is common in Australia, 

Canada, and the UK, with 28% in South Africa. Drivers of dual practice among nurses 

are the opportunity to increase meager salary, dissatisfaction with the main job in 

public health facilities, the flexibility offered by holding more jobs (Russo, Fronteira, 

Jesus, & Buchan, 2018). However, the study failed to link the consequences of dual 
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practices to health service delivery in public hospitals. Additionally, Socha (2010) in 

a systematic literature review on impacts of physician dual practices on the provision 

of health care in public facilities provided negative and positive results, making the 

need for more studies as the current study seeks to find out. 

Relman (2008) on the medical professionalism in the commercialized health care 

market, noted that the science and technology of the health system is changing. The 

endangered aspect of health care professionals is the ethical foundations of medicine, 

which includes the commitment of physicians to put the needs of patients ahead of 

personal gain, to deal with patients honestly, competently, and compassionately, and 

to eliminate conflict of interest that could undermine public trust (Relman, 2008). In 

areas where medical officers have viewed the medical practice as a business, issues of 

professionalism have been reported. To some scholars, high competition in the private 

health sector has boosted the technical knowledge of physicians, which can be applied 

in public health facilities, how to others, it has resulted in the diminishing of trust and 

commitments in the public health sector, hence poor health services deliveries. 

In a cross-sectional study involving Finnish Health professionals, Heponiemi, Kuusio, 

Shinervo, and Elovainio (2011) examined whether there are differences in job-related 

attitudes and well-being among physicians working in private and public health 

facilities. The study used primary data involving a random sample of 1522 women and 

1047 men aged 25 – 65 years. Findings established that working in private health 

facilities provides physicians with a high sense of job satisfaction and organizational 

commitment as well as lower psychological distress compared to public health 

facilities. Thus, individuals involved in private practice feel better than those in public 

practice due to the fairness and organizational justice that private health facilities 

provide. However, the study did not primarily focus on the dual practice of public 

hospital medical doctors. 

2.3.3 Consequences of Dual Practice 

In a study to establish perspectives of physicians, patients, and managers on the 

consequences of public-on-private dual practice among physicians in public hospitals 

in Ethiopia, the results established that the positive consequence of dual practice from 

managers’ and physicians’ perspectives was physicians’ retention in the public sector 
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(Abera, Alemayehu, & Herrin, 2017). However, the negative consequence was that 

close to 19.8% of the patients were diverted from a public hospital to a private hospital. 

The study used a cross-sectional design using mixed methods with a semi-structured, 

self-administered questionnaire distributed to physicians, and a structured 

questionnaire distributed to patients. The analysis involved the use of quantitative and 

qualitative techniques. 

In a recent study on dual practice and inequities in access to healthcare (Kumar, 2018), 

the dual practice of doctors may enable healthcare users or patients to see the same 

doctor in public and private health facilities. Whereas these represent benefits to the 

healthcare users, access to such benefits may differ markedly by social status or 

location. This represents inequities in access to healthcare where individuals who are 

better off in society can access better health care services in the private sector from the 

same doctors who may give substandard health care services in the public sector. There 

is, therefore, the need for stakeholders to pay attention to the growing demand for the 

dual practice among physicians and develop effective frameworks that promote health 

equity in both public and private health sectors (Kumar, 2018). The study was 

undertaken in Sri Lanka using 5 focus group discussions and 22 individual interviews. 

Data was collected using a questionnaire and analysis conducted through thematic 

analysis. 

A previous study on the implications of banning or not banning the dual practice in 

public health facilities produced mixed results (Alaref, et al., 2017). Using theoretical 

evidence, together with context-specific primary and secondary data, the authors 

established that while dual practice is negatively associated with referral of patients 

from public to private health facility as well as brain drain, poor quality in public health 

facilities linked to shortages in supplies and equipment, poor organizational and 

management practices, low motivation, lack of monitoring, and accountability 

frameworks are unlikely to change just by banning the dual practice of public hospital 

medical doctors. 

A review of other studies on the dual practice of public hospital medical doctors 

suggested that there are many negative effects on the health system such as increased 

access barriers for patients, de-legitimization of health services in public health 

facilities, reduction in trust between patient and doctors, reduced degree of health care 
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provision, and increased transfer of doctors from public health facilities to private 

health facilities (Rispel & Blaauw, 2015). In a cluster random sample study of 80 

hospitals in South African provinces using a questionnaire, the results established that 

negative consequences of dual practice are serious (Rispel & Blaauw, 2015). 

Therefore, there is a need for a combination of strong nursing leadership, effective 

management, and consultation with dual practitioners to develop effective frameworks 

for minimizing the serious negative effects of moonlighting or dual practice. 

Recently, Kaabi, Varughese, and John (2019) presented a review article on whether 

dual practice on health service should be promoted in Qatar? According to the authors, 

dual practice is a widespread phenomenon of public healthcare workers working 

concurrently both within and outside the public facilities for personal gains. More 

importantly, the authors argue that there are positive impacts of dual practice like 

reduced budgetary strains of the public sector, the negative impacts are erroneous and 

include an increase in detrimental and predatory behavior, ethical issues, and migration 

of physicians to the private sectors. All these challenges ultimately result in poor 

governance as a result of a lack of stewardship. 

2.4 Knowledge Gap 

Globally, as countries strive to achieve UHC, there is a need for additional skilled 

health professionals by 2035; both doctors, nurses, and midwives. Skilled health 

professionals are needed to enhance, maintain and accelerate gains on UHC by 

ensuring effective coverage for a growing set of health care needs for all populations 

(El Koussa, Atun, Bowser, & Kruk, 2016). Acute to this program is the shortage of 

human resources in emerging economies which has significantly resulted in dual 

practices by public hospital medical doctors in an attempt to reduce the doctor-patient 

ratio gap.  

The pervasive practice of dual practice and the shift of medical doctors from public 

hospitals to private hospitals suggests a need to assess its extent, factors associated 

with it, and understanding of reasons that drives doctors into dual practice (El Koussa, 

Atun, Bowser, & Kruk, 2016; Kimathi, 2017). Concerning Kenya’s context, especially 

county referral hospitals, it is in the researcher’s knowledge that more studies are 

needed to develop understanding and knowledge of the dual practice of public hospital 
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medical doctors. A critical review of the literature has established mixed findings, 

where most of the studies have been done at the international or regional level, with 

little emphasis on the dual practice of public hospitals medical doctors at county 

referral hospitals in Kenya. This study, therefore, aims to fill this gap. 

2.5 Conceptual Framework 

The conceptual framework provided in Figure 2.1 aims to acknowledge the 

multifaceted nature of dual practice in public hospitals in Kenya. Two theoretical 

approaches, which have previously been adopted in health-related studies, underpin 

the design of this conceptual framework: dual-job holding and job mobility and 

stewardship theory. Together with the literature synthesis, a framework was designed 

to assess dual practice broadly to expand the knowledge and understanding of the dual 

practice of public hospital medical doctors in Nairobi County referral hospitals. 

The indicators for the identified variables differed significantly, however, were 

interconnected to explain the concept of the study. For instance, the prevalence was 

measured by dual practices versus non-dual practices. The indicators for forms 

and/modes of dual practice included dual practice inside public hospital only, dual 

practice outside the public hospital, and both dual practice inside and outside public 

hospital only among other forms. The measurement for these two variables i.e. 

prevalence and forms or modes were based on a scale of 1-2 where 1 was Yes and 2 

was No. The aim was to determine the category where public hospital medical doctors 

belong so as to answer the research questions. Besides, motivating factor indicators 

included salary increase, condition of work, need for challenging work environment, 

demand for health services among others. Reasons for commitment to public practice 

indicators included upholding public responsibility of public health for all, build 

reputation, training, and research opportunities among others. The measurement for 

these variables i.e. factors and reasons for commitment were based on a ranking scale 

with multiple responses. The consequences of dual practice indicators vary and were 

based on the qualitative findings.   
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Figure 2.1 Conceptual Framework (Based on researcher’s perspectives) 

Source: Author (2020) 
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CHAPTER THREE 

RESEARCH METHODOLOGY 

3.1 Introduction 

This chapter discusses the methodologies that the study used to answer the research 

questions. The chapter starts by describing the research philosophy and study design 

followed by a detailed population and sampling of the study. The chapter then 

describes the tools and processes of data collection, specifically, addressing how data 

was collected and using which tools. Additionally, the chapter provides a research 

quality of the study which entails validity and reliability of research instruments. The 

chapter concludes by highlighting how data was analyzed as well as describing 

research ethical considerations. 

3.2 Research Philosophy 

According to Creswell and Plano Clark (2011), research philosophy refers to a belief 

regarding how data about the study should be collected, analyzed, and interpreted to 

make study inferences. Various philosophies can be used in a study including 

positivism, interpretivism, and pragmatism. Because this study uses both qualitative 

and quantitative data (mixed-methods research), the study adopted pragmatism 

philosophy which is the most used for mixed-methods studies (Bergman, 2014). 

Creswell and Plano Clark further explained that pragmatism philosophy offers that 

features of both single and multiple realities exist (ontology), that information 

gathering is driven by “what works” to assess the research question (epistemology), 

and that researchers achieve this by merging and mixing qualitative and quantitative 

data (methodology). 

3.3 Research Design 

According to Kumar (2018), a research design describes the strategies or plans that the 

study uses to collect data, measure data, and analyze data. It provides steps that are 

followed during the research process. There exist various research designs that a study 

can adopt including exploratory design, descriptive design, longitudinal design, and 

case study design among others. Because of the complexities inherent to the research 



 

22 
 

questions as well as the dual practice in general, this study adopts a mixed-methods 

research study design (Charles & Fen, 2007).  

This study proposes a mixed-method research design for triangulation. That is to say, 

to seek for convergence and correspondence from different health system players; 

complementarity which entails seeking for elaboration; and development which entails 

using the outcome from one method to inform another method (Charles & Fen, 2007). 

Generally, mixed-method designs assist the researcher to combine various research 

designs that complement each other to develop adequate research outcomes (Sekaran 

& Bougie, 2016). 

First, this study adopts an exploratory design which involves a qualitative phase of 

data collection and analysis before proceeding to the quantitative phase. The 

exploratory design suits this study since dual practice remains an area of interest for 

many scholars and that there still exist calls for more studies to identify emerging 

insights from different players in Kenya’s public hospitals (Creswell & Creswell, 

2017). A quantitative descriptive design was then adopted to provide a clear 

understanding of the knowledge of the dual practice of public hospital medical doctors.  

3.4 Population and Sampling 

3.4.1 Target Population 

Target population refers to entire individuals, objects, or subjects that the study is 

interesting in to make study conclusions (Sekaran & Bougie, 2016). The target 

population for this study was public medical doctors and management teams working 

at county referral hospitals in Nairobi, Kenya. First and foremost, there are three (3) 

county referral hospitals in Nairobi. Each hospital has a register of all medical doctors. 

From the hospitals' records, the list of registered public medical doctors was obtained. 

As for the management, the study targeted either middle management or senior 

management from various departments to participate in study. From both the hospitals' 

records, there are over four (4) departments in each hospital. Individuals were 

randomly picked from these departments to participate in the study. The target 

population of the study, therefore, was 63 participants. 
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The choice for including public hospital medical doctors and management was that 

medical doctors are generally assumed to be involved in multiple job holdings. 

However, the extent and reasons that drive them to dual practice remain scanty. Having 

public hospital medical doctors as the target population, therefore, ensures that the 

study gains insightful information for answering the research questions. Additionally, 

management was critical since they are in charge of the welfare of the public hospital 

medical doctors. As a result, their views and responses may help in answering reasons 

and ways that hospitals can adopt to ensure that public medical doctors remain fully 

committed to their various public practice. 

Table 3.1 Target Population 

Hospital  Category  Target Population 

Pumwani Hospital Medical doctors 

Management 

Total  

13  

8  

21 

Mbagathi Hospital Medical doctors 

Management 

Total  

16 

10 

26 

Mama Lucy Kibaki Hospital 

 

Medical doctors  

Management 

Total  

9 

7 

16 

 Total  63 

Source: Author (2020); Hospital records (2020) 

The inclusion criteria are that the study involves all the medical doctors posted in these 

three (3) county referral hospitals by the government. For the management, the study 

sought to involve a few middle or senior managers since they were picked based on 

the judgment of the researcher. For exclusion criteria, the study did not involve nurses 

or other forms of health officers except medical doctors. Also, recent graduate junior 

medical officers or from various health schools posted in these facilities did not 

participate in the study. 
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3.4.2 Sampling Technique and Sample Size 

Sampling is the process by which a few individuals are selected from the target 

population to be examined in the study. These few individuals form the sample of the 

study. Ideally, a good sample should possess similar attributes to the target population. 

The goal of study sampling is to facilitate a faster research process – data collection 

and analysis (Etikan & Bala, 2017). Therefore, a sample with the population’s 

attributes can easily allow the generalization of study findings. There are various 

sampling techniques including probability and non-probability sampling techniques. 

Types of probability sampling techniques include systematic, stratified, cluster, and 

multi-stage among others. Non-probability sampling techniques include quota, 

snowballing, and purposive among others (Miller, Johnston, Dunn, Fry, & 

Degenhardt, 2010). 

The sample size is the actual number of the few individuals picked from the target 

population to be involved in the study (Kombo, & Tromp, 2011). Because the target 

population of this study was not too large, all the participants formed the sample size 

(63) for the study using the census sampling method. The Census sampling method 

proposes that all population participants be included and analyzed as a study sample. 

As such, census is a method that aims to gather information about every person or 

object of the population (Ethridge, 2004). The sample size of the study, therefore, was 

63 participants. 

3.5 Data Collection Techniques 

To establish a holistic understanding of the research phenomenon, this study collected 

data from various sources using quantitative and qualitative techniques. The study 

adopts mixed methods sources of information (information triangulation) to enhance 

the internal validity of the study. The main research tool for the study was a 

questionnaire. The questionnaire tool was designed to contain both semi-structured 

and open-ended questions. The questions comprised of background questions, 

dichotomous questions, multi-choice questions, and ranking scale questions. The 

advantage of using semi-structured and open-ended questions is that they gather 

quantitative and qualitative data respectively. This creates complementary in 
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providing accurate and reliable information aimed at solving the research problem 

(Newing, 2011).  

Open-ended questions were used to explore perceptions and consequences or issues 

related to dual practice from the participants’ understanding and knowledge. This 

information was qualitative in nature. Additionally, a quantitative survey with 

predetermined semi-structured questions was conducted. A ranking scale was 

designed to gather quantitative data. However, there were instances where both tools 

were used interchangeably on the objectives of the study. This was to ensure that 

analysis was easy and conclusions are done based on the information that was gathered 

from the respondents. 

3.6 Data Collection Procedure 

Primarily, the study aimed to use a drop-pick approach to the data collection 

procedure. First, the researcher recruited a research assistant to help with the data 

collection process. The researcher then sought approval from various hospitals on data 

collection. Once the approval from each hospital was received, the researcher 

approached the participants and explained the concept and purpose of the study, and 

politely asked them to participate in the study. However, this data collection procedure 

dramatically changed when the coronavirus pandemic, also known as COVID-19 was 

first reported in Kenya leading to the lockdown of the country. The study, therefore, 

identified a self-administered online questionnaire survey method as the most 

appropriate strategy to reach out to the medical doctors and management of these three 

hospitals.  

Because of the increased role of medical doctors in the fight against COVID-19, the 

researcher first reached out to the top management and requested contacts and other 

essential personal information like emails of a few participants. An online 

questionnaire survey link with semi-structured and open-ended questions was then 

developed using Google Docs and shared with the few participants that the researcher 

managed to get their personal information. The study then used a snowballing 

approach where one participant shared the link with his or her colleague(s) or friend(s) 

in the county referral hospitals in Nairobi.  



 

26 
 

While this approach may have proved challenging at the start, respondents were given 

enough time to respond taking into consideration the challenges of the pandemic on 

health workers across the world. The process of data collection, however, continued 

until the target response rate set by the researcher was achieved. In instances where 

the researcher perceived a lack of or slow online feedback, the researcher reminded 

the participants to kindly participate in the study by filling the survey link. 

Questionnaires were designed in a very simple and accurate language that was 

appealing to the respondents. 

3.7 Research Quality  

Once the study outlines measurements and constructs of research instruments in 

specific questions under research objectives, the study proceeded to validate the 

instrument (questionnaire) and its measurements. To achieve this, the study ensured 

that measurements were accurate, precise, and stable; validity and reliability concepts 

were addressed (Creswell & Creswell, 2017). Similarly, a pilot study was conducted 

on 10% of the sampled population, averaging about 10 participants. The researcher 

used medical doctors and management from other hospitals which were not part of 

county referral hospitals in Nairobi to participate in the pilot study. A purposive 

technique was used. The response gathered from the pilot study was used to enhance 

the accuracy and consistency of the measurement constructs. 

3.7.1 Reliability of Research Instrument 

Thereafter, the study established the reliability of the instrument. Reliability is the 

extent to which the designed data collection tool is consistent in giving the same 

findings when used severally in the study or other studies similar to the current study. 

Reliability can be test-retest reliability, internal consistency, and inter-rater reliability 

(Creswell & Plano Clark, 2011). However, for this study, test-retest reliability was 

used.  

Since the study uses a mixed-method approach, pilot or member-checking procedures 

to sought objective opinions as to how questions were designed effectively (Kombo, 

& Tromp, 2011), easier for respondents to understand, avoid biases or leading 

questions, and to avoid any other potential ambiguity was employed (Kothari, 2012). 
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The aim here was to ensure that the questionnaire questions were consistent and 

aligned to the objectives of the study.  

3.7.2 Validity of Research Instrument 

Kumar (2011) defines validity as the extent to which the designed questions or 

contents of the questionnaire tool describes the accuracy of the instrument. The 

objective of undertaking validity was to ensure that questions are designed correctly 

in measuring the research objectives. Validity can be through face validity, content 

validity, and criterion validity. For this study, however, content validity was adopted.  

It involved seeking the opinion or judgment of the expert to improve the contents of 

the designed questionnaire tool (Creswell & Plano Clark, 2011). Once the 

questionnaire tool was designed, the researcher shared it with the supervisor and the 

panelists. The opinion received from the supervisor and that of panelists during the 

defense of the proposal was used to improve the accuracy of the questionnaire tool.  

3.7 Data Analysis and Presentation 

This study undertook a quantitative survey alongside qualitative information. And so, 

quantifying and non-quantifying techniques of data analyses were used (mixed-

methods analysis) (Guest, 2013). Non-quantifying analysis methods were for 

qualitative data from open-ended questions, for instance, the use of content analysis 

and other general qualitative analytical techniques like information reduction and 

depiction of participants’ information to make meaningful conclusions. Another 

advantage of adopting qualitative analysis was that it assists the researcher to convert 

raw information into meaningful understanding and reporting. 

Moreover, the content analysis aimed to analyze medical doctors’ opinions or attitudes 

towards the dual practice. The content analysis was conducted using the thematic and 

narrative text approach, manually. The researcher went through the questionnaires one 

by one taking into account the qualitative response of the respondents and classifying 

them for easy analysis. The advantage of using qualitative and content analysis as part 

of the multi-method analysis in this study was that they emphasize sense-making and 

provided an understanding of the situation of the study, rather than predicting or just 

explaining (Schilling, 2006; Miles & Huberman, 1984). 
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The objective was to develop a fuller interpretation of the public hospital medical 

doctors’ dual practice concept based on the respondents’ experiences to provide a 

holistic view of dual practice in Kenya. Additionally, the study undertook quantitative 

analysis like descriptive where frequency and percentages were used to present the 

findings of the study. The descriptive analysis aimed to simplify the information in a 

sensible way for providing additional knowledge and understanding of public hospital 

medical doctors’ dual practice.  

3.8 Ethical Considerations 

Before proceeding to the actual field of study, the researcher applied for the ethical 

research letter from the Strathmore University Ethics and Review Committee. This 

letter was issued upon drafting the consent form and research dissemination plan. For 

the consent form, the researcher vividly explained the purpose of the study to the 

respondents and categorically stated the benefits and risks involved in the study. Also, 

the consent form politely asked the respondents to participate in the study and that 

every participant has a choice to participate or not to participate in the study, and that 

any participant was free to withdraw his or her consent at any stage of the study. 

In summary, the consent form indicated the researcher’s name and contact that 

respondents can use for further questions, the purpose of the study, confidentiality, and 

anonymity of the participants, as well as voluntary participation. Once the researcher 

received the ethical researcher letter from the university, the next stage was to apply 

for the National Commission for Science, Technology, and Innovation (NACOSTI) 

research permit and ethical letter. The NACOSTI letter, university letter, and the 

consent form were then attached to the questionnaire survey for participants to read 

and understand. However, since the study was an online survey, the researcher 

provided a detailed explanation of the study with a brief consent form and informed 

the participants that the study has been approved by the University and NACOSTI 

research bodies. 

  



 

29 
 

CHAPTER FOUR 

DATA ANALYSIS AND PRESENTATION OF THE FINDINGS 

4.1 Introduction 

This chapter of the study discusses the analysis and presentations of the research 

findings as systematically described in the research methodology. The study assessed 

the dual practice (DP) of public hospital medical doctors at County Referral Hospitals 

in Nairobi County utilizing both quantitative and qualitative approaches. For 

quantitative data, the study relied on Scientific Software, Statistical Package for Social 

Sciences for analysis. Descriptive information such as frequency and percentages were 

presented using tables. For qualitative data, the study adopted the use of sentimental 

and content analyses using narrative text, to develop an understanding of intuition and 

perception of the participants towards the research problem manually. In summary, 

this chapter covers the response rate, demographic information, and specific results of 

the research objectives. 

4.2 Response Rate 

The study adopted an online survey method as described in the methodology under the 

data collection procedure section. A total of 63 designed online questionnaire surveys 

were sent to the respondents through their contacts such as emails and other social 

group contacts. A total of 50 participants filled the online survey questionnaires and 

submitted their feedback - over the study period. This represented a response rate of 

79.6% as shown in Table 4.1 of the study. Only 13 respondents failed to fill and submit 

the online questionnaire survey link – equivalent to 20.4% of the respondents who 

failed to participate in the study. Research scholars such as Mugenda and Mugenda 

(2013) explained that a response rate of 50% is adequate, 60% is good, and above 70% 

is excellent for analysis and presentation of the findings. Thus, the established response 

rate of 79.6% for this study is excellent for answering the research questions. 

Table 4.1 of the study presents results on response rate and also by hospital distribution 

as well as respondents category. Three hospitals i.e. Pumwani hospital, Mbagathi 

hospital, and Mama Lucy hospital were included in the study with two categories of 
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respondents; medical doctors and management. As shown, the study established that 

the majority of the participants, 31 (62%), were medical doctors and 19 (38%) were 

management across the three hospitals included in the study. In terms of medical 

doctors’ response distribution across the three hospitals, the study established that 10 

(20%) of the medical doctors were from Pumwani hospital. 13 (26%) of the medical 

doctors were from Mbagathi hospital while 8 (16%) of the medical doctors were from 

Mama Lucy hospital. In terms of management response distribution across the three 

hospitals, results in Table 4.1 further indicate that 6 (12%) of the management 

respondents were from Pumwani hospital. Additionally, 8 (16%) of the management 

participants were from Mbagathi hospital whereas 5 (10%) of the management 

respondents were from Mama Lucy hospital. Therefore, the established excellent 

response rate is good to make study conclusions. 

Table 4.1 Response Rate 

Response category Frequency  Percent  

Responded  

Did not respond 

Total  

50 

13 

63 

79.6% 

20.4% 

100% 

Response distribution by category/hospitals 

Respondents category 

Hospitals 

Total Pumwani Mbagathi Mama Lucy 

Medical doctors 

Management  

Total  

10 (20%) 

6 (12%) 

16 (32%) 

13 (26%) 

8 (16%) 

21 (42%) 

8 (16%) 

5 (10%) 

13 (26%) 

31 (62%) 

19 (38%) 

50 (100%) 

4.3 Demographic Information 

This section sought to describe the demographic information of the respondents of the 

study. Key information captured included gender, age, education level or profession, 

and professional experience. Table 4.2 summarizes the demographic information of 

the sample of the study. Findings established that regarding the gender of the 

respondents, 22 (71%) of the medical doctors were male while 9 (29%) were female 

medical doctors. Additionally, the study established that 11 (58%) of the management 

who took part in the study were male while 8 (42%) of the management were female. 

About the age of the medical doctors and management participants combined, the 
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study reported an average age of 38.2 years with a standard deviation (±4.2). 

Regarding the education level of the study participants, the outcome shows that 19 

(61%) of medical doctors have undergraduate/MBChB/MD level of education while 

12 (39%) of medical doctors have graduate/MMed level of education.  

Subsequently, 14 (74%) of the management has an undergraduate level of education 

whereas 5 (26%) of the management included in the study has a graduate level of 

education. Lastly, the study findings in Table 4.2 indicated that on average, both 

medical doctors and management participants have 6.2 years of professional 

experience with a standard deviation (±4.1). The implication of demographic 

information is essential to this study as it demonstrates the participants’ level of 

understanding of the concept of the study in regards to their education and professional 

experience. Age is also an important factor as it provides the researcher and the readers 

to understand the type of participants included in the study – young versus old or both.  

Table 4.2 Demographic Information Summary Results 

Characteristics  Category  Outcome 

(Frequency, %) 

Gender  Medical 

doctors  

Male  

Female  

Total  

22 (71%) 

9 (29%) 

31 (100%) 

Management  Male  

Female  

Total  

11 (58%) 

8 (42%) 

19 (100%) 

Age (in years) 38.2 (±4.2) 

Education level  Medical 

doctors 

Undergraduate (MBChB/MD) 

Graduate (MMed) 

Total  

19 (61%) 

12 (39%) 

31 (100%) 

Management  Undergraduate 

Graduate 

Total  

14 (74%) 

5 (26%) 

19 (100%) 

Professional 

experience 

(in years) 6.2(±4.1) 

±, standard deviation 
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4.4 Dual Practitioners versus Non-Dual Practitioners 

The study sought to establish the extent of dual practice among public medical doctors 

included in the study. This question or objective focused on the already established 31 

public medical doctors across the three hospitals included in the study. The outcome 

reported in Table 4.3 of the study reveals that in general, about 17 (54%) of the medical 

doctors are engaged in dual practice. That is to say, they practice both in public practice 

and private practice. Also, about 14 (46%) of the medical doctors across the three 

public hospitals under investigation are non-dual practitioners. That is to say, these 

public medical doctors are only engaged in public practice. The study further 

disintegrates the data. For instance, of the 54% of the public medical doctors who 

engage in a dual practice, approximately 14 (82%) of them are male public medical 

doctors. Only 3 (18%) of dual practitioners are female medical doctors. Subsequently, 

the study reported that of the 46% of the non-dual practitioners, 8 (57%) were male 

medical doctors whereas 6 (43%) were female medical doctors.  

Table 4.3 Dual Practitioners versus Non-Dual Practitioners Summary Results 

Characteristics Category  Total Non-dual practice Dual practice 

Total count  31 (100%) 14 (46%) 17 (54%) 

Gender  Male  

Female  

22 (62%) 

9 (38%) 

8 (57%) 

6 (43%) 

14 (82%) 

3 (18%) 

Age  (in years) 37.1 (±4.4) 35.3 (±3.1) 39.2 (±4.1) 

±, standard deviation 

The essence of determining the gender of both the dual practitioners and the non-dual 

practitioners was to demonstrate the extent to which both genders engage in either dual 

practice or non-dual practice. Regarding the age of the non-dual practitioners versus 

dual practitioners across the three hospitals, the study established that in totality 

(general), public medical doctors included in the study had an average age of 37.1 

years with a standard deviation (±4.4). Moreover, the average age of the dual 

practitioners is 39.2 years with a standard deviation (±4.1) while the average age of 

the non-dual practitioners is 35.3 years with a standard deviation (±3.1). The 
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significance of this finding is that it portrays a picture regarding which public medical 

doctors (either young or old) engage in dual practice and non-dual practice. 

Besides their first job, the study sought to establish how much income dual 

practitioners earn in their second clinical job monthly. Results in Table 4.4 reveal that 

majority of public medical doctors engaged in dual practice (dual practitioners), 7 

(41%), across the three public hospitals under investigation stated that their income 

from the second clinical job ranges between KES 50,000 – 100,000 monthly. Also, 

about 5 (29%) of public medical doctors engaged in dual practice indicated that they 

earn an average monthly income of KES 100,000 – 150,000 from their second clinical 

job. Approximately 3 (18%) of the medical doctors suggested that they earn an average 

monthly income of above KES 150,000 from their second clinical job while only 2 

(12%) of the medical doctors engaged in dual practice earn less than KES 50,000 in 

their second clinical practice. The study, however, did not establish the hours that all 

public medical doctors engaged in dual practice spend in their second job or practice.  

Table 4.4 Salary from Dual Practice (Second Clinical Practice) 

Salary  Frequency Percent (%) 

Less than KES 50,000 

KES 50,000 – 100,000 

KES 100,000 – 150,000 

Above KES 150,000 

Total  

2 

7 

5 

3 

17 

12% 

41% 

29% 

18% 

100.0% 

*KES – Kenya Shillings 

The study further demonstrated the perception of medical doctors towards their current 

income in their various hospitals. The aim was to differentiate the perception of dual 

practitioners versus non-dual practitioners towards their income across the three public 

hospitals included in the study. As reported in Table 4.5 of the study, the results 

demonstrate that of the 17 (54%) of public medical doctors engaged in dual practice, 

13 (76%) of them have a low perception towards their current income in their first 

practice (public practice). Further, only 4 (26%) of the medical doctors have a medium 

perception towards their current salary – as such could be the reason why they engage 

in the dual practice. The perception of public medical doctors engaged in dual practice, 
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however, differs from the medical doctors engaged in non-dual practice. For instance, 

results in Table 4.5 show that of the 14 (46%) of the medical doctors engaged in non-

dual practice, about 9 (65%) have a medium or a moderate perception towards their 

current salary in their respective hospitals.  

Additionally, 3 (21%) of the public medical doctors engaged in the non-dual practice 

are highly satisfied with their current salary while only 2 (14%) have a low level of 

satisfaction with their current income. Thus, it is evident that the perception of dual 

practice versus non-dual practice public medical doctors towards their current income 

across the hospitals differ to a greater level. This finding implies that public medical 

doctors who have a low level of satisfaction with their current public practice income 

or salary may tend to consider second clinical practice – dual practice. However, those 

public medical doctors who have a high or medium level of satisfaction with their 

public practice income may decide to only stick to public practice (non-dual practice). 

Table 4.5 Perception of Medical Doctors towards their Current Income/Salary 

Satisfaction level  Dual practice Non-dual practice 

High  

Medium  

Low  

- 

4 (26%) 

13 (76%) 

3 (21%) 

9 (65%) 

2 (14%) 

Total count  17 (54%) 14 (46%) 

4.5 Forms/Modes of Dual Practice of Medical Doctors 

In this section, the study investigated the types/forms/features of the dual practice of 

medical doctors in public hospitals. The objective was to highlight how public hospital 

medical doctors carry out their dual practices either inside or outside the public health 

institutions. Results are presented in figure 4.1 of the study. 

Figure 4.1 of the study summarizes types or forms of dual practice of medical doctors 

in the public hospitals; dual practice inside the public hospitals only, dual practice 

outside public hospitals only, dual practice both inside and outside public hospitals, 

and other forms of dual practice. Briefly, in the context of this study, dual practice 

inside the public hospitals only is where a public medical doctor engages in clinical 
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practices of referring patients to private health facilities for further treatment without 

the doctor taking part in the further treatment outside the public practice. 

 

 

 

 

 

 

 

Figure 4.1 Forms/modes of Dual Practice of Public Hospital Medical Doctors 

As findings exhibits in Figure 4.1 of this study, 14 (46%) of the medical doctors 

included in the study fall in the category of non-dual practice while 17 (54%) fall in 

the category of dual practice. The findings further reveal that about 9 (53%) of public 

medical doctors engaged in dual practice in private health facilities practices dual 

practice outside the public hospital. That is to say, these public medical doctors have 

a private clinical practice outside the public health facilities and could be practicing in 

other private hospitals. Approximately 5 (29%) of public medical doctors engaged in 

dual practice practices dual practice inside and outside the public hospital. That is to 

say, these dual practice medical doctors can not only refer patients to private health 

facilities but can also follow and treat such patients in private health facilities. 

Consequently, findings indicate that around 2 (12%) of the public medical doctors who 

engage in a dual practice, practice dual practice only inside the public hospital while 

only 1 (6%) of the public medical doctors engage in other forms of dual practice. - 

Thus, the study established that the most form or type of dual practice of public 

medical doctors in public hospitals in Kenya happens outside the hospitals. The 

assumption derived from this finding is that the dual practice outside the public 

hospital can either be privately owned hospitals by dual practitioners or by other 

people (who employ public medical doctors from the public hospitals). 

All 31 (100%) 

Non-Dual Practice 14 (46%) Dual Practice 17 (54%) 

Only inside the 

hospital 2 (12%) 

Outside the 

hospital 9 (53%) 
Both inside and 

outside the 

hospital 5 (29%) 

Other 1 

(6%) 
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4.6 Reasons for Engaging in Dual Practice 

The study further sought to establish from the public medical doctors and the 

management of the three hospitals included in the study the reasons why public 

medical doctors engage in the dual practice. The study gathered both quantitative and 

qualitative information. According to the study findings, as shown in Table 4.6, all the 

31 medical doctors and 19 management participants included in the study across the 

three public hospitals indicated that the main reason public hospital medical doctors 

engage in dual practice is to earn additional income since their first job does not pay 

well. However, this perception is stronger among the public medical doctors engaged 

in dual practice. Additionally, 17/31 (54%) of the public medical doctors indicate that 

the reason they engage in dual practice is to gain valuable experience (improve skills). 

13/19 (68%) of the management hold a similar thought. About 10/17 (59%) of the 

public medical doctors and 7/15 (47%) of the management think that the reason why 

public medical doctors engage in dual practice is because of better private health 

facility structures.  

Table 4.6 Reasons for Dual Practice Engagement 

Reasons for engagement  

Medical 

doctors Management 

To earn additional income since the first job does not pay 

enough 

To gain valuable experience (improving skills) 

Better private health facility structures 

Flexible working hours 

Interesting working roles and/or positions 

Better supply of medicine and equipment 

31/31 (100%) 

17/31 (54%) 

10/17 (59%) 

9/26 (35%) 

12/30 (40%) 

6/17 (35%) 

19/19 

(100%) 

13/19 (68%) 

7/15 (47%) 

4/18 (22%) 

4/11 (36%) 

4/12 (33%) 

*Multiple responses were allowed 

Table 4.6 further reports that about 9/26 (35%) of public medical doctors and 4/18 

(22%) of the management think the reason why public hospital medical doctors engage 

in dual practice is because of better working hours. Moreover, 12/30 (40%) of medical 

doctors and 4/11 (36%) of the management think dual practice is rampant among some 

public hospital medical doctors due to interesting working hours. However, only 6/17 

(35%) of public hospital medical doctors and 4/12 (33%) of the management of public 
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hospitals think the reason why public medical doctors engage in dual practice is 

because of a better supply of medicine and equipment in the private health facilities. 

This last part of the finding of the study, thus, is very interesting as it shows that only 

a few of the public hospital medical doctors engaged in dual practice think private 

health facilities are better equipped with medical supplies and equipment compared to 

65% of the public medical doctors.  

A qualitative study was also conducted to understand other reasons or factors that 

make public medical doctors engage in dual practices. The objective of the qualitative 

finding sought to illustrate the opinions and intuitions of public medical doctors 

towards dual practices. One of the dual practitioners said: 

“We engage in dual practices as one way to meet the healthcare demand 

in the country. For some reason, the number of people seeking health 

services has increased. One way to attend to their needs is by us, 

medical doctors, doubling our roles both in public and private practices. 

We believe we should attend to patient needs either in the public or 

private hospitals” A dual practitioner. 

Another public hospital medical doctor who engages in dual practice also mentioned 

the autonomy that comes with clinical practice in private health institutions. For 

instance: 

“Part of the reasons why some of us engage in private practice is the 

higher autonomy available in private health institutions. We have the 

freedom to engage in some activities aimed at growing private practices 

compared to when we are in the public sector. Additionally, there is the 

freedom to participate in decision making, career growth such as 

furthering our studies. Subsequently, higher autonomy in private 

practice has led to an increased patient-doctor relationship which makes 

our work as doctors easy in private health institutions. Therefore, this 

freedom makes dual practice much attractive to some of us (medical 

doctors) in the public health institutions” A dual practitioner. 
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4. 7 Reasons for Commitment to Public Practice 

Subsequently, this study assessed the reasons for public medical doctors’ commitment 

to public practice. Specifically, the study investigated the motivating factors that 

increase public hospital medical doctors’ commitment to public practice as well as the 

conditions under which public hospital medical doctors engaged in dual practice would 

be willing to give up a private practice for public practice. The objective was to 

understand the perception of the medical doctors and the management participants 

across the three public hospitals included in the study.  The results presented in Table 

4.7 provide that close to 21/31 (68%) of the medical doctors and 4/11 (36%) of the 

management involved in the study indicated that career development is one of the 

motivating factors for public hospital medical doctors’ commitment to public practice. 

Also, 11/24 (46%) of the medical doctors provided building reputation as a motivating 

factor for increased commitment to public practice among public hospital medical 

doctors. 7/26 (27%) of the public hospital medical doctors, however, mentioned 

training and research opportunities as the other motivating factors for public hospital 

medical doctors’ increased commitment to public practice.  

The majority of the medical doctor respondents 24/30 (80%), however, provided 

“upholding the responsibility of public health for all” as the motivating factors behind 

their increased commitment to public practice. The majority of the management 

respondents, 12/19 (63%), also hold a similar view regarding public hospital medical 

doctors’ assertion that “upholding the responsibility of public health for all” is a major 

motivating factor for remaining in public practice despite private practice among other 

public hospital medical doctors. Regarding the feeling and duty to uphold 

responsibility for public health for all, one of the public hospital medical doctor 

respondent who is engaged in non-dual practice said that: 

“The Constitution of Kenya (CoK) provides that every Kenyan should 

have access and affordable health care. As such, it is my responsibility 

as a medical doctor to uphold this responsibility since the majority of 

Kenyans can only access health care services in the public health 

institutions” Non-dual practitioner. 
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Table 4.7 Motivating Factors that Increases Commitment to Public Practice 

Motivating factors for increasing commitment to public 

practice 

Medical 

doctors 

Management 

Career development 

   Uphold responsibility of public health for all  

   Building reputation 

   Training and research opportunities 

21/31 (68%) 

24/30 (80%) 

11/24 (46%) 

7/26 (27%) 

4/11 (36%) 

12/19 (63%) 

7/17 (41%) 

4/15 (27%) 

*Multiple responses allowed 

According to another public hospital medical doctor engaged in non-dual practice in 

one of the three hospitals included in the study, the respondent posits that; 

“Working in the public sector provides prospects for career 

development. The government in most cases sponsors the majority of 

their workforce to increase their professional training which enhances 

their skills. Thus, we as medical doctors engaged in public practice 

have high chances of furthering our studies through short courses that 

are currently offered in high learning institutions in partnership with the 

government and public health institutions” Non-dual practitioner. 

Besides, Table 4.8 reveals the results about conditions under which public hospital 

medical doctors engaged in dual practice would be willing to give up a private practice 

for public practice. Results indicate that 20/31 (65%) of the medical doctors and 7/19 

(37%) of the management provided a condition like a salary increase in the public 

practice. 13/27 (48%) and 6/11 (55%) of the medical doctors and the management 

respectively suggested the provision of benefits like housing be another condition 

under which dual practitioners would be willing to give up a private practice for dual 

practice. The majority of the respondents in both the categories – 24/31 (77%) of 

medical doctors and 11/16 (69%) of the management – see faster promotion as the 

leading condition to give up a private practice for the public practice among public 

hospital medical doctors engaged in dual practice.  

Lastly, Table 4.8 also shows that 16/31 (52%) of the medical doctors and 12/18 (67%) 

of the management also think that providing job security could be an additional 

condition for medical doctors engaged in dual practice to give up their private practice 
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for public practice. The implication of this finding is very important to the study as it 

demonstrates the motivating factors that increase commitments as well the conditions 

under which medical doctors engaged in dual practice would be willing to give up a 

private practice for dual practice. 

Table 4.8 Conditions to give up Private Practice for Public Practice 

Conditions under which dual practitioners would be willing 

to give up a private practice for public practice 

Medical 

doctors  

Management  

Salary increase 

Provision of benefits such as housing 

Faster promotion  

Job security 

20/31 (65%) 

13/27 (48%) 

24/31 (77%) 

16/31 (52%) 

7/19 (37%) 

6/11 (55%) 

11/16 (69%) 

12/18 (67%) 

*Multiple responses allowed 

 

Despite the majority of the medical doctors who participated in the study giving out 

conditions under which they would be willing to let go of their private practices, a few 

of the public hospital medical doctors, for instance, 10/31 (35%), however, were not 

in any way declare their stand on the conditions they would be willing to give up their 

private practice for public practice. One of the public hospital medical doctor 

respondent engaged in dual practice postulated that: 

“So far, I find the dual practice very much okay with me, and depending 

on how hard I work to deliver in both the private and public practice, I 

am not convinced that the public practice would be able to meet my 

target. However, I still hold high ethical standards in both practices” 

Dual practitioner. 

4.8 Consequences of Dual Practice 

A review of the quantitative and qualitative data from the respondents established that 

implications or consequences of dual practice on the public health services vary; some 

positive and some negative. Moreover, the consequences range on patients, medical 

doctors themselves, public health institutions, and the overall health sector among 
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others. Regarding the positive consequences of dual practice in general, public hospital 

medical doctors engaged in dual practice argue for dual practice. According to one of 

the dual practitioners, the respondent explained that; 

 ”Dual practice is beneficial in some ways such as improving 

knowledge, supplementing public practice income, improving social 

welfare, and significantly improving access to medical services among 

the population.” Dual practitioner #1 

Additionally, another public hospital medical doctor engaged in dual practice explains 

that; 

“Of late, there is a growing need for health care services among the 

people. As the population increases so does the demand for health care 

services. However, as a country, Kenya, we are facing a huge doctor-

patient gap. This is according to the previous WHO report. Therefore, 

to try and provide health services to some of the patients who cannot 

access public health services due to other reasons like full capacity, we 

try and engage in private practice. Whereas many people see our act or 

behavior as money-oriented, our main objective in dual practice is to 

complement public health practice through private practice.” Dual 

practitioner #.  

However, to a few of the public hospital medical doctors engaged in dual practice, to 

some extent, dual practices pose some challenges to the health sector. This view 

supports the notion or perception of the public hospital medical doctors engaged in 

non-dual practice. According to the study findings, the majority of the public hospital 

medical doctors engaged in non-dual practices believe that dual practice has significant 

negative consequences on public health sector delivery. For instance, some of them 

posit that; 

“In terms of general effect, dual practices decrease the quality of health 

services in public hospitals. It brings social trust issues and increases 

the rate of absenteeism among public hospital medical doctors engaged 

in dual practices 
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In the opinion of one of the management respondent in one of the three hospitals under 

examination, the respondent postulates that; 

“Dual practice continues to grow and the majority of individuals 

involved in dual practice (private practice) find it interesting. However, 

to some of us, the management and maybe some non-dual practitioners, 

we find it a bit unethical and may result in so many challenges to the 

public health sector in terms of health services deliveries. Such include 

growing misuse of public health resources where some dual 

practitioners collude with other management individuals to divert 

public health institution resources to their privately own health 

facilities. This is one of the challenges we are facing. As a result, it has 

worsened the health service equity in the health sector where only a few 

individuals with money can access health services in some of the 

privately-owned hospitals while the majority of ordinary Kenyans have 

little or nothing to celebrate when they visit public health institutions” 

Management respondent.  
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CHAPTER FIVE 

DISCUSSIONS, CONCLUSIONS, AND RECOMMENDATIONS 

5.1 Introduction 

The purpose of this mixed-method study was to assess the dual practice of public 

hospital medical doctors at county referral hospitals in Nairobi, Kenya. The three 

referral hospitals included in the study included Pumwani hospital, Mbagathi hospital, 

and Mama Lucy hospital. The chapter covers the discussion of major findings of the 

study as related to the literature on the dual practice of public hospital medical doctors 

across the world. Specifically, the discussion centers on key research questions as 

provided.  

This chapter of the research study entails discussions aimed to answer the following 

research questions: 

i) What is the prevalence or extent of the dual practice of public hospital medical 

doctors at county referral hospitals in Nairobi, Kenya? 

ii) What are the forms and/or modes of dual practice of public hospital medical 

doctors at county referral hospitals in Nairobi Kenya? 

iii) What are the factors that drive the dual practice of public hospital medical 

doctors at county referral hospitals in Nairobi, Kenya? 

iv) What are the reasons for commitment to public hospitals among public hospital 

medical doctors at the county referral hospitals in Nairobi, Kenya? 

v) What are the consequences of impacts of dual practice of public hospital 

medical doctors at county referral hospitals in Nairobi, Kenya? 

In summary, this is the final chapter of the study. It provides a detailed discussion of 

the study findings. The discussion is linked to the established available empirical 

synthesis under the literature review chapter of the study. The chapter also covers the 

conclusion, recommendation, limitation of the study, and areas of further study.  
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5.2 Discussion 

The theoretical contribution of this study is very important in understanding the 

concept, significance, and challenges of public hospital medical doctors’ dual practice. 

Using the Dual-Job Holding and Job Mobility model as provided by Paxson and 

Sicherman, the study holds the assumption that stochastic preferences like inflexible 

working hours within jobs and mobility costs are not an option regarding the decisions 

when an individual is seeking to hold two jobs. This is because these preferences may 

in most cases diverge. Thus, benefits that an individual gets from the second job are 

key when factors such as income are held constant. This model, therefore, is significant 

in demonstrating how public hospital medical doctors may make decisions under 

certain circumstances. 

Also, the outcome of the study is significant for understanding the significance of 

stewardship theory in line with the dual practice of public hospital medical doctors. 

This is because, in the face of changing health care needs and increased health care 

investments and financing, institutional behavior can help to produce a better health-

related outcome. That is to say, a form of governance necessary to emphasize trust and 

ethical behavior among public hospital medical doctors and the management of public 

hospitals as the agents of the government. Therefore, public hospital medical doctors 

who engage in a dual practice, as well as non-dual practice, should develop the 

willingness to be more accountable for the well-being of public health facilities. 

Applying the stewardship theory, therefore, assist the study to emphasize the reasons 

for commitment to public practice and/or private practice. 

The discussion of the findings of this study is as follows; 

5.2.1 Prevalence and Perception of Dual Practice of Public Hospital Medical 

Doctors 

The first aim of this study determined the prevalence or extent of the dual practice of 

public hospital medical doctors at county referral hospitals in Nairobi, Kenya. The 

quantitative analysis conducted reported that the prevalence of dual practice among 

public hospital medical doctors at county referral hospitals in Nairobi is about 54%. 

The outcome of this study is similar to earlier findings on the prevalence of the dual 
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practice of public hospital medical doctors across the world. For instance, recent 

studies conducted in Vietnam (Vujicic, Shengelia, Alfano, & Thu, 2011; Do & Do, 

2018) indicated that the prevalence of dual practice among health medical doctors 

(physicians) ranges between 30% and 48%. The studies further postulate that the 

growing changes in the macro-economic environment from planning to a market-

oriented model could have resulted in the dual practice of public hospital medical 

doctors. Thus, making it an area of concern for public healthcare management in low 

and middle-income countries (LMICs).  

Though the prevalence or extent of dual practice among medical doctors as discussed 

by Vujicic et al and Do and Do above may appear lower than the prevalence of dual 

practice established in this study, there are studies that have reported a higher 

prevalence of public medical doctors’ dual practice. For example, Hipgrave and Hort 

(2013) conducted a study on the dual practice of physicians in Australia and 

Bangladesh and reported that the extent of medical doctors’ engagement in private 

practice is between 79% and 80% respectively. The contribution of private practice is 

important, especially when the demand for health services overwhelms the public 

practice. In Asia, for instance, there are more than 60% of private-sector contributions 

to health care services (Ferrinho, Van Lerberghe, Fronteira, Hipólito, & Biscaia, 

2004). The authors further argue that the growing contribution of the private health 

sector has resulted in increased private practice in countries such as Malaysia as well.  

Ferrinho et al found out that in Malaysia alone, the prevalence of dual practice 

increased from 43% in 1975 to around 70% in the 1990s. Additionally, the results 

reported in this study suggested that dual practice is not only common among male 

medical doctors but is also common among public hospital medical doctors who are 

older compared to their young counterparts. The finding supports suggestions provided 

in previous studies. For instance, Ferrinho et al., (2004) found out that physicians with 

a high level of experience and older tend to engage in dual practices compared to their 

juniors or young medical doctors. Previous studies, however, have shown that the 

extent of dual practice varies according to urban and rural settings. In Egypt, for 

instance, Ferrinho et al posit that about 85% of rural-based medical doctors are likely 

to engage in dual practice compared to 71% of urban-based medical doctors. 
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Under this objective, the study also discusses the perception of public hospital medical 

doctors towards their income or salary in the public practice. According to the results 

obtained, the study reports that the majority of public hospital medical doctors who 

engage in dual practice have a low level of satisfaction with their current income in 

their various public practices. This finding is in agreement with the previous results 

from other studies. For instance, according to Johannessen and Hagen (2014), medical 

doctors prefer to engage in dual practice simultaneously to achieve the desired income. 

Accordingly, the findings of this study also concur with Chen et al., (2016) who 

conducted a study in Shanghai China on factors influencing the perception of the 

medical staff of the dual practice. The authors established that medical doctors who 

engage in dual practice have a positive perception towards dual practice as a result of 

the level of satisfaction of their current income in the public practice.  

About the proportion of income that public hospital medical doctors who engage in 

dual practice get from their second clinical job, findings reveal that majority of the 

public hospital medical doctors get between KES 50,000 – 100,000 while others earn 

more than KES 100,000 and above. Therefore, based on the previous studies, for 

instance, Russo et al., (2018) the need to increase the overall income proportion by 

supplementing income from the main income in public practice is the most common 

in countries such as Northern Ireland and the UK. The authors also suggest that the 

need to generate additional income to supplement the public practice income among 

public hospital medical doctors encourages dual practice. However, Russo’s et al study 

did not clearly illustrate the proportion of income that public hospital medical doctors 

who engage in dual practice get from their second clinical job. 

5.2.2 Forms/Modes of Dual Practice of Public Hospital Medical Doctors 

The second objective of the study established the forms and/or modes of dual practice 

of public hospital medical doctors at county referral hospitals in Nairobi, Kenya. At a 

time when Kenya aims to achieve UHC, it is significant to understand the forms or 

modes of dual practice among medical doctors. The review of the study findings 

reveals that public hospital medical doctors at the county referral hospitals engage in 

a dual practice, with varying forms or modes such as inside, outside, and both inside 

and outside public practice. According to the study findings, the most common form 

or mode of dual practice of public hospital medical doctors is dual practice outside the 
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public hospital only. The finding agrees with previous studies such as Rispel et al., 

(2014) whose study demonstrated that most physicians or public hospital medical 

doctors who engage in dual practice prefer an external environment. That is to say, 

private practice outside the public hospital.  

Moreover, the results of this study indicate that most public hospital medical doctors 

who engage in the dual practice (second clinical job) find it safe and convenient to 

engage in dual practices outside the public hospital. However, the respondents who 

were public hospital medical doctors who engage in dual practice failed to highlight 

some of the reasons as to why they mostly prefer dual practice outside the public health 

institutions. The outcome of the study is in agreement with McPake et al., (2016). 

According to McPake’s et al study, most public hospital medical doctors would prefer 

to engage in dual practice outside the public hospital to remain true to their first clinical 

job – public practice. The authors first indicated that engaging in private practice 

outside the public facilities is safe and convenient as it does not attract public uproar 

or criticisms that come with access to health services in the public practice. 

Subsequently, the qualitative findings of this study report that public hospital medical 

doctors who engage in dual practice work in distinct private facilities which are 

majorly managed and run by other individuals or management other than the dual 

practitioners themselves. As Russo et al., (2018) earlier indicated, these private health 

institutions are not similar or related to the public hospital in any way. However, there 

is also evidence that to some extent, public hospital medical doctors may engage in 

dual practice outside private hospitals besides the public health institutions where they 

can easily refer patients from the public hospitals to their private practice engagement. 

In their study, the authors, however, further explained that in unregulated health 

systems, there may exist a combination of various forms of dual practice. 

The reasons as to why public hospital medical doctors engage in dual practice outside 

the public practice, however, remains scanty. According to Gonzalez and Macho-

Stadler (2013), public hospital medical doctors prefer outside private practice due to 

several reasons. The authors explain that the most important reason why public 

hospital medical doctors prefer private practice outside a public hospital is to remain 

ethical and not to jeopardize the accessibility of health services in public health 

institutions. The study also concurs with Russo et al (2013) who also held a similar 
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view in their previous findings. According to these researchers, public medical doctors 

do still have some public responsibility to hold and to serve the people in public health 

facilities despite engaging in private practices outside the public facilities.  

5.2.3 Reasons Why Public Hospital Medical Doctors Engage in Dual Practice 

Given the earlier results that the majority of public hospital medical doctors who 

participated in the study engage in dual practice, the study saw the need to establish 

the reasons for public hospital medical doctors’ dual practice engagement. The 

findings revealed that of all the public hospital medical doctors who engage in the dual 

practice, their main reason for engaging in dual practice is to earn extra income or 

salary to support their set living standards. The findings are consistent with the 

literature from the physicians’ perspectives, For instance, Ashmore and Gilson (2015) 

found out that low public pay creates the need for public hospital medical doctors at 

the county referral hospitals to resort to dual practice as a way to supplement the 

current income that they receive from their various public practice. 

Additionally, the study also concurs with Abera et al., (2017) whose study found out 

that indeed public hospital medical doctors’ major reason for engaging in dual practice 

is to get better income compared to what the government pays them in public health 

institutions. 

As reported by both public hospital medical doctors and the management across the 

three hospitals included in the study, findings reveal that public hospital medical 

doctors engage in dual practice to gain valuable experience and skills. According to 

the study findings, public hospital medical doctors who engage in dual practice believe 

that the ability and opportunities to engage in private practice present them with an 

opportunity to gain new clinical skills that are useful in enhancing their public clinical 

practice. Accordingly, public hospital medical doctors who engage in dual practice 

argue that the skills they attain from the dual practice enable them to access interesting 

working roles or job positions in other private practice. The findings of the study are 

in agreement with previous studies. Reports established in previous studies such as 

Garcia-Prado and Gonzalez (2011) showed that the need for critical skills and 

experiences in the health sector contributes to public hospital medical doctors choosing 

to engage in the dual practice.  
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In other quantitative findings, the study established that only a few of both public 

hospital medical doctors and the management drawn from the three hospitals included 

in the study believe that public hospital medical doctors engage in dual practice 

because of better health facilities and medicine supply in private institutions. This, 

therefore, implies that not all public hospital medical doctors who engage in dual 

practice think that private facilities are better equipped with enough medicine supply. 

This brings to the assumption that to some extent, there may adequate medicine supply 

in public facilities. This finding, therefore, challenges the existing assumption 

provided by Socha and Bech (2011) that public hospital medical doctors perceive 

private health institutions as having modern healthcare technology equipment which 

may be essential in growing their experience in terms of usage leading to useful skills 

needed in public practice. 

In qualitative findings, some of the public hospital medical doctors across the three 

hospitals under investigation added that they engage in dual practice simply because 

it leads to career development. Accordingly, the management from these hospitals is 

also of the opinion that private practice provides an opportunity for further career 

development for public hospital medical doctors who engages in the dual practice. 

However, the majority of the management respondents perceive the training and 

development in public practice to be better. This finding of the study, therefore, 

disagrees with previous results, for instance, Bayat et al (2018) whose study suggested 

that career development and professional growth remain a significant challenge in 

public health facilities. This study finding implies that some public hospital medical 

doctors may decide to engage in dual practice as a strategy to take advantage of the 

available career development opportunities in both private and public practice. 

5.2.4 Reasons for Public Hospital Medical Doctors’ Commitment to Public 

Practice 

Similarly, the study investigated the motivating factors for public hospital medical 

doctors’ commitments to public practice. According to the non-dual practitioners, one 

of the important motivating factors for remaining in the public practice is the need to 

uphold public responsibility which advocates for equitable, accessible and affordable 

health services for all. Perhaps as enshrined in Kenya’s Constitution and the need for 

UHC. The finding of this study supports previous studies such as McPake et al., (2016) 
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whose study in Vietnam found out that most public hospital medical doctors who 

practice non-dual practice are driven by a lack of self-interest and the need to uphold 

public responsibility The findings also support Do and Do’s (2018) views that these 

public hospital medical doctors who engage in non-dual practices understand the 

essence of the need to make healthcare affordable for the majority of the people in 

their countries, especially individuals who cannot afford private health facilities. 

Other medical doctors (both dual practitioners and non-dual practitioners) also 

explained that there are other motivating factors as to why they have not left public 

practice entirely. Such include training and research opportunities that come with 

practicing in public health facilities. The qualitative findings reveal that most medical 

doctors are aware of available government programs for public health facilities aimed 

at making adequate training clinical activities for them. Because of this, they partly 

engage in dual practices, however, with more focus on public practice. Other reasons 

for commitments include the need to maintain and build a reputation as well as grow 

their careers. The findings support previous results that most public hospital medical 

doctors are committed to public practice (Garcia-Prado & Gonzalez, 2011; Russo, 

McPake, Fronteira, & Ferrinho, 2013) due to free training opportunities available for 

doctors in the public health facilities in partnership with the government. 

The study further established conditions under which dual practitioners would be 

willing to give up a private practice for public practice. Of the available factors, the 

majority of the public hospital medical who engages in dual practice mentioned salary 

increase as the most critical aspect. This position was supported by management 

respondents who argued that in the current environment and because of the growing 

cost of living, most public hospital medical doctors who engage in dual practice want 

salary increase to stop the private practice. According to public hospital medical 

doctors who engage in a dual practice, if the government and the management of public 

health institutions would be willing to increase their salary as per the expectations, 

they would be willing to effectively give up a private practice and focus on public 

practice alone. The findings are in agreement with Russo’s (2013) finding that salary 

or income is the motivating factor for either engaging in dual practice or non-dual 

practice. According to the authors, public hospital medical doctors who perceive their 

salary to be high and better would prefer public practice over private practice.  
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Moreover, both public hospital medical doctors and the management respondents 

across the three hospitals included in the study also added that other conditions under 

which public hospital medical doctors who engage in dual practice would be willing 

to give up a private practice for public practice include faster promotions, job security, 

and provision of benefits such as housing. The quantitative and qualitative outcome of 

the study supports previous results that most public hospital medical doctors who 

engage in dual practice would be willing to concentrate on public practices only if the 

conditions such as salary increase, promotion, job security, and provision of housing 

benefits are addressed amicably (Russo, McPake, Fronteira, & Ferrinho, 2013). 

5.2.5 Consequences of Dual Practice of Public Hospital Medical Doctors 

The final objective of the study assessed the consequences of the dual practice of 

public hospital medical doctors at county referral hospitals in Nairobi, Kenya. From 

the study results, both qualitative and quantitative results demonstrated that the 

consequences of the dual practice of public medical doctors are twofold; positive and 

negative. For the public hospital medical doctors who engage in a dual practice, they 

argue that engagement in public and private practices improves knowledge which is 

essential in enhancing health services in the public sector. That is, private practice 

enables them to gain diverse experience thus making them experts in various fields of 

practice. The study findings concur with previous results from different countries such 

as Moghiri et al., (2016) whose study reported that dual practice may result in positive 

health services delivery. The authors added that public hospital medical doctors who 

engage in dual practice can acquire experience and grow their skills on how to use 

modern health equipment which may only be available in the private sector. 

Subsequently, public hospital medical doctors argue that gaining skills through dual 

practice means the availability of high-quality medical professionals in the public 

sector. The study also established that the majority of the public hospital medical 

doctor respondents for dual practice believed that dual practice may improve access to 

various health services both inside and outside public health facilities. Such include 

the provision of quality health services due to the availability of health professionals, 

access to health services both in private and public health facilities, and equity. The 

study findings are in agreement with previous findings reported in the literature of the 

study. For example, Kiwanuka et al., (2011) indicated that allowing dual practice 
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among public medical doctors could ease the pressure on public health facilities and 

help the health sector to adequately target health services to the minority who cannot 

afford costly health services. Additionally, the study findings agree with Garcia-Prado 

and Gonzalez (2011) who further explained that encouraging dual practice may 

provide extra incentives for public hospital medical doctors thus allowing them to 

provide quality health services. 

Contrary to the positive consequences, the study also established that the existence of 

a dual practice of public hospital medical doctors may be harmful to the successful 

provision of health services in public health facilities. Both the public hospital medical 

doctors who engage in non-dual practice and the management of the three hospitals 

included in the study argued that challenges associated with dual practices may include 

an increase in absenteeism rate among public hospital medical doctors who engages in 

the dual practice. According to the findings, this act of behavior may worsen equity in 

the public health sector where public hospital medical doctors who engage in dual 

practice would refer high-end patients to the private sector. Additionally, the negative 

consequences of the dual practice of public hospital medical doctors as reported by 

qualitative findings is that dual practice may distort social trust (medical doctor-patient 

relationship) and to some extent, results in misuse of public health facility resources.  

The findings of this study are in agreement with previous findings regarding the 

consequences of the dual practice of public hospital medical doctors (physicians). 

According to previous authors such as Ranson et al., (2010) allowing dual practice 

may result in a conflict of interest among public hospital medical doctors who engages 

in the dual practice. This, as the authors postulated, may intentionally result in a 

decrease in the quality of health services in public health facilities. Also, the study 

concurs with Socha and Bech’s (2011) argument that encouraging the dual practice of 

public hospital medical doctors may lead to a gradual decrease in social welfare and 

trust among the majority in society. 

5.3 Conclusions 

Health care remains a development priority for both developed and developing nations 

as far as Sustainable Development Goals (SDGs) are concerned. Moreover, countries 

have been urged to implement UHC as one way to enable access to affordable and 
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equitable health care services by everyone in society. Kenya, for instance, has not been 

left behind. Several strategic development plans targeting the health sector have been 

enacted to assist in achieving health sector goals. However, there lie challenges that 

require an urgent address. One such challenge is the ratio of doctor to a patient which 

is growing by the day more than the recommended ratio by WHO. This has increased 

the demand for health services both in the public and private sectors resulting in dual 

practice as a strategy among some public hospital medical doctors to address the 

challenges. This study, therefore, assessed the dual practice of public hospital medical 

doctors. A detailed conclusion of the study is provided in this section. 

The first objective of the study addressed the prevalence and perception of the dual 

practice of public hospital medical doctors. In establishing that majority of public 

hospital medical doctors across the three hospitals included in the study engages in 

dual practice, the study concluded that it is evident that some public hospital medical 

doctors have a positive attitude towards dual practices. The study also concluded that 

because some of the public hospital medical doctors have a low level of satisfaction 

with their current salary in public health facilities, they tend to engage in dual practice 

to supplement their primary income from their first clinical job. 

There are different modes of dual practices as the study found out. Such included 

inside the hospital, outside the hospital, and both inside and outside public hospitals 

among others. However, based on the findings, the study concludes that the most 

common form of dual practice and most practiced in the public hospitals involved in 

the study is dual practice outside the public hospital. The study further concludes that 

most public hospital medical doctors who engage in dual practice outside the public 

hospital operate health facilities separate from the public one, and in most cases, are 

owned by other individuals or investors and not themselves. 

Regarding the reasons why public medical doctors engage in the dual practice, the 

study concluded that the need for higher income or extra salary tops the list. Also, the 

majority of the respondents explained that as public hospital medical doctors who 

engage in dual practice, they do so to gain valuable experience or skills. Because of 

the rise in competition and the need to provide global standard health services, this 

study concludes that public hospital medical doctors must develop a high level of 

professionalism to compete for employment opportunities both in the public and 
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private health sectors. Nevertheless, the study concludes that reasons as to why public 

hospital medical doctors engage in the dual practice may vary depending on several 

factors including age, experience, gender, and even location.  

Also, the study reported that the reason why a greater portion of public hospital 

medical doctors remain true or committed to public health facilities is due to the need 

to uphold public responsibility. Just like any other country across the world, health 

care services remain a primary need that every citizen has a right to. For this, working 

in public health facilities and attending to peoples’ needs is satisfying for most public 

hospital medical doctors who engage in non-dual practices. Therefore, the study 

concludes that other reasons that make medical doctors committed to public practices 

include training and research opportunities as well as building a reputation. However, 

for the public hospital doctors who engage in dual practices, the study concluded that 

they are willing to give up their private practices for public practice only if some 

conditions are met. Such conditions include increasing the salary to their expectations, 

providing them with housing benefits, and assuring them job security in the public 

practice. 

Lastly, the study concludes that dual practice may lead to positive and negative 

consequences on health care delivery in the health sector. On the positive side, it may 

results in increased health care professionals as private practice enhances skills and 

knowledge. It may also improve access to health services since there is a continuous 

growth in demand for health services among the population. However, the negative 

consequences of dual practices may include the absenteeism of public hospital medical 

doctors who engages in dual practice to the public health facilities. It may also result 

in poor health services provision (quality), misuse of public health facility resources, 

and poor social trust among others. 

5.4 Recommendations 

The study has revealed that dual practice exists across public hospitals. At a time when 

the ratio of doctors to patients is increasing steadily and the government of Kenya is 

working towards the realization of UHC, there is a need for public health practitioners 

to address dual practices. The study recommends that readdressing the dual practice of 
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public hospital medical doctors should be aimed at ensuring that available doctors 

attend to the growing health service needs of the growing population.  

Additionally, as the public health sector continues to face numerous challenges such 

as workforce strikes due to low pay, there could be high chances of increased public 

hospital medical dual practice. The study, therefore, recommends the government and 

other public health sector management address these challenges through increased pay 

that meets public hospital medical doctor’s expectations. This should not only be 

aimed at tying the doctors to public practice alone but to ensure that they feel motivated 

to work and improve health services delivery. The study recommends further effective 

measures to control and ensure that the dual practice of public hospital medical doctors 

increases access to health services both in the public and private health sectors. 

5.5 Areas for Further Studies 

This study assessed the dual practice of public hospital medical doctors at county 

referral hospitals in Nairobi, Kenya. While there are three county referrals in Nairobi, 

the study recommends that similar research be carried out using more or all county 

referral hospitals in Kenya to establish the true position or prevalence of the dual 

practice of public hospital medical doctors. Besides, this study did not cover in detail 

the extent of regulation of the dual practice of public hospital medical doctors in 

Nairobi, Kenya. Thus, future research can be carried out on the regulation of the dual 

practice of public hospital medical doctors and the potential impacts on the health care 

systems in Kenya. 

5.6 Limitations of the Study 

This study has some limitations. First, the sample or unit of analysis included in the 

study does not represent a total sample of public hospital medical doctors from county 

referral hospitals in Nairobi as well as in Kenya. Although the study included three 

county referral hospitals, all the hospitals were in Nairobi. Therefore, the prevalence 

and forms of dual practice patterns may be somehow different from the dual practice 

in rural areas and other county referral hospitals.  

Besides, while the response rate of the study was good for making study analysis and 

conclusion, the coronavirus pandemic, also known as COVID-19 significantly 
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interfered with the data collection plans. In the case of the study, one hospital, 

Mbagathi hospitals, was most affected and, therefore, medical doctors and 

management from these hospitals did not have ample time to successfully respond to 

online questionnaires due to their busy schedules. However, the researcher persistently 

reminded them of the significance of their contribution to the success of this study. 

Subsequently, this survey was self-administered, so participants may have been 

reluctant to discuss any other negative effects of dual practice (especially dual 

practitioners). 

However, despite the limitations, this research provides important information on the 

dual practice of public hospital medical doctors at county referral hospitals, 

particularly, given the scarcity of research in the area of dual practice in Kenya using 

referral hospitals. It is important to understand the context of dual practice and develop 

effective policy frameworks at a time when the demand for health services in the public 

health sector increases. This is to ease the government’s plan to implement across all 

the 47 counties in Kenya. Therefore, the overall significance of this study provides 

health practitioners the prevalence of the dual practice of public hospital medical 

doctors, the reasons for engagement in dual practice, reasons for commitments to 

public practice, forms of dual practice, and the implications consequences of dual 

practice to the health sector. 
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APPENDICES 

Appendix 1: Consent Form 

Study topic: A descriptive study on dual practice of public hospital medical doctors 

at county referral hospitals in Nairobi Kenya. 

Foreword: To study participants 

Investigator: Lucy Karugu 

Contact: Tel. No: +254 720 751 944; Email:  

Purpose of the study: The study aim to describe the dual practice of public hospital 

medical doctors at county referral hospitals in Nairobi Kenya. The significance of the 

study is to highlight the prevalence of dual practice and ways to make it beneficial to 

the health sector. 

Ways to participate: You will receive a link through your social media contact or 

page such as email requesting you to participate in the study. This may take 

approximately 20-25 minutes. 

Voluntary to participate: Participating in this study is voluntary. Should you decide 

to participate and then change your mind, your right will be respected. You shall have 

the right to withdraw your consent at any time. 

Confidentiality and privacy: All the information provided shall be used for academic 

purposes only. The information given shall be saved and password protected in the 

school library. 

Risk and benefits: There are no risks involved in the study. Also, there will be no any 

direct benefits for you in participating in the study. However, the benefit of the study 

is knowledge contribution. 

Should you have further questions, please contact the following persons; 

Investigator: Lucy Karugu 0720751944 

Research Supervisor: 

Enquiries to: The Secretary-Strathmore University Institutional Ethics Review Board, 

P.O 

Box 59857-00200, Nairobi; Emails: ethicsreview@strathmore.edu; Tel No: +254 703 

034 

375 
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Your signature implies that the study has been explained to you, and that you 

have been given the opportunity to ask questions, and that you agree to take part 

in the study 

Signature: ………………………… Date: ……………………………….. 

For Official Use: 

Name: ……………….......... Signature: …………….. Date: ………………. 

(Of Research Personnel) 

Appendix 2: Questionnaire 

This questionnaire seek to provide information on a study on dual practice of public 

hospital medical doctors at county referral hospitals in Nairobi Kenya. Kindly, provide 

accurate and reliable information where possible. Thank you. 

Section A: Demographic Information 

1. Name of your hospital facility ………………………… 

2. Please indicate your gender;  

Male     [ ] Female   [ ] 

3. Please indicate your age ……………………. 

4. What is your level of education/ profession?  

Undergraduate  (MBChB/MD) [ ] Graduate (MMed) [ ] 

5. Please indicate your years of work experience …………………….. 

6. Are you engaged in a second clinical practice? 

Yes     [ ] No   [ ] 

7. If yes, how much do you earn in your second clinical practice? 

Less than KES 50,000   [ ] KES 50,000-100,000 [ ] 

KES 100,000-150,000   [ ] Above KES 150,000 [ ] 

8. What is your perception towards your current income in public health facility? 

…………………………………………………………………………………………

……… 
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…………………………………………………………………………………………

……… 

9. What forms or modes of dual practice do you engage in? (Multiple response 

allowed) 

Inside public hospitals   [ ] 

Outside public hospitals   [ ] 

Inside and outside public hospitals [ ] 

Others      [ ] 

Please explain 

………………………………………………………………………………. 

10. What are some of the reasons/factors you engage in dual practice? Multiple 

answers are allowed. 

  

Need for more income/salary increase  

Condition of work  

Personal satisfaction  

Need for challenging environment  

Clinical specialization   

Demand for health services by patients  

Higher autonomy in private practice or degree of leisure  

Career development  

Location of health services  

 

Any other reasons which results to medical doctors engaging in dual practice? 

…………………………………………………………………………………………

……. 

…………………………………………………………………………………………

……. 
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11. What are some of the reasons you are commitment to public practice? (Motivating 

factors and conditions under which you would give up private practice for public 

practice) 

Motivating factors 

Career development  

Uphold public responsibility of public health for all   

Build reputation    

Training and research opportunities  

Conditions for giving up private practice for public practice 

Faster promotion  

Provide housing benefits  

Job security  

Increase in salary   

Any other reasons for commitment of medical officers to public practice (public health 

facilities)? 

…………………………………………………………………………………………

……… 

…………………………………………………………………………………………

……… 

14. What do you think are the main consequences/challenges/benefits of dual practice 

of medical officers in public health facilities to the public health sector?  

…………………………………………………………………………………………

……… 

…………………………………………………………………………………………

……… 

 

THANK YOU FOR TAKING THE TIME TO FILL THIS QUESTIONNAIRE 
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