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ABSTRACT

Objectives Knowledge transfer is recognised as a

key determinant of organisational competitiveness.
Existing literature on the transfer of knowledge

and skills imply diminutive return on investment in
training and development due to the low application

of learnt knowledge. Following devolution of health
services provision to new counties in Kenya in 2013,
Strathmore Business School designed an experiential
facility improvement project-based leadership training
programme for healthcare managers in the new counties.
Selected healthcare management teams participated

in the leadership training to improve health systems
performance in the devolved counties in Kenya. Despite
similar training, the projects implementation contexts were
different, leading to different implementation completion
rates. The aim of this study was to investigate the reasons
for this disparity and then recommend solutions.

Design A qualitative study using semi-structured
interviews. A thematic framework approach was used in
data analysis.

Setting and participants Thirty-nine projects teams
constituting; 33 successful and 6 unsuccessful project
teams, were purposively selected based on their project
implementation success rates at the end of the leadership
training. The managers had undertaken a team-based
institutional improvement project. The prioritised projects
were housed within; 23 public, 10 faith-based and 6
private health facilities in 19 counties in Kenya.

Results Our findings indicate projects completion rates
were influenced by (training design, work environment
climate, trainee characteristics, team-based coaching and
leveraging on occurring opportunities). Transfer barriers
were (inadequate management support, inadequate team
and staff support, high staff turnover, misalignment of
board’s verses manager’s priorities, missing technical
expertise, endemic strikes, negative politics and poor
communication). Recommendations were (need-driven
curriculum, effective allocation and efficient utilisation of
resources, proper prioritisation, effective communication,
longitudinal coaching and work-teams recruitment).
Conclusion The findings reveal that unless training
interventions are informed by a need-driven curriculum
customised to real-world work teams, the potential
knowledge and skill transfer can be thwarted.

, Joseph Onyango, Gilbert Kokwaro, Jim Rice

Strengths and limitation of this study

» A high proportion of invited respondents participated
in the study.

» This is the first qualitative inquiry study to explore
the enablers and barriers of leadership development
knowledge transfer in a healthcare context in the
sub-Saharan Africa.

» The study lacked a comparison group, and therefore
it is not possible to explicitly conclude that trans-
ferability of knowledge occurred as a result of the
implementation of the training alone.

» This is a single site study and the findings could be
transferred or adapted to similar project based ex-
periential learning programme interested in trans-
ferring knowledge from class to real workplace
challenges.

BACKGROUND

Training as an organisational practice has
been recognised as the most common human
resource strategy and solution for improving
performance.’ From this point of view, the
ultimate goal of any training is to ensure that
knowledge is converted to tangible results in
the workplace in order to increase organisa-
tional performance. Empirical studies on the
transfer of knowledge and skills suggest a low
return on investment in training and devel-
opment because of weak knowledge applica-
tion in specific work environments.” Several
studies have found it challenging to compare
the learning transfers due to non-uniform
evaluation models and approaches used.” It is
estimated that only about 10% to 15% of all
training experiences are transferred from the
training environment to the job.*® Another
estimate puts training expenditure vis-a’-vis
transfer as a skill loss of 87% to 90% of invest-
ment.” Additionally, Wexley and Latham’
estimated that approximately 40% of newly
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acquired training knowledge and skills is instantly lost
after the training, then it drops to 25% after 6 months
and 15% 1lyear post-training. These estimates, however,
differ from Saks and Belcourt® evaluation on effective
application of learnt knowledge from training on the
job at three subsequent data point periods. Their find-
ings indicated the approximated knowledge transfer at
62%, 44% and 34% immediately after training, 6 months
and lyear after training, respectively. This is an indi-
cator that many organisations are not able to realise the
return on investment (ROI) for training their employees
due to underutilisation of learnt knowledge, skills and
behaviours. Consequently, the exploration of knowl-
edge application to work environments, and how it can
be improved, is receiving increased importance among
researchers and practitioners, especially in an era of
scarce resources, accountability and dynamic business
environment.

Ford’ defined training transfer as ‘the application
continued by learners to the performance of jobs, indi-
viduals, community responsibilities of knowledge in
learning activities’. Even though the transfer through
the application of knowledge beyond the training is the
prime purpose in knowledge development, it has been
considered by some research as the most challenging
goal to attain.'” Despite being a major research interest
area for many scholars, understanding how to apply the
results of the training process are limited."' The existing
literature has so far identified three main determinants
of training transfer complexity: training design (principle
of learning, sequencing and training content), individual
characteristics (ability, personality and motivation) and
the work environment climate (support and opportunity
to use).'" Studies by Tracey et al'* and Blume et al” on
the application of trained skills on the job and the impor-
tance of the work environment have indicated that when
employees perceive that the organisational climate is
supportive, they are more likely to apply their new knowl-
edge in the work environment. Still, other studies found
non-significant relationships between a supportive envi-
ronment and transfer of training.'* '’

Velada et al'® studied the effects of training design,
individual characteristics and work environment on the
transfer of knowledge. Their findings imply that for
organisations to maximise their return on investment
with regard to training and development, they need to
focus on all three determinants of transfer of training:
training design, individual characteristics and work envi-
ronment. Transfer studies confirm that certain strategies
are a crucial prerequisite for transfer because they are key
mediators between influencing factors and transfer.'” ™’
Pham et al’' * conducted studies on the effects of the
work environment on the transfer of training from Master
of Business Administration programme in Vietnam. The
results showed key players of transfer training strategy
as the trainees, training providers and employers. These
studies suggest that there is a need to evaluate training
with two levels of outcome: (i) training outcomes and

(ii) transfer outcomes.”” However, a majority of training
outcomes are measured during or just after the training
programme on learning and retention of learnt knowl-
edge. In contrast, transfer outcomes are evaluated by
measuring how trained skills have been generalised and
maintained by the trainee after being on the job for
some time.** These areas are the least considered during
training design. Knowledge transfer at the workplace can,
therefore, be improved if transfer outcomes are evalu-
ated after the training and also if transfer enablers and
barriers could be further unpacked.

Our study was guided by the concepts of dynamic
interaction and emergent knowledge transfer factors
drawn from the theoretical model for training transfer by
Baldwin and Ford.” Baldwin and Ford's model is widely
recognised to be grounded on the idea that training
transferability depends on training design, trainee char-
acteristics and work environment.” The model postu-
lates that; (1) training design, (2) work environment
(support on all levels, organisational climate both in the
learning and transfer phase) and (3) trainee character-
istics (personality, motivation) predict learning transfer.
The general model is well supported by empirical data
by Clarke and colleagues.”” ** Our study utilises an analyt-
ical approach that recognises similar attributes such as
design, trainee characteristics and work environment, but
further explored and unpacked to understand how the
identified attributes interact in different contexts. This
approach fosters the development of rich explanations
and a deeper understanding of the factors underpinning
knowledge transfer in different health systems in Kenya.

Kenya’s health system in the context of devolution

In 2010, Kenya’s new constitution created a devolved
system of government with 47 counties. Health service
delivery was devolved to the counties in 2013. So far
health system performance in Kenya remains poor.27
For example, the maternal mortality rate remains unac-
ceptably high in Kenya. Kenya’s maternal mortality
ratio is currently estimated to be 362 for every 100000
live births.”® Most of the challenges are a result of poor
health systems leadership.* Devolution was meant to
be the vehicle towards attainment of the WHO defined
Millennium Development Goals number 3, 4, 5 and 6;
the Sustainable Development Goal number 3 (health)
and the social pillar (health) for vision 2030; by bringing
health services and decision-making closer to people.”
Building strong and sustainable health systems, there-
fore, requires innovation, including innovative education
for health workers.” Understanding how to facilitate the
development of effective leadership for health is, there-
fore, more crucial than ever.**

Our study is based on ongoing health managers training
‘The Leading High-performing Healthcare Organisations’
(LeHHO). The programme was developed and imple-
mented in the year 2010 by Strathmore Business School
in partnership with Management Sciences for Health and
Ministry of Health, under the funding support by United
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States Agency for International Development. The aim of
the programme is to enable Kenya’s national and county
health management teams address the most important
health systems challenges in a devolved health system
of government. The choice of the study programme was
informed by the rationale that the programme was: (i)
designed by a consortium of key stakeholders in health
with the intention of addressing the devolved health
system challenges, (ii) uniquely designed and integrated
with team-coaching modules, which is a newly adapted
concept in Kenya and most part of Africa, (iii) designed
to suit all the health sector needs (public, private and the
faith-based health facilities), (iv) planned with deliberate
consideration on how monitoring and evaluation process
could be implemented throughout the programme and
(v) to the best of our knowledge, the first project-based
experiential learning training to be evaluated post-devolu-
tion in Kenya. Although the LeHHO programme has now
been going on for over 7 years with an aim of improving
health systems performance in the devolved counties
in Kenya, the question on implementation disparities
among different teams warrants an inquiry. The lead-
ership programme share similarities with most training
programme whereby outcomes are measured during or
just after the training programme, focusing on learning
and retention of learnt knowledge. In contrast, transfer
studies demonstrate that transfer outcome should be eval-
uated by measuring how trained skills have been main-
tained and generalised by the trainee after being on the
job for some time.** These are the evaluation areas least
considered during training design and gaps in research
that this study intended to fill.

The most recent and comparable cases studies on the
impact of leadership on organisational performance in;
upper Egypt by Mansour et al,”® Dangme West district in
Ghana by Kwamie et al® and Afghanistan by Seddiq et
al,”” reported positive impact of the leadership devel-
opment training on the selected health indicators.
These studies further demonstrated that there was posi-
tive sustainability and scaling up of the positive results
beyond the training. A quasi-experimental study by
Seims et al® on strengthening management and lead-
ership practices to increase health-service delivery in
Kenya reported positive impact of leadership training
whereby the health service delivery indicators increased
from 54% at baseline to 656% at endline, and 67%
postintervention, as compared with the control group
and that the improvements were sustained at least for
6years. These empirical review findings point to one
conclusion; application of leadership management and
governance practices, contribute to a positive impact
on health systems. However, the understanding of how
the attained knowledge was transferred from theory to
practice at work environment is warranted. Additionally,
all the highlighted studies were undertaken in public
health facilities hence limiting the findings to the public
health sector only. Another research gap is that the study
participants and programme targets were the front-line

health service providers, and hence generalisation of the
findings is explicitly limited to service delivery health
workers. Without the contextual transfer information,
it is not possible to ascertain whether the programme is
achieving its intended purpose, which is to equip leaders
with knowledge, skills and practice to improve sustain-
able health system performance. Failure to address the
health system performance which impacts on the coun-
ties socioeconomic status, we will not be able to attain
the sustainable development goal number three (health)
and the social pillar (health) in vision 2030. This can be
achieved through timely and compelling evidence that
links leadership development and health services provi-
sions improvement for decision-makers to strengthen
their health systems. In summary, the only way to
achieve the devolved health system objective is through
evidenced-based health system intervention. Without the
evidence, it is more difficult to sustain and scale-up the
best practices.

This study is part of a larger inquiry focusing on
LeHHO programme alumni on the ‘impact of lead-
ership development on sustainable health systems
performance’. For this study, ‘knowledge transfer’ was
described as ‘the extent of successfully implemented
priority projects and realised project’s indicators goals;
with the aim of improving health systems performance
in different counties in Kenya’. The objectives of the
present study were to investigate the healthcare manag-
er’s perceptions on factors that facilitate or impede
knowledge transfer at their workplace, with intentions
of recommending possible strategies or informing poli-
cies for enhancing the transfer. In this study, we make
two key contributions towards these objectives. First, we
explore, summarise and present context-specific transfer
enablers and barriers in diverse health systems settings.
Second, we identify and bring to light proposed defi-
nite solutions for optimal transfer based on the partic-
ipant’s experiences. To elude ambiguity in measuring
knowledge transfer, we opted to use a rigorous yet prac-
tically sound and relevant learning transfer measure. We
focused on the action of transferring leadership devel-
opment knowledge through practice and implementa-
tion of selected workplace priority challenge projects
addressed by different teams. The projects provided
practical relevance and most pertinent effectiveness
measures with regard to the training curriculum content
and transfer design. The study, therefore, sought to
answer the following research questions:

a. What factors fostered knowledge transferability on
the implementation of the prioritised projects at the
workplace?

b. What factors impeded knowledge transferability on
the implementation of the prioritised projects at the
workplace?

c. What are the programmes' alumni recommended con-
textual knowledge transfer strategies for enhancing
knowledge transfer during and after the training?
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METHODS

The sources of data for this qualitative study were derived
from a broader research undertaken in 39 health facil-
ities whose managers had participated in the LeHHO
training. Each case health facility teams were purpo-
sively sampled to include; 23 public, 10 faith-based and
6 private identified through the LeHHO programme
2011 to 2016 programme reports. Based on the narra-
tive reports from the 39 team-based projects, 33 of the
39 projects were successfully implemented following the
LeHHO training, as defined by the teams challenge goal
indicator set as a baseline at the beginning of the training.
The project deliverables were defined by tangible assign-
ments or products output required of project teams with
the intention of removing key performance bottlenecks
in their facilities through ownership and accountability.
Examples of the projects desired measurable results
(DMR) goals prioritised by the teams are: (i) have func-
tional theatres and laboratories in Y County Hospital in place
by 28 July 2014 and increase skilled deliveries from 185 to 200
per month and, (ii) have a fully automated laboratory in X
Mission Hospital by September 2014 and have it accredited by
June 2015. The teams were expected to record the project
desired measurable result in a challenge model format
which indicates the ‘current situation’ and the ‘expected
outcome’ in 9month time. The identified project’s indi-
cators of interest were recorded in an action plan and
monitored throughout the training period. Project teams
were expected to present the progress of the project to the
rest of the class at every module. The presentation session
enabled participants to stay committed and accountable
to the project, but at the same time, they receive feedback
from other healthcare managers. The final project results
were presented during the experience sharing workshop,
attended by diverse healthcare stakeholders.

For sampling, three criteria informed the case proj-
ect-teams selection. First, we ensured that the teams were a
good representation for the public, private and faith-based
health facilities within the 19 counties in Kenya. Second,
the teams had identified and started the implementa-
tion and documented priority project progress. Third,
there was at least one or more trained team member still
working in the same organisation post-training. Within
each of the facility teams, the units of analysis forming the
basis of data gathering were the project team leaders or
team representatives from the project teams. Interviews
were undertaken, to gain an in-depth understanding
of participant’s perspectives and experiences on knowl-
edge transfer at their facilities, as an institutional perfor-
mance improvement initiative. The study participants
were identified through the training institutional projects
team reports retrieved from the Strathmore programmes
shared files. All the project-team leaders and representa-
tives were sent letters via email as an initial invitation to
participate in the study. Follow-up telephone calls were
made to confirm participation and then, book interview
appointments for those who had expressed willingness to
contribute to the study. Interviews were conducted using

Table 1 Participants demographic information
Frequency (No)
Item Category & (%)
Health facility type  Public/government 23 (59%)
Faith-based 10 (26%)
Private 6 (15%
Sex Male 16 (41%)
Female 23 (59%)
Age category 26-35years 4 (10%)
36-45years 13 (33%)
46-55years 19 (49%)
>55years 3 (8%)
Highest education  Bachelor degree 12 (31%)
level Master degree 23 (59%)
Doctoral degree 1 (3%)
Others 3 (8%)

This table depicted a summary of the study participant’s
demographic information and the health sector type.
Source: survey data 2019.

an interview guide between August 2018 and December
2018.

Demographic characteristics of participants

From the 39 purposely selected team-based projects, a
sum of (n=23) 59% were from public health, (n=10) 26%
from the faith-based and (n=6) 15% were from the private
health facilities. The study participants comprised of 23
(59%) females and 16 (41%) male. Nearly half (49%) of
the participants were between the age category of 46 to
55 years. A total of 59% of the participants had a master's
degree. Table 1 provides a summary of the study partici-
pant’s characteristics.

Data collection

The researchers structured the questionnaire starting with
introductory general questions such participant’s current
responsibilities and their general impression and experi-
ences, during and after the training. The interviews then
progressed to more mapped questions and probes on
the implementation status of the projects post-training.
The probes inquired more on factors which could have
led to success or failure in the implementation of the
projects at the workplace. The interviewer also sought
information on work-environment specific enablers and
barriers of knowledge transfer, and how these factors
could be reinforced or mitigated for better results. We
specifically focused on their experiences during project
implementation, which consequently presented opportu-
nities for immediate knowledge application and linked
classroom with the work environment challenges. To
mitigate potential bias and ensure consistency during the
interview, the interview questionnaire was piloted with
four project teams who were not included in the study
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sample. The exercise was done jointly by the principal
investigator Tecla Chelagat (TC) and the research assis-
tant AnnieMuisyo (AM). The selection of the research
assistant was not only informed by her technical exper-
tise but also we ensured she had no prior knowledge
of the programme or interaction with the programme
alumni. In total, 39 in-depth face-to-face interviews were
conducted. Again, the first four interviews were jointly
undertaken by the principal investigator and the research
assistant at the respondent’s health facilities, and rest
(35 interviews) were undertaken singly by the research
assistant. Each interview session lasted between 45 min
to 75 min. The interviews were recorded using portable
recorders and supplementary notes were taken during
the interview.” Daily debrief was done by AM and TC to
monitor any emerging issues or concerns that needed
urgent attention.

Ethical considerations

Written informed consent was obtained from the partic-
ipants prior to their interview participation. The partic-
ipants were informed about voluntary participation and
assured anonymity. To ensure data security, all the printed
research materials were kept in a locked room within the
health facilities and the training institution. The lead-
ership knowledge transfer data were not considered as
personal data as per NACOSTI and Strathmore Univer-
sity Ethics Review Committee approval since the study did
not involve human biological material.

Data analysis

The data analysis was conducted by the first author (TC)
and the second author (JO). The recorded interviews
were transcribed verbatim and verified for accuracy by TC
and JO. The transcripts were clustered to public, private
and faith-based facilities, and then analysed separately
per health sector. Each transcript was read independently
and the emerging codes and themes were analysed by
TC and JO. We adopted a thematic framework approach
to identify and organise data according to the emerging
key themes. Even though the initial codes were deduc-
tively drawn from the research questions, emerging codes
from the iterative transcriptions were drawn inductively
through line by line coding. Data management was aided
by the use of NVivo V.10 software package. Data were clas-
sified and organised according to emergent key themes
and subthemes such as different types of work envi-
ronment factors. We cross-examined the emerging key
themes for consistency with the literature. The themes
from each cluster were further compared with Baldwin
and Ford’s conceptual framework themes on factors
affecting training transfer."” Tllustrative quotes repre-
senting a range of health manager’s views were high-
lighted to elucidate each theme for reporting.

Indirect patient and public involvement
This study was done without direct patients and public
participation. The health managers played an active

role in reporting on priority projects implementation
experiences through interviews. Health managers also
facilitated dissemination of research findings through
alumni breakfast forum and institutional breakfast series.
PowerPoint slides were shared with respective institutions
through the programme alumni.

RESULTS
Major themes

Factors influencing knowledge transfer in the healthcare
context

Our findings indicate that there were two broad cate-
gories of projects completion rates; projects that were
completed on time and those that were not completed
on time. For those projects that were completed on time,
five main transfer themes enablers that illustrated the
experiences of the managers emerged. Three of these
themes were consistent and largely reflected the estab-
lished categories represented in the literature for major
transfer influences such as Baldwin’s and Ford’s concep-
tual model. The themes were; (i) training design, (ii)
trainee characteristics and (iii) work environment. These
results are in general agreement with significant standing
findings in the area of training knowledge transfers. Addi-
tionally, two unique themes; (i) team-based coaching and
(ii) occurring opportunities emerged. Further analysis
led to the emergence of new subthemes such as attitu-
dinal shift, power, position and political goodwill. Events
such as devolution of health systems, endemic strikes in
public health systems and political elections were cate-
gorised as the subthemes in the occurring opportuni-
ties. Table 2 displays a summary of enablers according to
health facility type.

Enabler 1: training design

In all the three settings (public, private and faith-based
facilities), managers identified the quality of the training
design as the most critical factor influencing knowledge
transfer at work environment. The relevance of curric-
ulum content and team-based coaching that followed
classroom-based training facilitated timely implemen-
tation of the projects. Baldwin and Ford found out that
some of the critical training design factors include; the
training curriculum or content, the learning approach
and the structure of the training activities.

‘...the training curriculum was very relevant to my
personal and workplace needs, the training enabled
us to identify a real challenge that was specific to our
organisational need ... under-delivery was not an op-
tion’ (Health manager at a public health facility).

Curry et al'' cite that ‘when trainers realise that they
are being evaluated by the amount of transfer that occurs,
their training strategies will change and they will strive
to transfer knowledge, rather than simply to entertain

Chelagat T, et al. BMJ Open 2019;9:6031100. doi:10.1136/bmjopen-2019-031100

5



Open access

I

Table 2 Enablers of knowledge transfer per health sector

Public health facilities
Subtheme

Facility type facilities

Main theme

Faith-based facilities

Private health

Relevant content

Peer-cross learning visits
Experiential training curriculum
Attitudinal shift

Improved communication skills
Self-awareness

Training design

Trainee characteristics

Applicable knowledge to
workplace problem-based
learning

Improved leadership
competencies

Personal leadership

Case methodology
Impact-oriented training

Ability to lead a team
Self-leadership

Work environment Teamwork Teamwork Board members approvals
climate Buy-in across the institution Buy-in by management and
Power and position board

Political goodwiill

Team-based coaching Inspired hearts through team

coaching

Occurring opportunities  Devolution of resources

Coaching support

Coaching focused on results

attainment
Endemic strikes in the public  Endemic strikes in the public
sector sector

Political goodwill

Political goodwill such as public
and private partnerships

This table illustrated factors enabling knowledge transfer in orders recurring responses according to the health facility type. Training
curriculum design, management buy-in, teamwork, team coaching, devolution, industrial strikes emerged as key enablers for transfer.

Source: survey data 2018.

trainees’. This observed among the managers as illus-
trated in these quotes;

‘LeHHO programme is an impact-oriented training
which ensures that classroom learning and acquisi-
tion of new skills alone is not adequate, but it should
be demonstrated through practice and application of
knowledge (...). We learnt to objectively analyse chal-
lenging situations then develop an actionable plan
which in-turn catalysed the success of our project...’
(Health manager at a private facility).

It is evident from these comments that training effec-
tiveness is determined by the thoroughness of the need
assessment and the transfer intervention methods for
before, during and after the training.

Enabler 2: trainee characteristics

Studies have found individual trainee characteristics such
as personality traits, motivation level and ability to apply
learnt knowledge and expectations from the training to
be associated with a transfer of knowledge post-training.
Our study data highlighted three trainee characteris-
tics that are deemed significant predictors of transfer of
knowledge to workplace challenges: (i) Motivation level,
(ii) ability to apply knowledge and (iii) training expec-
tations. These enablers were echoed across represented
project teams during the interviews;

3

. my ability to lead a team was a great enabler, as
the head of human resources...I learnt to communi-
cate effectively and listen more to my team members,
thus we formed a highly effective team which was un-
stoppable.” (Health manager at a private facility).

‘...Iam a trained doctor, and the only language I know

is the technical language ... (this is the problem, how
do I fix it?)...the training enabled me to learn more
about myself, now that I have self-awareness, I am
confident that I can lead an effective team because
I am a better leader who can enable others to face
challenges...” (Health manager at a public facility).

Enabler 3: work environment

Majority of the healthcare managers described their
work environment climate including, support by board
members and buy-in across the institution as a signif-
icant learning transfer enabler. Power and position was
a uniquely emerging subtheme; those trainees who were
in top leadership positions were able to facilitate timely
implementation of projects. Another unique contextual
enabler was political goodwill; in those counties where
there was political support from the county government,
projects were implemented on time;

‘...teamwork fostered positive work climate and ef-
fective communication during project implemen-
tation...being at the position of governance in our
county enabled me to influence our juniors' buy-in
on a shared vision. Additionally, we had all the nec-
essary resources from human resource to finances.’
(Health manager at a public facility).

Participants reported the political aspiration towards
quality and accessible healthcare for all Kenyans as a key
enabler for learning transfer. One participant noted that
one of the key concerns for many county governors was
the provision of quality healthcare services. This was a
critical measure by the followers to measure their leader's
worthiness for their votes.
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‘...the political goodwill for the public and a private
partnership was a great enabler for our project...it
increased access and utilisation of outpatient and in-
patient services...this was made possible due to the
launch of National Health Insurance Fund (NHIF)
cards for private-sector health services cover.” (Health
manager at a private facility).

Enabler 4: team-based coaching

The increasing body of literature on coaching as a lead-
ership development tool presents leadership coaching as
a promising leadership development and has become a
widely used intervention for leadership development.*
Coaching, therefore, is a means of supporting team
improve performance, and the processes through reflec-
tion and dialogue.” The team coach provides an objective
view of the team and facilitates conversations that enable
the team to adjust their ways of working together in service
of their goals.* Even though team coaching embedded
in the training is delivered only in four sessions through
the entire training, participants associated the coaching
sessions with the success of their projects. This is evident
in the following quotes;

‘Our lecturers and coaches motivated us even when
we felt we will not achieve the project goals...the
training really challenged and inspired us...conse-
quently we inspired our nurses and other staff at the
maternity, antenatal department, thus contribution
to effective community mobilisation.” (Health man-
ager at a public facility).

‘...leadership knowledge and skill in business manage-
ment gained from healthcare management course
enabled us to work effectively as teams resulting in
successful project implementation at workplace...
the coaching sessions significantly increased the
effectiveness of the programme in that our coach
visited our work environment and kept the connec-
tion even after the implementation of the project.’
(Health manager at a faith-based facility).

Enabler 5: occurring opportunities

Riding on existing gains and opportunities were cited as
key enablers. Participants alluded to the saying ‘success is
when preparation meets opportunity’. Participants felt that
their ability to scan their work environment and prioritise
a challenge to be addressed as a catalyst project enabled
them to consciously look at the gains and resources within
their means. Ironically, some of the opportunities included
industrial strikes, devolution and increased number of
trained managers within the organisation. Absence of
industrial disputes during the implementation period
facilitated completion of the implementation of projects
in the private sector facilities, compared with some public
facilities that were affected by nurses’ strikes;

‘...nurse’s strike was an opportunity for the private
sector due to increased patient load...our project

enabled us to establish and operationalised digital
medical record for both inpatient and outpatient to
ensure fast turn-around time...we wouldn’t have pri-
oritised the need if it was business as usual with low
patient load...” (Health manager at a private facility).

‘...Devolution brought decision-making and services
closer to the people, therefore, health management
teams are able to reach out to the county manage-
ment team for support, and this worked... devolu-
tion works well also for patients in that they are now
only a phone call away from airing their grievances
to the county governor whenever their healthcare
needs are not met...” (Health manager at a public
facility).

‘...our team had one major enabler that led to the
successful implementation of our institutional im-
provement project, ‘devolution of the health sys-
tems’...devolved funds from the central government
to county-level made it easy to access adequate re-
sources to carry out projects...” (Health manager at
a public facility).

‘...our institution has heavily invested in capacity
building of health managers... we are consistently
paying fees for a minimum of four participants every
year to attend the LeHHO training...each team has
been able to implement a new project...this has
accelerated the implementation of the strategic plan
priorities leading to more gains than anticipated...’
(Health manager at a faith-based facility).

Factors that impeded implementation of the prioritised
projects at the workplace per sector

For those projects that were not completed on time, the
following were the main unique contextual barriers: (i)
inadequate management support in provision of neces-
sary resources for implementation, (ii) inadequate team
and staff support, (iii) high staff turnover, (iv) misalign-
ment of board’s verses manager’s priorities, (v) missing
technical expertise required to implement the projects,
(vi) endemic strikes, (vii) negative politics and (viii)
poor communication management. Table 3 presents a
summary of the knowledge transfer barriers according to
the health facility type.

Impeder 1: inadequate management support in the provision
of necessary resources for implementation

Those teams that did not have trainees in senior manage-
ment positions did not get adequate management support
to implement the projects.

‘The buy-in by the management was a great chal-
lenge... I was the only trained manager from my insti-
tution and no one in my department or other related
department was willing to get involved... the board
approved the project, however, there was a challenge
in working together with other staff.” (Health manag-
er at a public facility).
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Table 3 Impeders of knowledge transfer per health sector
Institution type Impeding factors

Public health Management buy-in and support
facilities Poor communication skills

Human resource constraints (recruiting,
training and retaining).

Inadequate relevant expertise

Endemic industrial action by nurses
and doctors

Devolution (moving of staff) contributed
to high staff turnover in both public and
faith-based facilities

Lack of board members support

Lack of coaching post-training

Political interference
Poor prioritisation

Faith-based health
facilities

Private health
facilities

This table presented a summary of factors impeding knowledge
transfer in orders recurring responses according to the health
facility type. Management support and team support, human
resources constraints, communication and negative politics were
considered as key barriers for transfer.

Source: survey data 2018.

Impeder 2: inadequate team and staff support
Inability to influence teams and the rest of the staff greatly
affected the success rate of project implementation.

‘Our project was on improving staff retention...how-
ever devolution worsened the process because some
staff left for county health facilities after the devolu-
tion of healthcare services... most of the transferring
staff were unwilling to fill the exit form that would
help identify challenges encountered...” (Health
manager at a faith-based facility).

Impeder 3: high staff turnover and poor retention

It was reported by the public and faith-based facilities that
the rate of staff turnover was a great impediment to the
implementation of the projects. In those teams where
there was high staff turnover following the training,
implementation of projects was delayed.

3

. our organisation as whole accepted changes for
the improvement of services ...we achieved the proj-
ect goal by automating the patient medical records
management system, however, it is worth mentioning
that utilisation dropped by 35%, 6 months after im-
plementation (...). Despite positive changes, our big-
gest challenge is staff retention; we train our nurses
and are immediately absorbed in the big public or
private hospitals.” (Health manager at a faith-based
facility).

Impeder 4: misalignment of board’s verses manager’s
priorities

A subgroup of respondents identified misalignment of
priorities managers priorities with the boards’ and the
existing resources as a key challenge. Where there was

a misalignment between Board and Management prior-
ities, then implementation was delayed.

‘...even though the pressing priority need was estab-
lishing a human resources policy manual resources
as a strategy towards recruiting, engaging and retain-
ing our staff especially nurses; our board members
did not support operationalisation of the developed
policy document... our project was just not in the list
of board’s priorities...so we have shelved our manual
until when the time is right.” (Health manager at a
faith-based facility).

Impeder 5: missing technical expertise required to implement
the projects

Some project required technical expertise that was not
readily available at the facilities, thus delaying implemen-
tation of the projects.

‘...Iet’s say our greatest challenge was inadequate
expertise...our project was anchored on technology,
but the IT personnel in our institution lacked ade-
quate capacity and relevant expertise to implement
the project... this was worsened by scope creep, be-
cause automation involved different department and
yet I was the only manager attending the training,
this caused a major impediment from the onset of
the project...” (Health manager at a public facility).

Impeder 6: endemic strikes

Public health facilities were characterised by constant
health worker strikes due to poor working conditions,
staff shortage and low salaries.

‘Industrial action by nurses and doctors was a big
challenge and we couldn’t achieve our projects’
DMR, which was focusing on increasing antenatal
fourth visit by pregnant women... without the front-
line health services staff, our hospital became ‘ghost
town’ ... our project remained on paper and was nev-
er actualised...” (Health manager at a public facility).

Impeder 7: negative politics

The challenge of promises for new development in
exchange for a vote compounded by scarce and misman-
agement of resources due to corruption was cited as a key
barrier.

‘Failure to actualise our project was hinged on polit-
ical interference and prioritisation (...). The project
involved working with county governments...even
though some county boards shot down the projects,
those who accepted lacked the will and commitment
to prioritise and allocate the necessary resources.’
(Health manager at a private facility).
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Impeder 8: poor communication management

Inadequate communication skills and people manage-
ment was constantly reported as a key barrier to team-
work hence poor project results.

‘...I realised our biggest challenge is not lack of ad-
equate resource but how we communicate with one
another...I hold a technical rather than managerial
position and tagging along with other departments
into my project from initiation was critical...” (Health
manager at a public facility).

Suggestions on context-specific best practices and strategies
for enhancing training transfer

The managers felt that their experiences during the
training have equipped them with new knowledge and
skills such. To optimise transfer and the training outcome
in diverse health systems in Kenya, the programme
alumni proposed the following strategies: (i) effective
allocation and efficient utilisation of resources especially
the financial and human resource, (ii) prioritisation of
intervention in alignment with organisational priorities,
resources and staff input, (iii) effective communication
among partners for buy-in, (iv) longitudinal coaching
post-training and (v) training the pre-existing workplace
teams.

Strategy 1: effective allocation and efficient utilisation of
resources (financial and human resource)

Poor allocation and utilisation of resources such as
finance and human resources were identified as a key
challenge in healthcare management.

‘Addressing human resources for health challenges
such as recruitment, engagement and retention of
personnel especially the nurses is the best way towards
tackling implementation issues and promote sustain-
ability and scaling up of good practices.” (Health
manager at a private facility).

Strategy 2: prioritisation of intervention in alignment with
organisational priorities, resources and staff input

Managers recommended that the ultimate measure of
transfer should not focus on the project implementation
results only, but other areas of improvement within the
institutions which could be also attributed to leadership
training.

‘We did not succeed to implement our project; how-
ever I benefited greatly from the personal coaching
and wish they could be explored more (...). My sug-
gestion on how to improve the training to support
the actualisation of projects is through the provision
of assistance on how to select the ‘right’ project that
fits institutional needs...involving all the stakehold-
ers and departments from the onset of training...this
can be achieved with the support of the training in-
stitution.” (Health manager at a faith-based facility).

Strategy 3: effective communication among the key
stakeholders

Evidently, communication among partners and within
institutions especially during the change process is crit-
ical. The shared vision should be well-articulated and
communicated to all stakeholders to ensure adequate
buy-in and support during implementation.

‘Communication and buy-in was a major impedi-
ment to the success of our project (...). I suggest that
Strathmore Business School going being a training
institution and champions of leadership and gover-
nance, to act as a bridge in such projects in order
to attain goodwill from the county management.’
(Health manager at a private facility).

Strategy 4: longitudinal coaching

Another significant finding of this study is that the partic-
ipants were concerned with the coaching engagements
duration.

‘Coaching sessions were definitely effective and very
recommendable...but I would say they were ended
‘prematurely’ at the end of the training when some
action plans implementation had just started (...). I,
therefore, pose this question to Strathmore Business
School, ‘How can you partner closely with our insti-
tutions to ensure continuity and institutionalisation
of coaching session beyond the training period?’
(Health manager at a faith-based facility).

Strategy 5: training pre-existing workplace teams

Another proposed area of possible intervention was an
emphasis on team recruitment from the same institution
to ensure continuity of knowledge, speedy buy-in and
continuous implementation of the activated projects.

‘I would recommend strict adherence to team re-
cruitment from each facility to ensure that each team
member contributes to the project implementation
and the sustainability of the project results in the
event that some members are transferred to other
institutions.” (Health manager at a private facility).

Strengths and limitation of this study

The objective of the study was clearly stated and a high
proportion of the invited respondents participated in
the study. This is the first qualitative inquiry study to
explore the enablers and barriers of leadership devel-
opment knowledge transfer in a healthcare context in
sub-Saharan Africa. Despite the strengths and contribu-
tions of the current study, several potential limitations
should be noted. First, the findings are based on data
collected from a single training programme thus its
interpretation and recommendations are applicable to
the ongoing programme, but may not be as relevant to
other leadership development interventions. Second, our
study employed a qualitative design; hence the findings
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on knowledge transfer enablers and barriers should be
cautiously interpreted because they are based on the
perceptions and views of health managers; excluding
views of team members or institutional team members
who cooperated in the project. Third, the study lacked
a comparison group, and therefore it is not possible to
explicitly conclude that transferability of knowledge
occurred as a result of the implementation leadership
development practices alone. Fourth, this is a single-
site study and the findings could be only transferred or
adapted to similar project-based experiential learning
programme interested in transferring knowledge from
class to real workplace challenges.

DISCUSSION

The objectives of this study were to investigate the health
manager’s experiences and perceptions on factors that
facilitate or impede knowledge transfer at the workplace,
with intentions of recommending possible strategies and
informing policies for enhancing transfer. Although large
amounts of money are being invested towards health
system strengthening in Africa, including countries such
as Kenya, there is little evidence on knowledge transfer
and the influencing factors within the workplace. The
existing literature has so far identified three main deter-
minants of training transfer: training design or enabling
factors, individual factors or trainee characteristics and
work environment or transfer climate.'” ' * While these
studies reported similar transfer factors to those identi-
fied in our study, environment, trainee characteristics
and training design were elucidated in their study as key
concerns. Pham et al’' ** revealed similar concerns on the
mediating role of transfer strategies in relation to transfer
design and transfer of knowledge. Pham et af* study
place key players of transfer training strategy as trainees,
training providers and employers; consequently, their
results evidenced work environment factors such as super-
visory support, job autonomy and preferred support to be
significantly associated with the training transfer. Based
on this analysis, the findings suggest that transfer can be
improved if enablers and barriers are further unpacked.,
The aforementioned studies* '® **** on transfer did not
involve participants from the health sector, especially
from sub-Saharan Africa. These studies suggested various
crucial strategies prerequisite for transfer such as work
environment factors, trainee characteristics and training
design, and these drivers were also confirmed in our
study.

Notwithstanding the growing recognition on capacity
building as a health system strengthening intervention
in sub-Saharan African countries, the issue of application
of new knowledge to real-workplace challenge has been
given low priority by health managers, policymakers and
training institutions. Yet still, in the era scarce resources,
accountability and dynamic business environment, organ-
isations are not able to realise the ROI for training their
employees due to underutilisation of learnt knowledge,

skills and behaviours. Research evidence suggests that
the context under which knowledge is transferred has a
great influence on organisational performance. But what
do we know about the transfer of leadership knowledge
transfer, given the proclaimed importance in relation to
our research context? What are the evidence-bases for
the claimed transfer factor relevance to project-based
experiential learning in healthcare organisations, and
specifically in a newly devolved system? In order to
comprehensively increase our conceptual understanding
on knowledge transfer in a healthcare context, we
conducted an in-depth inquiry on transfer determinants
including (a) enabling factors, (b) impeding factors and
(c) the programmes' alumni propose context-specific
strategies for enhancing knowledge transfer during and
after the training. This study contributes to that evidence
base.

The most recent and comparable cases studies on the
impact of leadership on organisational performance in
Africa present positive findings on the impact of lead-
ership development on health systems. However, the
understanding of how the attained knowledge was trans-
ferred from theory to practice at work environment is
warranted. The study focused on the views of healthcare
managers as the key informants for the research ques-
tions addressed. Compared with the aforementioned
studies, the participants in this study emphasised addi-
tional insights into the training transfer literature. Clear
differences emerged between teams with the successful
implementation of priority projects and those who failed
to implement. Five major enabler themes that illustrate
the experiences of the managers emerged. Three of these
themes were consistent and largely reflected the estab-
lished categories represented in the literature for major
transfer influences such as Baldwin’s and Ford’s concep-
tual model. The differences that affected the ability to
transfer knowledge through successful project imple-
mentation were primarily issues within the: (i) training
design, (ii) trainee characteristics and (iii) work environ-
ment. These results are in general agreement with signif-
icant standing findings in the area of training knowledge
transfers.” Additionally, further analysis led to the emer-
gence of new subthemes such as attitudinal shift, power,
position and political goodwill. Two unique themes were;
(i) team-based coaching and (ii) occurring opportu-
nities. This echoes findings from Grant” and Peters**
which suggest that team coaching has the potential of
influencing team performance. Events such as devolu-
tion of health systems, endemic strikes in public health
systems and political elections were categorised as the
subthemes in the occurring opportunities theme. Thus
in the successful project teams, there was a conjunction
of favourable factors which provided a conducive envi-
ronment within which knowledge, skills, behaviours and
projects could be assimilated to teams operations. This
result is in line with Pham and colleagues® and other
studies.”® '*1° The teams who failed to implement their
priority projects reported the following constraints: (i)
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inadequate management support in provision of neces-
sary resources for implementation, (ii) inadequate team
and staff support, (iii) high staff turnover, (iv) misalign-
ment of board’s verses manager’s priorities, (v) lack of
technical expertise required to implement the projects,
(vi) endemic strikes, (vii) negative politics and (viii)
poor communication management. In a context of
limited resources, our study findings recommendation
on transfer strategies imply that for effective knowledge
transfer to occur in project-based experiential learning
in healthcare organisations, the following factors should
be considered: (i) effective allocation and efficient util-
isation of resources especially the financial and human
resource, (ii) prioritisation of intervention in alignment
with organisational priorities, resources and staff input,
(iii) effective communication among the stakeholders for
buy-in, (iv) longitudinal coaching post-training and (v)
training a pre-existing workplace teams.

Implication and further research

The study findings have implication for individual health-
care managers, training institutions as well as the health-
care policymakers. This study underscores diverse transfer
enablers and barrier that need to be considered when
designing and integrating knowledge transfer enablers
between the classroom and the work environment by the
key stakeholder. Further exploration possibly through
comparative case studies on context-specific factors
could facilitate and enhance the outcome for knowledge
transfer in healthcare institutions. This study, therefore,
offers new insights perceived relevant by participants
especially on emerging factors which seem underre-
searched in the training transfer literature.

CONCLUSION

The objectives of this study were to investigate the health
manager’s perceptions on factors that facilitate or impede
knowledge transfer at the workplace, with intentions of
informing possible strategies or policies to enhance the
transfer. The study findings revealed that for the trained
managers to optimally utilise the learnt knowledge and
skills, the following contextual constraints should be
addressed: (i) inadequate management support in provi-
sion of necessary resources for implementation, (ii) inad-
equate team and staff support, (iii) high staff turnover,
(iv) misalignment of board’s verses manager’s priorities,
(v) lack of technical expertise required to implement
the projects, (vi) endemic strikes, (vii) negative politics
and (viii) poor communication management. These
findings, therefore imply that for effective knowledge
transfer to occur in project-based experiential learning
in healthcare organisations, the following factors should
be well-thought-out; (i) when intervening to improve
the health systems performance, a needs-driven curric-
ulum based on formative assessment must be espoused
so that it is receptive and capable of responding to the
different contextual needs, (ii) the need for a robust

stakeholder’s engagement from multiple domains in
order to design the strongest training that drives practices
during change, (iii) effective allocation and efficient util-
isation of resources especially, the financial and human,
(iv) improvement of work climate to encourage open
communication and teamwork, (v) training real-world
work teams together to ensure team stability and sustain-
ability of the attained results and (vi) incorporating longi-
tudinal coaching beyond the training as a leadership tool
through institutionalisation. Such insights have important
implications for the approach in training real-world work
teams while reinforcing performance improvement at
the workplace. Studies like this one can provide mean-
ingful information to help struggling health systems and
health managers address their own health services chal-
lenges and as a result, trigger attainment of the health
goals such as reducing reduced maternal and under-five
mortality. This study adds to the extremely limited body
of literature on knowledge transfer in leadership devel-
opment among the healthcare managers in Kenya and
sub-Saharan Africa.
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