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ABSTRACT

Information systems have great potential to recuealthcare costs and improve outcomes. Accessing
information about services on-line and carrying @uange of transactions electronically are sttl fally
accepted.

Healthcare delivery is being transformed by advarinecomputer assisted medical diagnostic (CAMD)
systems which are now recognized as an essendéhblerfor support of health systems across thedworl
There has been a growing need for research onrgaicttbuencing adoption of CAMD systems all over
the world and especially in Kenya.

This research examined factors influencing adomicBAMD systems among medical doctors in Kenya.
The study aimed to examine the effect of adoptibnrCAMD systems in Kenya from a doctor's
perspective. It examined the effect of the rapidgbeation of internet use, conducive legal, reguigt
and infrastructural environments on adoption arel afsSCAMD systems. It examines how doctors find
these systems useful in assisting them carry aittirect diagnoses in complex situations and ptomp
diagnoses for that matter.

This project develops a theoretical framework argppses that; Perceived Usefulness, Perceiveddase
Use, Perceived information quality, Perceive Tr&stcurity, Awareness, ICT Skills and savings/casts
the constructs and investigates the moderatingfacf Specialty, gender and Age on how they imfage
these constructs to the adoption motivation. Thaept aimed at selecting a suitable framework that
would realize implementation and adoption of CAMBtems in Kenya.

Keywords: Healthcare; computer assisted medicagindistic systems; adoption; framework of adoption.
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CHAPTER ONE: INTRODUCTION

1.1 Background to the study

The term medical diagnostic system is widely usednfany individuals, health institutions, and
professional bodies. According to Nazi Kim M (2003)edical diagnostic systems offers the rich
potential of supplementing traditional delivery s#rvices and channels of communication in ways that
extend the healthcare organization's ability to thtke needs of its doctors. Benefits include enbdnc
access to information and resources, empowermedbators to make informed healthcare decisions,
streamlined organizational processes and transactiand improved quality, value, and patient
satisfaction. Also Nazi Kim M (2003), states thatdital diagnostic systems are now recognized &ya k
enabler for supporting health systems the world agethey strive to deliver good health to citizanthe
face of growing difficulty. Medical diagnostics $gms thus acts not only as an agent for reforming
healthcare systems (from an infrastructure focussmlthcare service into a more dispersed healthcare
model), but also as an enabling tool for countméth similar challenges to share resources across
international borders and domestic boundaries, grasiding quality without the expense of needless
duplication. The medical diagnostic systems wilhamce tracking of prevalent diseases and monitor
distribution of drugs and other supplies. It wills@ improve quality and efficiency of disease
surveillance, enhancing protection and preventipmlaking processes such as malaria and HIV testing
fast and easy. According to C. Shirky (1998), Swifimmunication once disease is detected will ensure
quick administering of treatment.

The project examines the effect of an educated emtcepreneurial populace, and conducive legal,
regulatory, and infrastructural environments onpdidm of use of computer assisted medical diagoosti
systems.

From the WHO conference in Bellagio Italy (2008atihcare delivery is being transformed by advances
in medical diagnostic systems and by the empoweadputer-literate doctors. According to Pagliari C
et al (2005), such changes can affect positiveltsefike improved clinical decision-making, increals
efficiency, and strengthened communication betwagrsicians and patients. In general CAMD systems
are inevitable and ways of their smooth adopti@amajor concern to the general doctor’s frate st

a whole. This project focuses mostly on designifiguaework for the adoption of CAMD systems.
Medical diagnosis or the actual process of makirdjagnosis is a cognitive process. A clinician uses
several sources of data and puts the pieces giuhee together to make a diagnostic impressiom. Th
initial diagnostic impression can be a broad temacdbing a category of diseases instead of a fapeci
disease or condition. According to Lemaire et 899), the best clinicians excel in their abilitydiscern



the correct diagnosis in perplexing cases. Thils €lquires extensive knowledge base, keen inteiivig
and examination skills, and the ability to synthesicoherently all of the available information.
Unfortunately the level of expertise varies amoligicdans and even the most expert can sometinte fai
For these reasons clinicians are well advised f@loex tools that can help them establish correct
diagnoses, thus CAMD systems. Examples of suclemsgsthat are already so much utilized the world
over are lliad- University of Utah; DXplain- Mas$asetts General Hospital, Boston, MA, Medline and
Netdoctor in United Kingdom.

In New Zealand, a national survey of general ptiactérs (GPs) conducted in 1999 showed that while
most GPs used cardiovascular disease (CVD) ridk,t@0 percent used them about once a month ar less
A web-based clinical decision support system, kn@asnPREDICT-CVD was designed and developed
collaboratively to facilitate CVD risk assessmemd aisk based management whilst also integratin@ CV
risk prediction research within routine practicéneTcollaboration included epidemiologists from The
University of Auckland, Information Technology spaists from Enigma Publishing Ltd (a private
provider of online health knowledge management) @imicians and support staff from ProCare Health
Limited, Counties Manukau District Health Board, iN&ealand Guidelines Group, National Heart
Foundation and the Ministry of Health. The roll-aft PREDICT-CVD was supported by educational
seminars to general practice continuing medicalcation groups. Adoption of the program was
encouraged but entirely voluntary. GPs were aldere $900 including tax per GP as a one-off
incentive payment once they had assessed 90 matienfew GPs at the time had the high speed ietern
connection required for PREDICT, this money wasvjgled to cover the cost of installation of secure
high speed web access and the user charges ferrtorths. GPs who had eligible patient management
systems and who chose to adopt PREDICT-CVD weritedidy practice facilitators who installed the
software, ensured safe connectivity to the Inteamek provided limited training to the primary céeam,
Wells’ S and Jackson R, 2005. This is just a hgitiliof effort the New Zealand government has put in
place to ensure adoption of the PREDICT-CVD system.

In Kenya, there have been various local CAMD systéhat have come up but have experienced slow

adoption. An example is_www.kenyandoctors.cofinis was formed by former Nairobi university

medical doctors. The patients would login at aifgmit there symptoms then they would get a feedback
within 24hours. Another one was safaricom’s “cali@” that has recently been introduced. All these
systems have experience slow adoption necessitatiagyention in the form of a framework to ensure

adoption of such systems.

The "acid" test for CAMD systems is whether theg perceived to be useful enough to be adopted and,

once adopted, whether the ease of use and fit dlitiical work flow is enough to change clinical



behavior. To achieve sustainable usage, the benefindividual clinicians must outweigh the timeda
effort to use it. Heeks et al (2006).

The study focused on preparing a framework for Hdopof medical diagnostic systems that will
facilitate adoption of these systems in a hightggnated and geographically dispersed medical piavi
The objective was to provide a way that would makézation of these medical diagnostic systems
appreciated and embraced.

1.2 Problem Statement

Computer Assisted Medical diagnostic systems, lwegbh based and non-web based are continuously
being developed. At the moment there are over astied CAMD systems, Ramnarayan P, Roberts G,
Coren M (2006). The health issues has been takitngnéat concern and effort has been made to ensure
the best medical care is provided and hence thelagwent of these CAMD systems.

In Europe and other parts of the world the govemmare taking the front row in adoption of these
CAMD systems, case of PREDICT-CVD system in Newl&e@, by ensuring that there are frameworks
for adoption and a lot of awareness creation.

A study conducted by (Neale G et al, 2001), on adions to British hospitals reported that 6% of the
admitting diagnoses were incorrect. The emergerspadment requires complex decision making in
settings of above-average uncertainty and strdss.rate of diagnostic error in this arena rangemfr
0.6% to 12%, (O’'Connor P M et al, 1995 and Chdlliet al, 2001). Based on his lifelong experience
studying diagnostic decision making, (Elstein A1995) estimated that the rate of diagnostic emor i
clinical medicine was approximately 15%. Computasdd methods are increasingly used to improve the
quality of medical services. Mostly the remote arethe population are deprived of the facilities of
having experts to diagnose disease. So it is tieel 0f the day to store the expertise of specialists

computers through using ES technology.

Kenyans are lagging behind in the adoption of thea®&ID systems as testified by the medical doctors
on the low level of awareness creation. From WHQL(J report, diabetes and cancer were identified as
diseases which are now taking over HIV as beingbamone killer diseases in Kenya. Some of these
diagnostic systems have been designed to diagnohelseases in good time.

This study addresses issues that will enhancedteptance of these medical diagnostic systemsaitthhe
institutions. It suggests a suitable technologynaork and identifies gaps that may be and suggests
ways to mitigate these gaps in order to encourdgetan of medical diagnostic systems. According to
Lemaire et al (1999), the best clinicians excehgir ability to discern the correct diagnosis earglexing

cases. This skill requires extensive knowledge ,biesen interviewing and examination skills, and the



ability to synthesize coherently all of the avalidainformation. Unfortunately the level of expeetigaries
among clinicians and even the most expert can $somelail. For these reasons clinicians are well

advised to explore tools that can help them estalgibrrect diagnoses, thus CAMD systems.

1.3 GENERAL OBJECTIVE
The purpose of the study was to assess the exteaadoption and the factors facilitating or hinderin
adoption of CAMD systems in Kenya.

1.3.1 Specific Objectives
The specific objectives are to:
1. Analyze different technology adoption frameworksedisfor adoption of computer assisted
medical diagnosis systems or technology in thesgifit parts of the world.
2. Select a suitable framework and customize itéf¢his need to be used for the study of adoption
of computer assisted medical diagnosis systemeiy&
3. Validate the framework

1.4 Research questions
In order to attain the above outlined objectivdss tstudy shall endeavor to answer the following
guestions:
1. What are the frameworks used for adoption of coempassisted medical diagnostic systems or
technology?
2. Which is the most appropriate to study the adoptibrtomputer assisted medical diagnostic
systems and the gaps that maybe in it?
3. What factors influence the adoption of computeiséasd medical diagnostic systems in Kenya?

1.5 Significance of the study

It is not obvious that a CAMD system, even whenceied in other areas to be so helpful will be
adopted as is expected. The study tries to findubatt factors may be a hindrance to the adopticguoh
systems that are created to enhance provisioniok gumd quality health care but in return receilevs
pace utilization.

The overall beneficiary of the study are the gelngractitioners who will be able to gauge the trexid
infection in an easier way thus make more informledsions; the patients who will now be more clgsel
involved in his health issues; and the governmdrithvwill now be able to plan for provision of htal

facilities in a more informed way.



Table 1: A summary of key stakeholders of a medi@dnostic system

Stake Holder: Needs, Wants & Expectatio

Physicians and Other Care Giv Improved clinical outcomes, improw
diagnosis and treatment

Patients Improved patients’ experience, improy
physiological well-being, reduced waiting time,

reduced delay

Organization: Enhanced efficiency of internal operations, «
containment, increased productivity and quality

and outcomes improvement

Regulatory Agencies / insurance compa Reduced risks and improved patient sa

The Governmel improved health provision outcom

1.6 scope of the study

The study was carried out in a few selected hdspitiih a specific focus on specialists who areesxgd

to be the major users of these CAMD systems, thauiposive sampling was done. Only doctors were
interviewed, although other clinicians use thesstesys, because the study was investigating if the
specialty of a doctor would influence there adapiid these systems and also because they are éise on
who are mostly involved in carrying out diagnos&kso there were interviews with ministry of public
works and sanitation officials to gather the lesthdoption of CAMD systems and the efforts that th
government has put in place to emphasis adoptiendi systems.

1.7 Assumptions and limitations of the research

1.7.1 Basic assumption
The key players in the health sector, that is tivdstny of health officials and the doctors on tireund,
were consulted and it was assumed that there waanmework for adoption of computer assisted

medical diagnostic systems.

The study assumed that there would be full coojmerétom the doctors who were intended to fill et
guestionnaire which was not the case as most af there very busy and constant follow up had to be

made to get feedback.

The study assumed that these systems are mostiybys#octors to assist them in carrying out diagsos

and other clinicians only use them for referenag ot diagnoses as such.



1.8 Definitions of important terms
Healthcare; is the diagnosis, treatment, and pt@renf disease, illness, injury, and other phylsarad

mental impairments in humans.

Computer Assisted Medical diagnostic systems; ateractive computer programs designed to assist

health professionals with decision-making tasks

Adoption; it is the acceptance and usage, in s @ medical diagnostic system.

Framework of adoption; a format that provides gnaafor acceptance, in this case a medical diaignost

system



CHAPTER TWO: LITERATURE REVIEW

2.1 Concept of user acceptance

User acceptance is defined as the demonstrablegriiss within a user group to employ information
technology for the tasks it is designed to suppintis the concept is not being applied to situation
which users claim they will employ it without prolimg evidence of use, or to the use of technolagy f
purposes unintended by the designers or procugags\se of internet to access medical informatiom)
course there will always be a slight deviation fradealized, planned usage but the essence for
acceptance theory is that such  deviations arsignificant, i.e. the process of user acceptaricny

ICT tool for intended purposes can be modeled aedigted Dillon A and Morris M (1996).

2.2 Technology adoption

The process by which an organization adopts antemmgnts technological innovations is influenced by
the technological context, the organizational cxintend the environmental context, Tornatzky &
Fleischer, (1990).

Tornatzky & Fleischer (1990), go on to explain thhe technological context includes the intermet a
external technologies that are relevant to the.fifechnologies may include both equipment as well a
processes. The organizational context refers taliagacteristics and resource of the firm includimg
firm's size, degree of centralization, degree aifalization, managerial structure, human resources,
amount of slack resource and linkages among emgéoyEhe environmental context includes the size
and structure of the industry, the firm's competitothe macroeconomic content and the regulatory

environment.

2.3 Computer assisted Medical diagnostic systems

Computer Assisted Medical diagnostic systems aterdntive computer programs designed to assist
health professionals with decision-making taskse @levelopment of computer systems like CASNET
(Weiss S M et al, 1978), INTERNIST (Miller, PopleMyers), CADUCEUS (Blois, 1980), and MYCIN
and ONCONIN (Shortliffe, 1976) for diagnosing dises, managing treatments, consulting or explaining
has progressed rapidly, and more comprehensivastisgiagnostic systems like DXplain (Barnett, et al
1987) and INTERNIST-1/QMR (Miller, et al. 1982) lemwevolved. Most CAMD systems today are
limited in scope to a few related diseases or onlg disease. The clinician interacts with the safew
utilizing both the clinician’s knowledge and thefts@re to make a better analysis of the patienéiad
than either human or software could make on their.dl'ypically the system makes suggestions for the
clinician to look through and the clinician picksedul information and removes erroneous suggestions

The traditional development of knowledge basedesyst(KBS) is focused on solving an actual problem



in some local environment. This is used to be tiiteal motive. Knowledge representation therefarssd

to be biased towards the data that is used locatigl,the development of the reasoning (e.g. didmmos
therapeutic, etc.), usually considered the harddamthg part, is based on and is often optimizedHis

local representation of knowledge. Concepts chdraya place to place and not only in naming. The
transferability of knowledge is not a matter of glenconversion of names, as local concepts spread f
the representation of knowledge and has importamsexquences in the reasoning process, White C et al

(2002). E health and specifically CAMD systemstfos case needs to be interoperable.

CAMD systems can either be web based or not. Adogrtb (Chellis M et al, 2001), five specific
methods for projecting a diagnosis are Expert Badeed, Bayesian, Statistical, Neural Networks, and
Decision Trees. In the late fifties, Ledley and teas (1959) suggested that the decision process for
arriving at a medical diagnosis could be modeledgua medical combination of symbolic logic and
conditional probability methods. Barnett (1982) rged out that computer programs for medical
diagnosis had "the greatest potential when thécelirproblem is relatively well defined and struetd

and when only a limited number of diseases nedsbtoonsidered.” Yet, five years later Barnett et al
(1987) wrote the introductory article for DXplaia, Computer Assisted Medical Diagnosis (CAMD)
system that included over 2,000 diseases and &g and symptoms with a knowledge base that
specified more than 65,000 relationships among them

General CAMD Functions and Methods Shortliffe'sieavof medical decision-support systems (1987)
listed three functions of such systems; a) Infofomtmanagement, b) Focus attention by flagging
abnormal values, explaining possible abnormalit@salerting possible drug interactions, c) Patient
specific consultation and assessment. Althoughstitsgi in making a diagnosis and identifying
appropriate treatments or tests are two functidwag &re often incorporated together, many CAMD
systems include only one of these functions. CAMBtems obtain information either; a) actively, by
monitoring medical devices or medical records tegivarnings, advice, or report on conditions, or b)
passively, by waiting for sign and symptom inpist CAMD systems are passive data systems that
either make suggestions or critique the informatiopdecisions that are entered. The CAMD systests al
differ in Human Factors areas, which include edagse, reliability of computer system, ease of engg

information (mode and length process), and theedetyr which displays are informative and easilylrea

An example of a web based system is the DARE systetnthe others operate in a similar way, they
include QMR—First Databank, Inc, CA,; lliad—Univessiof Utah; DXplain to mention just but a few.
The DARE (Deep Anatomical REasoner) system wastedem the ESTEEM telematics environment.
The ESTEEM environment is an effort for the inteigra in a telematics environment (European
Standardized Telematic Tool to Evaluate EMG knogetlased systems and methods). The DARE is a



Decision Support System for the Diagnosis of Newstnlar Diseases, S. Vingtoft et al (1994). One of
the main reasons for the multitude of KBS develoipettie medical domain of neuromuscular diseases is
the fact that, in spite of its complexity, it igelatively well structured domain. Several systeaxrglore

these characteristics of the domain knowledge iitfylj reasoning by inference rules that capture

directly the heuristic medical knowledge.

DARE Kernel

Causal-Functional Model

Anatomo-Physiological

.

Enowledge

™ EMG

Patient Record Data
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M ~
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Data
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Mecanisms

-

Reasoning Process

Possible Disorders ]
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.
L
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L

Abstract Hypotheses J

Refined

.
Deduction
¥

.

Possible Diagnoses J

- DARE Interface

Figure 1: The RE decision support system

Source: ESTERMject (AIM A-2010).
The system executes its reasoning in two phaséielfirst, it explores the basic anatomical prtipsrof
the problem. The system performs a superficial etdd search to elicit abstract hypotheses that can
offer reasonable explanations for all the obseowati The main goal is to use the anatomical relatio
defined explicitly in the model, in order to restrihe large number of initial possibilities andcil
abstract diagnostic hypotheses (e.g. local lesiomedian nerve somewhere between the palm and
elbow). In a second phase, each of these hypotlesefined (e.g. local lesion of the median atstvri
with moderate severity), the structural statesheféxamined structures as well as predicted obsemga
are deduced. A comparison between these predietadts and the observation results is then used to
evaluate the plausibility of each hypothesis a®xgrlanation for the observations made. In this séco
phase, the main goal is to evaluate each of thgestigd hypotheses in the light of the new physicédg
knowledge added by the above refinement.



The way the system behaves in order to obtain tssiple diagnoses from a specific patient data set,
presents some similarities with the anatomical aefg) performed in clinical practice. Initially, éh
information about the patient is interpreted inmerof anatomy and physiology, DARE Kernel Causal-
Functional Model Anatomo-Physiological Knowledgedfwiedge Abstraction/Refinement Mechanisms
Reasoning Process Superficial Abduction Possibkoiders Refined Deduction Abstract Hypotheses
Possible Diagnoses DARE Interface Patient RecofC@) Clinical Data EMG Data whereby some
anatomical states are identified. Then, anatond@nostic hypotheses are suggested and analyzed. A
present DARE is able to suggest from partial detiai¢al and EMG) the possible diagnostic altenvedi

and the planning of further tests can be conductedder to differentiate between these alternatimeto
increase the support of a preferred hypothesis.

The current version of the DARE system is very pigimng and has already achieved a quite acceptable
diagnostic performance and it is being improved Dme overall goal of it developers is to make the
system available worldwide, as a server in the gloletwork. It is not prudent for aspects that cfies

not to be considered while such a system is beiodifiad.

2.4 Technology Adoption Frameworks

There are various frameworks that can be usedkasa for developing a medical diagnostic adoption
framework but since the main enabler for theseesystis technology, the base models usually comes
from technology adoption studies. Among these nxdehified Theory of Acceptance and Use of
Technology (UTAUT), Venkatesh, Morris and Davis @2) is the most prominent example. Other
models such as Technology Adoption Model, Davi8@)&heory of reasoned action (TRA) and theory
of planned behavior (PBC) also exists.

A combination of best model and other new dimersioifAwareness’, ‘cost/saving’, ‘trust’, ‘ICT skdl

and Experience’, ‘User satisfaction’ and ‘perceigeglity’ should also be considered.

2.4.1 Theory of reasoned action (TRA)

TRA posits that individual behavior is driven byhla@ioral intentions where behavioral intentions are
function of an individual's attitude toward the helor and subjective norms surrounding the
performance of the behavior. Attitude toward thénehéor is defined as the individual's positive or
negative feelings about performing a behaviorsltdétermined through an assessment of one's beliefs
regarding the consequences arising from a behamor an evaluation of the desirability of these
consequences. Formally, overall attitude can besassl as the sum of the individual consequence x
desirability assessments for all expected consegseof the behavior. Are the users having a pesitiv
attitude on the utilization of medical diagnostistems? Subjective norm is defined as an individual

perception of whether people important to the iitlial think the behavior should be performed. The
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contribution of the opinion of any given referestweighted by the motivation that an individual bas
comply with the wishes of that referent. Hence,rallesubjective norm can be expressed as the sum of
the individual perception x motivation assessmémtsall relevant referents. Algebraically TRA caa b
represented as 8 Bl = wlAB + w2SN where B is behavior, Bl is beharél intention, AB is attitude
toward behavior, SN is subjective norm, and wl &Bdare weights representing the importance of each
term.

Figure 2: diagrammatic representation of theorseatoned action

Atitude Toward
Act or Behavior

Behaviora

Irtention il

¥

Subjedive Morm

Source: Fishbein, M., & Ajzen, |. (1975).

The model has some limitations including a sigaificrisk of confounding between attitudes and norms
since attitudes can often be reframed as normwigedversa. A second limitation is the assumpttuat t
when someone forms an intention to act, they vélfdee to act without limitation. In practice, ctramts
such as limited ability, time, environmental or amgzational limits, and unconscious habits willititthe

freedom to act.

2.4.2 Theory of planned behavior (PBC)

The TPB Ajzen (1991) extends the TRA by adding @eed behavioral control (PBC) as a variable that
affects the intention towards behavior. The ratiereehind the addition of PBC was that it wouldall
prediction of behaviors that were not under conepletlitional control. The relative importance of
attitude, subjective norm (SN), and PBC in the fmtmh of intention is expected to vary across
behaviors and situations Ajzen (2002). It is irderifrom this explanation that the level of relasibip
between dependent variables (attitude, SN and RBE€)ntention changes due to behavior

11
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Figure 3: Theory of Planned Behavigjzén, 1985, 2002)

Chang (1998) claimed that PBC is a better prediofdoehavioral intention than attitude, and TPB is
better than TRA in predicting unethical behavidneTesults of the study Hansen et al. (2004) tsied
and compared the ability of the TRA and TPB in

predicting consumer online grocery buying intentsuggest that the TPB (with the inclusion of a path
from SN to attitude) provides the best fit to tregadand explains the highest proportion of vanatio
online grocery buying intention. Tan W et al (2008und that TRA-based study shows a severe
limitation in the ability of the intention to prediactual knowledge sharing behaviors. Howevegehr
variations of TPB-based models in their study shbat, although the independent variables give
satisfactory explanations of variance in intent{®2 > 42%), the intention—behavior gap still exists
each of the three models. Ryu et al. (2003) stétatthe TPB model appeared to be superior to B T
in explaining physicians’ intention to share knogde. Within the context of technology adoption, PBC
relates to the individual’s perception of the asdabity of IT and to the opportunities for its ugg and to

an individual's self-confidence in his or her ayilio use IT effectively Baker et al. (2007)

2.4.3 The technology acceptance model (TAM)

The Technology Acceptance Model (TAM) is an infotima systems theory that models how users come
to accept and use a technology. The model sugtiegtavhen users are presented with a new technology
a number of factors influence their decision alfey and when they will use it, notably:

12



. Perceived usefulness (PU) - This was defined teg Bavis as "the degree to which a person
believes that using a particular system would eoddais or her job performance".
. Perceived ease-of-use (PEOU) - Davis definedabithe degree to which a person believes that

using a particular system would be free from effBrvis (1989).

TAM is one of the most influential extensions oz&n and Fishbein’s theory of reasoned action (TRA)
in the literature. The goal of TAM is “to providen @&xplanation of the determinants of computer
acceptance that is general, capable of explaineg behavior across a broad range of end-user dempu
technologies and user populations while at the dame being both prudent and theoretically justifie
(Davis 1989). It was developed by Fred Davis andh&id Bagozzi (Davis 1989, Bagozzi,). TAM
replaces many of TRA's attitude measures with e technology acceptance measures— ease of use,

and usefulness.

Perceived
Usefulness
(U)

\

Extemel Attitude EE["IB.“#IDFEH Astiin
Variables Toward inenion o System Use
Using (A) Use (BI) y

Perceived
Ease of Use

(E)

Figure 4. diagram representation of technology acceptanaeimo

2.4.4 Unified Theory of Acceptance and Use of Techlogy (UTAUT) Model

Venkatesh, Morris and Davis (2000) created an mated model called Unified Theory of Acceptance
and Use of Technology (UTAUT), in which models poasly used in the information technology
literature were merged. The UTAUT is made of eitffistoretical models: TRA, TAM, the motivational
model, the theory of planned behavior (TPB), a rhadenbining the TAM & TPB, the model of PBC
utilization, the innovation diffusion theory & tremcial cognitive theory. UTAUT helps managers asses
the likelihood of success for new technologies e & understand the drivers of technology accegta
The UTAUT model identifies the determinants of useceptance and usage behavior. Accordingly, there
are four core determinants of intention to use @sabe of the technology. Three are direct detemtsna
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of intention to use technology namely performangpeetancy, effort expectancy and social influence
while intention to use and facilitating conditicm® two direct determinants of usage behaviory Eiteo
identified four moderators of these key relatiopshiamely gender, age, experience and voluntarafess
use.

In this research we investigate the three detemténaf intention to use and moderating factorsesfdgr,
age and specialty.

Performance expectancy is the extent to which geesubelieve that medical diagnostic systems ssvic
will enhance their diagnosis efficiency while eff@xpectancy refers to the degree of ease withtwhic
user's access the medical diagnostic systems. Téegen to be similarities among the construct of
performance expectancy and the perceived usefuloR§AM (Davis 1989), perceived information
quality (Venkatesh et al, 2003) and user satisfac{Menkatesh et al, 2003). Also there seem to be
similarities among the constructs of effort expactaand perceived ease of use of TAM (Davis 1989)
and ICT skills and experience (Miyaki and Fernangl@@1).Social influence refers to user’'s perception
of significant others requiring them to use medidi&gnostic systems whereas facilitating conditions
relate to the extent that users believe organizatiand technical infrastructure exist to supploetuse of
medical diagnostic systems. There seem to be siti@abetween the construct of social influencd an
savings/cost (Heeks R 2006), perceived Trust (Roeh2008) and awareness (Heeks R 2006).

Users will adopt a technology if they perceive st leelping them to improve their performance and
consequently find it relevant in performing theisks. So the user’s judgment of job relevance based
awareness of the technology capabilities in enlmanciser's performance contribute to enhance the
perceived usefulness (Venkatesh and Davis 2000katesh et al, 2003). This idea of job-fit is also
referred to as near term usefulness which impligzroved job performance or job satisfaction (Chau,
1996). Positively valued outcomes resulting from tise of technology will influence users’ beliefmat

its usefulness (Davis, 1989). Hence, extrinsic wadtirs associated to the use of the technology are
related to perceived usefulness (Davis, 1989).

Moreover, the UTAUT model attempts to explain hawlividual differences influence technology use.
More specifically, the relationship between perediusefulness, ease of use, and intention to usbea
moderated by age, gender and specialty.

14
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Figure 5: diagram representation of Unified TheminAcceptance and Use of Technology
Source: Venkatesh, V. and Davis, F.D (2003)

2.5 Comparison of the theoretical models

TRA and TAM, both of which have strong behaviorbdneents, assume that when someone forms an
intention to act, that they will be free to act lwatit limitation. In the real world there will be ma
constraints, such as limited freedom to act BagoBavis & Warshaw (1992).Bagozzi, Davis and
Warshaw say because new technologies such as pkemsamputers are complex and an element of
uncertainty exists in the minds of decision malith respect to the successful adoption of theropfee
form attitudes and intentions toward trying to feém use the new technology prior to initiatingoet$
directed at using. Attitudes towards usage andhiities to use may be ill-formed or lacking in cariiin

or else may occur only after preliminary strivingslearn to use the technology evolve. Thus, actual
usage may not be a direct or immediate consequafnegch attitudes and intentions. Bagozzi, Davis &
Warshaw (1992)

Several researchers have replicated Davis’s ofigindy (Davis 1989) to provide empirical evidemee

the relationships that exist between usefulnes® efiuse and system use Adams, Nelson & Todd (1992
Davis (1989;). Much attention has focused on tgstite robustness and validity of the questionnaire

instrument used by Davis.
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Adams et al. (Adams 1992) replicated the work ofiBdDavis 1989) to demonstrate the validity and
reliability of his instrument and his measuremeralas. They also extended it to different settiagd,
using two different samples, they demonstratedritegnal consistency and replication reliabilitytog
two scales. Hendrickson et al. Hendrickson, Masseyronan (1993) found high reliability and good
test-retest reliability. Szajna (1996, found theg instrument had predictive validity for intentuse, self-
reported usage and attitude toward use.

Venkatesh and Davis extended the original TAM moielexplain perceived usefulness and usage
intentions in terms of social influence and cogeitinstrumental processes. The extended modelredfe
to as TAM2, was tested in both voluntary and mamgasettings. The results strongly supported TAM2
Venkatesh & Davis (2000).

Due to this extensive and modification of the TAMrmework, it is only prudent to use its concept in
coming up with a framework that will ensure comeleind perfect adoption of medical diagnostic
systems thus the use of the UTAUT model.

Also the UTAUT model was considered as a theoryfa in this research based on the following merits

i) It amalgamates all earlier theories of human beawat is TRA TPB etc in terms of their
constructs.

i) It has gained wide acceptance and use in manynifibon related studies

iii) It has been used in many studies across the gldahepwsitive results in both developed and

developing countries.
iv) It has been tested in the same line of computéstadsmedical diagnostic systems in other

areas with positive results making it ideal fostkiudy
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CHAPTER THREE: THEORETICAL FRAMEWORK

3.1 Chapter Overview

This chapter is about the conceptual frameworkswieae used in carrying out the research and statin

the various hypotheses that were investigatedighlights the constructs identified from the liteense

review and the moderating factors influencing thesestructs.

3.2 Definition of constructs

Table 2: Definition of the research framework counstis

Construc Definition Reference
Perceived usefulness (F "The degree to which a pers| (Davis 1989
believes that using a particular
system would enhance his pr

her job performance". |

medical diagnostic systems

context, it is perceived as the

likelihood that the technolog
will benefit the users. A

significant body of TAM

research has provided
evidence that PU is a stromg

determinant of user

acceptance, adoption, a

usage behavior.

N

y

nd

Perceived ea-of-use PEOL

The degree to vich a persol
believes that using a particul

system would be free from

effort. This construct is linke
to a potential medicg
diagnostic  system  user
estimation of the effort he g
she will put to understand ar

use such as a system

(Davis 1989
ar

)

=

d

Perceved information Quality

The medical diagnostic syste

Venkatesh et al, 20
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(PIQ)

users’ perception of tF

quality of information.
Perceived quality refers to th
value of the information inpu

into these systems

e

User satisfactic

This refers to the ovell
users’ satisfaction with th
medical diagnostic systems
terms of content, interfacs

speed, quality and security.

Venkatesh et al, 20
e

in

€

Perceived Tru:

The perception of confiden

in medical diagnostic systems

in terms of reliability and

integrity

Roca et al (200:i

ICT skills & experienc
(EXPERIENCE)

Duration of experience ar
frequency of use. The level
specialized expertise to &
able to wuse the medic

diagnostic system.

Miyaki and Fernandez (20(
of

e

=2

Saving/cos User’'s perception of whett | Heeks F (2006
the cost benefit pattern of
using medical diagnostic
system is acceptable.

Awarenes: Peoples knowledge of medic| Heeks F (2006

diagnostic systems arn

services they can provide, a

the availability of electronic

services.

d
hd

Intention touse

Reflects the desire to use

medical diagnostic syste

services now and in the futur

Davis et al (198¢
m
e.

D

This includes willingness t
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use medical diagnostic syst¢

Figure 6: The proposed framework
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3.3 Definition of hypothesis

The proposed framework above has different hypethasd they were as follows

H1: states that there is a positive correlatiorwben awareness and intention to use computer essist

medical diagnostics system.

H2: states that there is a positive relation betwperceived ease of use and intention to use and

eventually adoption of computer assisted mediadmstics system.

H3: indicates there is a positive relation betwa#fordability of computer assisted medical diagiosst

systems and the intention to use and eventuallgtamo

H4: States that there is a positive correlatiomvbeh perceived usefulness and intention to use gtenp

assisted medical diagnostics systems and everdaptian.
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H5: states that there is a positive correlatiowben perceived information quality and the intemtio
use computer assisted medical diagnostics systems.

H6: states that there is a positive correlatiorwbeh the level of ICT Skills required and the uge o
computer assisted medical diagnostics systems.

H7: states that there is a positive correlatiombeh user satisfaction and the intention to usepcaen

assisted medical diagnostics systems and evertaptian.

H8: states that there is a positive correlatiorwben the perceived trust and intention to use coenpu

assisted medical diagnostics systems and evertaptian.

H9: states that there is a positive correlatiomnvben attitude towards usage and adoption/use opatan

assisted medical diagnostics systems.

Hla: states that there is a positive relation behngender and the level of awareness of availplafit

computer assisted medical diagnostics systems.

H2a: states that there is a positive relation bebmgender and the perceived ease of use of computer
assisted medical diagnostics systems.

H4a: states that there is a positive relation betwgender and the perceived usefulness of computer

assisted medical diagnostics systems.

H5a: states that there is a positive relation betwgender and the perceived information quality of
computer assisted medical diagnostics systems.

H7a: states that there is a positive relation betwgender and the perceived trust of computertadsis
medical diagnostics systems.

H1b: states that there is a positive relation betwage and the level of awareness of availability o
computer assisted medical diagnostics systems.

H2b: states that there is a positive relation betwaege and the perceived ease of use of compusisteas

medical diagnostics systems.

H4b: states that there is a positive relation betwage and the perceived usefulness of computsteass

medical diagnostics systems.

H5b: states that there is a positive relation betwage and the perceived information quality of poter

assisted medical diagnostics systems.
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H6b: states that there is a positive relation betwage and the level of ICT Skills of users of catap

assisted medical diagnostics systems.

H7b: states that there is a positive relation betwage and the perceived trust of use of compagistad

medical diagnostics systems.

H2c: states that there is a positive relation betwgpecialty and the perceived ease of use of cempu

assisted medical diagnostics systems.

H4c: states that there is a positive relation betwspecialty and the perceived usefulness of canput

assisted medical diagnostics systems.

H5c: states that there is a positive relation betwspecialty and the perceived information quadity

medical diagnostic systems.

H6c: states that there is a positive relation betwspecialty and the level of ICT Skills of usefs o

computer assisted medical diagnostics systems.

H7c: states that there is a positive relation betwspecialty and the perceived trust of use of cderp

assisted medical diagnostics systems.

H8c: states that there is a positive relation betwspecialty and the perceived user satisfactiarsefof

computer assisted medical diagnostics systems.

3.4 Conceptualization of the variables

According to Cooper and Schindler (2011), “theraathing very tricky about the notion of indepencen
and dependence. But there is something tricky atimufact that the relationship of independence and
dependence is a figment of the researcher’'s imdgmaintil demonstrated convincingly. Researchers
hypothesize relationships of independence and digmee. They invent them and then they try by nealit
testing to see if the relationships actually workt ¢hat way”. Cooper and Schindler (2011) define
dependent variable as a “variable that is measymedicted, or otherwise monitored and is expetted
be affected by manipulation of an independent W&la They also defined independent variable as a
“variable that is manipulated by the researched, the manipulation causes an effect on the depénden
variable”. Lastly they define moderating variabkds¢ known as interaction variable) as a “second
independent variable that is included becausehtligved to have significant contributory or cagent
effect on the original independent variable — delean variable relationship”. Dwivedi and Weerakkody
(2007) proposed that personal variables can beidenesl as independent variables to explain the

difference between adopters and non adopters loftéagy.
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In our case (fig 1; conceptual framework), we haight independent variables which are our construct
From each and every, we shall make a hypothesishaghiall be tested accordingly. The demographic
factors shall constitute moderating variable of chhthere will be an independent hypothesis for each

demographic factor and its effect tested.

3.3.1 Dependent variable
The dependent variable intention to use medicagrdiatic systems will determine the utilization sage

level of these systems.

3.3.2 Independent variable
Independent variables are the variables that gueatad to affect doctors level of usage/ utilizasiaf
medical diagnostic systems, these are:

- perceived usefulness

- perceived ease of use

- perceived information quality

- internet safety perception

- ICT skills and experience

- Saving/cost

- Awareness

- Satisfaction
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CHAPTER FOUR: RESEARCH METHODOLOGY

4.1 Introduction

This chapter discusses data to be used in thig/stumv they would be collected and the analysis
technigues and method that will be applied in aziaty the data. It describes the characteristichef
population and other variables, and how data wéll dollected and measured. It also discusses data
analysis procedures and the statistical methodoldijged in analyzing the data upon collection and

general data analysis methods and techniques.

4.2 Research Design

The study used descriptive research design whichogacerned with analysis of existing data or facts
and makes a critical review of the same with a vidwinderstanding the situation. The study uset bot
gualitative and quantitative data and that is wtgdopted descriptive design. Descriptive resedestign

is a description of the state of affairs as it exit the present. The research design was expigrat
utilizing largely qualitative and quantitative raseh methods. The aim of using such a design was to
capture the overall scenario of efforts put in pléar implementation of medical diagnostic systeams]

also gets the views and perception of those ingbiveorder to formulate a framework to facilitate
adoption of medical diagnostic systems. For exardpka collection was largely quantitative based on
use of a questionnaire because of respondentshgvikss to be interviewed. Explaining of resultswa

done using qualitative approach.

4.3 Target Population and Sampling Frame

A population can be defined as the entire groupndividuals, events or objects having a common
observable characteristic Mugenda and Mugenda J20R8searchers usually cannot make direct
observations of every individual in the populatibey are studying. The study respondents were drawn
from selected hospitals. The criterion for selattieas accessibility to the hospitals and cooparabib
respondents. The selection was random, where eaatber of the population had an equal opportunity

to become part of the sample.

The study was carried out in hospitals in Nairale do their proximity to the researcher. From trestar
facility list, obtained from the ministry of healtt Afya House, it was established there were atle
seventy gazzeted hospitals while others were capegbas health facilities and were not full hosisit
The study targeted hospitals which are expectguitohase these medical diagnostic systems to lok use
by the practitioners at their premises. About selvespitals were chosen with at least ten resposdent
five being male and five being female doctors, lpespital, with a specific focus on specialists velne
expected to be the major users of the medical ditgn systems. Also there were interviews with
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ministry of public works and sanitation officials gather the level of adoption of medical diagrosti

systems.

4.4 Samples and Sampling Procedure

The study was carried out using purposive samptiethod. Purposive sampling was used to identify key
respondents that are directly involved in utilinatiof medical diagnostic systems since they are
knowledgeable, well informed and participate inisien making. Note that the specialists were chasen

a random way but the study was purposive as magpegialists were interviewed.

The study adopted stratified random sampling. Adiogy to Mugenda and Mugenda (2003) the goal of
stratified random sampling was to achieve desiregrasentation from various subgroups in the
population. The population can be divided into knaywoups, and each group sampled using a systematic
approach. The number sampled in each group wasgiap to its known size in the parent population.
According to Mugenda and Mugenda (1999) a 10% sarsige is representative. The study intends to
select 70 doctors from 7 different hospitals

n=N
1+N (e)*2
Where : n: the sample size
N: the population size
e: the level of preciseness
Error margin +4

4.5 Instrumentation

The main research tool that will be used is a sired questionnaire which is preferred as it prediad
relatively simple and straightforward approachhe s$tudy. A structured questionnaire with a cogtet
was used in the data collection. Likert scale wsesdun the questionnaire.

4.6 Data Collection Procedures
The study will use both primary and secondary daggondary data was obtained from e- journals, ook
and websites. Primary data was obtained email ssfidadministered questionnaires. This tool was

selected because it is cheaper and easier to aretgzadminister in terms of time.
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4.7 Data Analysis Technique
The SPSS software was used to analyze the dataripte® techniques such as frequencies, tables and

graphs were also used in the analysis.

Other than that the Pearson’s Coefficient's tebt, square distribution tests was used to test the
frequencies of several constructs and their cdroglawith intention to use, t test was used to test
correlation of demographic factors and the varioarsstructs.

Chi square test is where the chi square value taf dhatained is established and it's compared with a
value from the chi square table at a certain degfefeeedom and significance level. If the former i
greater than the latter we the hypothesis thaptbportion of those who would use medical diagmosti

systems has a positive relationship to the indepetneariables otherwise we reject it.

Also Spearman’s rank correlation is a non-parametest that is used to measure the degree of
association between two variables. Spearman’s camfelation test does not assume any assumption
about the distribution, meaning that the data priesehas a non-normal distribution. We used speaaana
rank correlation analysis to verify the relatiomshietween the various constructs and attitude tsvar

usage.

4.8 Validity
Validity is the accuracy and meaningfulness of riefiees, which are based on the research results
Mugenda and Mugenda (2003). To confirm validityre$earch tool proper examination was done to

ensure proper coverage and research objectivexhieved.
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CHAPTER FIVE: RESULTS AND DISCUSSION

5.0 Introduction

This chapter presents research findings, analysisdiscussion. It focuses on providing solutiond an
research objectives. The main research tool us#tkifindings was self-administered questionndife
study set to analyze the various frameworks forpddn used in other parts of the world and the
assessment on the major constructs required falag@ng such frameworks. During the study efforswa
taken to find out if the users in this case thetalmcwere aware of the existence of computer &skist
medical diagnostics systems and the frameworkHeir adoption in Kenya. The findings of this chapte
will result in designing of a framework for adoptiof CAMD systems in Kenya

5.1 Data Analysis

5.1.1 Methods of data analysis

Both descriptive and inferential statistics weredig analyze data. Descriptive statistics incluge@ns,
frequencies and percentages. Inferential statista@daded correlation tests such as Chi squareildigton
test, t test, and ANOVA which were used at seveoaits as they were dimmed efficient.

To achieve the first objective which was (To Anadifferent frameworks used by different countries
and states to facilitate adoption of computer tedimedical diagnostic systems and identify whattoa
borrowed from them so as to come up with a suitbbl@ework), different frameworks such as TAM and

UTAUT were analyzed.

To achieve the second objective which was (To ifletite gaps in the current framework that neetlgo
addressed), the various constructs obtain fromlitheature review were analyzed using correlation t

indicate their relation to the intention of usecofnputer assisted medical diagnostic systems.

To achieve the third objectives which was (To \atiédthe framework), regression analysis was used to
identify the relationship between the moderatingdes (demographic factors) and the various cootstru
and their effect on intention to use the compussisted medical diagnostic systems. Also chi squwae
used to confirm the relationship between the varicanstructs and the intention to use computestassi

medical diagnostic systems and eventuality thedasdid framework design.

5.2 Reliability

Reliability is that quality of measurement that gests that the same data will be collected eacé itim

repeated observation of the same phenomenon (Glhandb04). The respondents for pilot were 6
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doctors from 3 hospitals. Cronbach’s Alpha coeffitiformula was used to estimate internal consigten
Reliability coefficient of 0.7 and above was recoemuied (Cronchbach, 1951).

Table 3: Table of summary of reliability

No. of | Cronbach's Cut
Section Questions Alpha off Comment
Conducting available framewc 2 0.69¢ 0.7 Reliable
Various constructs on awareness, cost and | 13 0.71: 0.7 Reliable
Various constructs on information quality, I(
skills and satisfaction 10 0.843 0.7 Reliablg

5.3 Response Rate

The tables below shows demographic characterisfitise respondents obtained from the questionnaire.
Respondents were mainly doctors as these CAMD ragséee majorly designed for them.

Table 4 Response rate

Response rat % Response rat
Successful 45 64.29
Unsuccessful 25 35.71
Total 70

The successful response rate was 64.29% percenbhanohsuccessful response rate was 35.71% percent.
A total of 45 valid questionnaires were received afua possible 70 that were issued. These maidy a
due to the busy schedules of the doctors that de'tdiave a response rate of 100%. The respomse ra
was 64.29%. According to Mugenda and Mugenda (1999¢sponse rate of 50 percent is adequate for

data analysis.

5.4 Gender response Rate
The study sought to establish the gender distobutif the respondents. The findings were presented

table 5 below
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Table 5: Gender of responde

Frequenc Percer Valid Cumulative Perce
Percent

20 44 ¢ 44 L 44 L

25 55.€ 55.€ 100.(

45 100.( 100.(

Figure 7. Gender of respondent

gender

B female
Emale

According to table 5 above, a total of 45 respotsl@éasponded to the data that was collected, from
different hospitals 55.6% were male and 44.4% iemeale. This indicates that more male doctors than
their female counterparts responded to the quastica

5.5 Age Distribution

The study attempted to establish the age distohutf the respondents. The findings are as perdigu
below.
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According to figure 8 below, 33.33 % of the respemid are between 21-30 years, 51.11% are 31-40
year, 11.11% are 41-50, and 4.444% are over 5Gy&his indicates that most of the respondents are
young doctors who are at the verge of specializing.

Figure 8. Age Distribution

60.0%
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30.0%5
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0% T T T T
20to 30 31 to 40 41 to 50 51 to B5

age

5.6 Specialization
The study also sought to establish the area ofrégpef the respondents. The findings were preskint
figure 9 below.

The study findings reveal that a majority of thependents were specialists with only 15% beingrothe
clinical officers. These results imply that thepasdents may have been exposed to the CAMD systems
in one way or another as they are the people thyestems are designed for hence knowledgeable of the
medical diagnostics systems usage. In addition fitndings imply that the respondents were well

distributed across all categories of users.
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Figure 9. Specialization
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5.7Constructs correlations

5.7.1 Awareness
At this point this study investigates the first b¥fpesis H1

H1: states that there is a positive correlatiorwbeh awareness and intention to use computer esist

medical diagnostics system.

The study investigates this hypothesis by meare dii square test and verifies by Pearson codfticie

test.

The mean values of the test items of the constfiatvareness indicate that generally, the respdaden

are aware of the presence of CAMD systems and ttmgact on diagnosis. The average observed chi
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square value is greater than the expected as tedidaelow. This indicates for effective adoption,

awareness drive is essential.

Table6: Table 5.4.1a Chi square table for awarene

Value Df Asymp.  Sig.
(2-sided)

Pearson Cl-Squar: 8.77¢ 1C .55¢
Likelihood Ratic 11.13¢ [1C 347
Linear-by-Linear

o .001 1 .979
Association
N of Valid Case 45

The findings indicate that the chi square valué.389 and at a degree of freedom of 2 and level of
significance of 0.168 the conventional value shdagd0.211, as indicated from the universal chi sgua
table, implying that there was a positive relatlopsbetween the awareness and usage. This means tha

an increase in awareness by 1% leads to an incireagention to use and eventually adoption.

Table7: Table 5.4.1b Person’s coefficient test for awarenes

Awareness [Awareness |RECOMMEN
DATION

Pearson Correlatic |1 .05(C 127
Awarenessl Sig. (c-tailed .81(C .55t

N 26 26 25

Pearson Correlatic |.05C 1 241
Awareness4 Sig. (z-tailed .81(C 23¢

N 26 26 25

Pearson Correlatic |.12¢4 244 1
|RECOMMENDATI _

Sig. (z-tailed .55t 23¢
ON

N 25 25 25

From the table 5.5.1b above, we see that the Re@arsoefficient for awareness is consistent henee w
conclude there is a statistical correlation betwaeareness and intention to use CAMD systems hence

the hypothesis has been verified to be statisyicidnificant.
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5.7.2 Perceived ease of use

The hypothesis under investigation

H2: states that there is a positive relation betwperceived ease of use and intention to use and
eventually adoption of computer assisted medicgmbstic.

This is tested using the Chi square test and eerifsing the Pearson’s coefficient test.

The mean values of the test items of the consbliperceived ease of use indicate that the respisde
agree that the CAMD systems are easy to use. Theqdare test for perceived ease of use shows a
significant correlation of 6.134 compared to 3.4%ch is the expected value

Table 8:Table 5.5.2a Chi square table for erceived ease c

use

Value Df Asymp.  Sig,
(2-sided)

Pearson CIl-Squar: 5.18¢ 8 737

Likelihood Ratic 6.77¢ 8 .561

Linear-by-Linear

Association 397 ! 529

N of Valid Case 45

There was a significant positive relationship betwéhe perceived ease of use and usage as reflacted
coefficient of 6.134 (chi square expected was 3.49%)is means that an increase in perceived eaggseof
by 1% leads to an increase in intention to useevmhtually adoption. The findings are consisterthwi
those of Davies et al. (1989) who asserted thateperd ease of use influences one’s attitude tosvard
system usage, which influences one’s behaviorehiiin to use a system, which, in turn, determines

actual usage.

From the table 5.5.2b, the coefficient for percdiease of use and intention to use CAMD systems is

significant at the 0.05 confidence level. Therefiie hypothesis H2 is verified to be correct.
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Table 9:Table 5.5.2b Pearson’s Coefficient test for Percedd ease of use

RECOMME |easeofus [easeofus |[easeofus |easeofus |easeofus
NDATION (1 2 3 4 5
Pearsor
) 1 .369 307 .365 .094 .392
RECOMMENDATIO Correlation
N Sig. (z-tailed .07C .13¢€ .07z .65¢ .05:
N 25 25 25 25 25 25
Pearsor . . . )
, .369 1 449 461 421 687
Correlation
|leaseofusel ] )
Sig. (z-tailed .07¢ .021 .01¢ .03z .00C
N 25 26 26 26 26 26
Pearsor . . .
_ .307 449 1 702 .351 401
Correlation
|leaseofuse2 ) )
Sig. (z-tailed’ .13¢ .021 .00C .07¢ .04z
N 25 26 26 26 26 26
Pearsor " . .
_ .365 461 702 1 .560 450
Correlation
|leaseofuse3 ) )
Sig. (z-tailed 072 .01¢ .00C .00z .021
N 25 26 26 26 26 26
Pearsor X . X
_ .094 421 351 560 1 575
Correlation
|leaseofused ] )
Sig. (z-tailed .65¢ .03z .07¢ .00z .00z
N 25 26 26 26 26 26
Pearsor ) . .
, .392 687 401 450 575 1
Correlation
|leaseofuse5 ] )
Sig. (z-tailed .052 .00C .04z .021 .00z
N 25 26 26 26 26 26

*Correlation is significant at the 0.05 leve-tailed)

**_Correlation is significant at the 0.01 level-tailed)

5.7.3 Savings/Cost
The hypothesis under investigation here
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H3: indicates there is a positive relation betwaéfordability of computer assisted medical diagimost

systems and the intention to use and eventuallptamo

Also this constructs checks whether the doctor béllable to save time if they use these systemshand
patient saves money. To establish whether this thgsis was supported by the findings of the data
collected, chi square test was carried out an@# verified by Pearson’s coefficient test.

The mean values for the test items of savings imtef money and time shows that most of the
respondents did not agree strongly that there wbeldny savings in terms of money on the partdef t
doctors as eventually some of the patients wouttugnseeing a doctor still and most were in agreg¢me

that time would surely be saved as indicated bycthequare table for savings below.

TablelC: Table 5.5.3.1 Chi square value for co

Value Df Asymp.  Sig,
(2-sided)
Pearson CIl-Squar: 2.537F 2 .28z
Likelihood Rati 2.515 2 .28¢
Linearby-Linear
Association 450 ! 203
N of Valid Case 45
Tablell: Table 5.5.3.2 chi square table for tim
Value Df Asymp.  Sig.
(2-sided)
Pearson Cl-Squar: 3.437 2 A7¢
Likelihood Ratic 3.23¢ 2 .19¢
Linear-by-Linear Associatio |.82&% 1 .36¢
N of Valid Case 44

There was a significant positive relationship betwehe savings/cost and usage as reflected by a chi
square value of 4.083 (chi square expected wasl.Zhis means that if the CAMD systems are
eventually adopted, both the doctors and the patieill save in terms of time and money respeciivel
hence eventual adoption.
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Tablel2: Table 5.5.3.3 Pearson’s coefficient test for coshd time

RECOMMEN [cost] cost: time
DATION
Pearson Correlatic |1 .02z .04¢ 1€
[IRECOMMENDATI _
Sig. (z-tailed .91z .82¢ 57t
ON
N 25 25 25 25
Pearson Correlatic |.027 1 A5€ 602"
costl Sig. (z-tailed 912 .01¢ .001
N 25 26 26 26
Pearson Correlatic |.04¢€ 45€ 1 537"
cost2 Sig. (z-tailed .82¢ .01¢ .00t
N 25 26 26 26
Pearson Correlatic |.11¢ 607" 537" 1
Time Sig. (z-tailed 57t .001 .00t
N 25 26 26 26

*. Correlation is significant at the 0.05 leve-tailed)
**_Correlation is significant at 'e 0.01 level (-tailed)
From table 5.5.3.3 above, it is verified that tiemel costs are statistically significant as farrgsrition t

use CAMD systems is concerned.

5.7.4 Perceived usefulness

At this point, the hypothesis under investigation

H4: States that there is a positive correlatiomnvbeh perceived usefulness and intention to use gEnp
assisted medical diagnostic systems and eventogtiad.

The mean values for the test items of perceivefulrsess indicate that the respondents agree wih th
fact that CAMD systems are a useful innovationhia ICT and Medical world. The chi square value of

the test items in perceived usefulness show sigificorrelations.

Table 13 Table 5.5.4a Chi square table for perceive

usefulness
Value Df Asymp.  Sig.
(2-sided)
IPearson ClSquar 11.134 |8 .19
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Likelihood Ratic 13.57C 8 .09
Linearby-Linear
o .641 1 423
Association

N of Valid Case 45

There was a significant positive relationship betwéhe perceived usefulness and usage as reflegtad
chi square observed value of 11.78 (chi square ategewas 3.49). This means that an increase in
perceived usefulness leads to an increase in iatetd use and eventually adoption. The findingsen
in agreement with those of Daves et al (1989) whacluded that positively valued outcomes resulting

from the use of the technology will influence uséediefs about its usefulness.

From Table 5.5.4b below, we note that the corratatioefficients for each path, that is, the linksdeen
each of the variables, is statistically significanliese results indicate that, at the bivariatellesach of
the conditions necessary to test for the possible has been met. It is evident that the values for
perceived usefulness are statistically signifiaetording to the Pearson’s coefficient test. Tlasfies

the fact that perceived usefulness influences fiterto use CAMD systems and eventually adoption.

Table 14: Table 5.5.4b Pearson’s coefficient test for pemaivsefulness

usefulness |usefulness [usefulness

Pearson Correlatic | 1 447 567
usefulnessl Sig. (c-tailed .00z .00cC

N 45 45 45

Pearson Correlatic |.44%" 1 .38¢”
usefulness2 Sig. (c-tailed .00z .00¢

N 45 45 45

Pearson Correlatic |.567" .38¢” 1
usefulness3 Sig. (c-tailed .00cC .00¢

N 45 45 45

**_Correlation is significant at the 0.01 level-tailed)

5.7.5 Perceived information quality

The hypothesis under investigation is
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H5: states that there is a positive correlatiomwben perceived information quality and the intemtio
use computer assisted medical diagnostic systems.

The mean values of the test items of perceivedmimdtion quality shows that the respondents highly
appreciate information they would value in thesggdostic systems. There is a significant correfatio
between the test items under the construct of pe@énformation quality as indicated in table 4dve

Tablelt: Table 5.5.5a Chi square table on peeived information quality

\Value df Asymp. Sig. (-sided
Pearson Cl-Squar: 14.63¢ 8 .067
Likelihood Ratic 17.937 8 .02z
Linearby-Linear
T 16.788 1 .009
Association
N of Valid Case 45

There was a significant positive relationship betwehe perceived information quality and usage as
reflected by a coefficient of 12.689 (expected szjuiare value was 3.49). This means that an inciease

perceived information quality leads to an increiasatention to use.

Table 16:Table 5.5.5b Pearson’s coefficient test forperceived information

quality
informationqu | informationqualit
alityl 2
Pearson Correlatic | 1 531
Informationquality )
1 Sig. (z-tailed .00C
N 45 45
Pearson Correlatic |.531" 1
Informationquality _
) Sig. (ztailed .00C
N 45 45

**_Correlation is significant at the 0.01 level-tailed)
From Table 5.5.5b above, it is evident that theugslfor perceived information quality are statatic
significant according to the Pearson’s coefficitadt. This verifies the fact that perceived infotioma

quality influences intention to use CAMD systemd amentually adoption.

5.7.6 ICT Skills
The hypothesis under investigation here
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H6: states that there is a positive correlatiorwben the level of ICT Skills required and the u$e o
computer assisted medical diagnostic systems.

The mean values for the test item of ICT skilldigate that the level of IT skills required suchdical
systems should not be too technical. Also it indisathat the respondents concerned are computer
literate. There is a significant correlation ofweén the test items under the construct of ICTisskil

Tablel7: Table 5.5.6a chi square table for ICT Skill

Value df Asymp.  Sig,
(2-sided)

Pearson Cl-Square 4.30F 8 .82¢
Likelihood Ratic 4.70¢ 8 .78¢
Linear-by-Linear

o .286 1 .593
Association
N of Valid Case 45

There was a significant positive relationship betwhe ICT skills or experience and usage as teflec
by a chi square observed of 6.99 (chi square exgestis 4.168). This means that an increase in ICT
experience leads to an increase in intention tangesventual adoption; the systems should be clesdl

in such a way that they are not too technical flayanan to encourage prompt adoption.

Table 18 Table 5.5.6b Pearson’s coefficient test for ICT Sks

ICTSkills1 | ICTSkills2 | ICTSkills3z | ICTSkills3k
Pearson Correlatic | 1 55¢€ 427 377
ICTSkills1  Sig. (c-tailed .00C .00¢ .01z
N 45 45 45 45
Pearson Correlatic |.55¢" 1 425" 37
ICTSkills2  Sig. (c-tailed .00C .00< .011
N 45 45 45 45
Pearson Correlatic |.427" 425" 1 814"
ICTSkills3a Sig. (c-tailed .00¢ .00¢ .00C
N 45 45 45 45
Pearson Correlatic |.37¢ .37% 814" 1
ICTSkills3b
Sig. (c-tailed 012 .011 .00C
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N | 45 | 45 | 45 45

**_Correlation is significant at the 0.01 level-tailed)

*. Correlation is significant at the 0.05 leve-tailed)

From Table 5.5.6b above, it is evident that theigslfor ICT skills are statistically significantcacding
to the Pearson’s coefficient test. This verifies fact that ICT skills influence intention to us&i@D

systems and eventually adoption.

5.7.7 User Satisfaction
The hypothesis under investigation here

H7: states that there is a positive correlatiombeh user satisfaction and the intention to usepcen
assisted medical diagnostic systems and eventoaliad.

The construct of user satisfaction had five itenféctv try to evaluate the comfort ability of the tse
while interacting with medical diagnostic systemgearms of the interface, the speed of the inteanet
connectivity whenever required. The correlationsveen the test items were significant with all imayvi

an average observed chi square value of 7.96 vihigteater than the expected value of 3.49.

There was a significant relationship between thisfagtion and usage as reflected by a coefficant
7.96 (chi square expected was 3.49). This meangthacrease in satisfaction by leads to an irsréa
intention to use and eventually adoption.

TablelS: Table 5.5.7a Chi square value for user satisfacti

\Value Df Asymp.  Sig.
(2-sided)

Pearson Cl-Squar: 5.18¢ 8 737
Likelihood Ratic 6.77¢ 8 .561
Linearby-Linear

o .397 1 .529
Association
N of Valid Case 45

Table2C:Table 5.5.7bPearson’s coefficient test fc user satisfactior

UserSatis
actionl

UserSati
faction2

UserSati

faction3

UserSati
faction4

UserSal
sfaction5
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Pearso o . .
, 1 711 428 .364 457
Correlation
UserSatisfactionl _
Sig. («-tailed .00C .00 .01< .00z
N 45 45 45 45 45
Pearsor o . o "
, 711 1 .607 521 400
Correlation
UserSatisfaction2 )
Sig. (=-tailed’ .00cC .00C .00C .00¢
N 45 45 45 45 45
Pearsor ) ) . )
, 428 .607 1 712 643
) ) Correlation
UserSatisfaction3 )
Sig. («-tailed .00z .00C .00C .00C
N 45 45 45 45 45
Pearsor " X .
_ 364 521 7172 1 526
Correlation
UserSatisfaction4 )
Sig. («tailed .01« .00C .00C .00C
N 45 45 45 45 45
Pearsor . " X X
_ 457 400 .643 526 1
Correlation
UserSatisfaction5 _
Sig. («-tailed .00z .00¢ .00C .00C
N 45 45 45 45 45

**_Correlation is significant at the 0.01 level-tailed)

*. Correlation is significant at the 0.05 leve-tailed)

From Table 5.5.7b above, it is evident that theueslfor user satisfaction are statistically sigaifit
according to the Pearson’s coefficient test. Thegfies the fact that user satisfaction influenaimtion

to use CAMD systems and eventually adoption.

5.7.8 Perceived Trust
The hypothesis under investigation here

H8: states that there is a positive correlationben the perceived trust and intention to use céenpu

assisted medical diagnostic systems and eventoatiad.

The construct of perceived trust had three testdteOn average, the respondents agreed that prdfacy
information obtained or revealed from these medidalgnostic systems is of the essence. The

correlations between the test items were significan
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Table21: Table 5.5.8a Chi squareable for perceived trus

\Value Df Asymp.  Sig.
(2-sided)

Pearson Cl-Squar: 14.19¢ |8 077
Likelihood Ratic 17.31°¢ 8 .027
Linearby-Linear

T 2.315 1 .128
Association
N of Valid Case 45

Also, there was a significant relationship betweerceived trust and usage as reflected by a clirequ
observed of 12.15 (chi square expected was 3.48.rMeans that an increase in perceived trustasese

the user’s confidence leading to intention to use @ventual adoption.

Table22: Table 5.5.8bPearson’s coefficient test fc perceived trust

PerceivedTru | PerceivedTrL | PerceivedTrL
t1 t2 t3
Pearson Correlatic |1 41¢ 48
PerceivedTrustl Sig. (z-tailed’ .00 .001
N 45 45 45
Pearson Correlatic |.41¢" 1 81C"
PerceivedTrustz Sig. (z-tailed’ .00 .00cC
N 45 45 45
Pearson Correlatic |.48¢" 81C" 1
PerceivedTrust: Sig. (z-tailed’ .001 .00cC
N 45 45 45

**_Correlation is significant at the 0.01 level-tailed)

From Table 5.5.8b above, it is evident that thei@alfor user perceived trust are statistically ifigamt
according to the Pearson’s coefficient test. Theidfies the fact that perceived trust influenceimion to

use CAMD systems and eventually adoption.
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Table 23: Table5.5 Summary for the average Chi square output

Coefficient: X2

Unstandardized coefficier

Standardize!

coefficient
Degree o] Sig. leve | Chi scuare o
) significance
(X){Observed) | freedom
_ (Expected)

Dependent variable usage

Awarenes 6.08¢ 6.5 0.44: 2.8 (X®{Observed) > Chi
square(Expected)

PEOL 6.13¢ 8 0.8 3.4¢ (X°){Observed) > Chi
square(Expected)

Savings/co: 4.08: 2 0.16¢ 0.211 (X®{Observed) > Chi
square(Expected)

PU 11.7¢ 8 0.2z 3.4¢ (X°){Observed >  Chi
square(Expected)

PIQ 12.68¢ 8 0.14: 3.4¢ (X*{Observed) > Chi
square(Expected)

ICT Skills 6.9¢ 8.t 0.3¢ 4.16¢ (X®{Observed) > Chi
square(Expected)

User Satisfactic 7.9¢ 8 0.6 3.4¢ (X®{Observed) > Chi
square(Expected)

PT 12.1F 8 0.15¢ 3.4¢ (X°){Observed) > Chi
square(Expected)

5.7.9 Attitude towards usage and adoption of meditaiagnostic systems

Lastly the hypothesis under investigation here
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H9: states that there is a positive correlationwben the intention to use and adoption of computer

assisted medical diagnostic systems and eventogtiad.

To determine the correlation between attitude tdwarsage and adoption of medical diagnostic which

had earlier been proven by Davies, 1989 in hisstigation of TAM, the two pair ANOVA test was used

as indicated in table 5.6 below

Table 24:Table 5.6 ANOVA test for intention to use and adofion/usage of medical diagnostic

system
Sum off Df Mean Squat |F F table Sig.
Squares value

Between Groug |.761 2 .38( 14¢ 99 .86¢
Awarenessl Within Group: ]110.88:« 42 2.64(

Total 111.64- 44

Between Groug | 2.82¢ 2 1.41¢ 71t 99 A9t
Awareness4 Within Group: | 83.08: 42 1.97¢

Total 85.91: 44

Between Groug |.18% 2 .09: .07¢ 99 927
easeofusel Within Group: |49.(15 42 1.167

Total 49.20( 44

Between Groug | .35( 2 A7t 114 99 .89z
easeofuse2 Within Group: | 64.45( 42 1.53¢

Total 64.80( 44

Between Groug |.76% 2 .38 23t 99 792
easeofuse3 Within Group: | 68.21¢ 42 1.62¢

Total 68.97¢ 44

Between Groug | 1.37¢ 2 .68¢ AT 99 627
easeofuse4 Within Group: ] 61.20( 42 1.457

Total 62.57¢ 44

Between Groug | 1.391 2 .69t .33€ 99 717
easeofuseb Within Group: | 86.92: 42 2.07(

Total 88.31: 44
costl Between Groug | 1.29( 2 .64t 3.40¢€ 99 042

Within Group: | 7.95¢ 42 .18¢
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cost2

Time

usefulnessl

usefulness?2

usefulness3

Informationquality
1

Informationquality
2

ICTSkills1

ICTSkills2

ICTSkills3a

ICTSKkills3b

Total

Between Grouy
Within Group:
Total

Between Grouf
Within Group:
Totd

Between Grouf
Within Group:
Total

Between Grouf
Within Group:
Total

Between Grouy
Within Group:
Total

Between Grouy
Within Group:
Total

Between Grous
Within Group:
Total

Between Grouf
Within Group:
Total

Between Grouf
Within Group
Total

Between Grouf
Within Group:
Total

Between Grouy
Within Group:
Total

9.24¢
.607
10.19¢
10.80(
a1t
8.44¢
9.15¢
19.37:
63.60¢
82.97¢
7.82i
49.41¢
57.24.
8.26(
96.31¢
104.57¢
14.76¢
46.43¢
61.20(
4.63:
51.14¢
55.77¢
1.70¢
53.49:
55.20(
622
75.95¢
76.57¢
6.02¢
58.28¢
64.31:
10.057
60.52:
70.57¢

44

42
44

41
43

42
44

42
44

42
44

42
44

42
44

42
44

42
44

42
44

42
44

.30¢
245

.35¢
.20¢

9.68’
1.51¢

3.91
1.17:

4.13(
2.29¢

7.38:
1.10¢

2.31¢
1.21¢

.85¢4
1.27¢

.31z
1.80¢

3.01:
1.38¢

5.02¢
1.44]

1.251

1.73i

6.39¢

3.32¢

1.801

6.677

1.90z

671

A7z

2.171

3.49(

99

99

99

99

99

99

99

98

99

99

99

291

.00

.04¢

A7¢E

.00¢

.16z

.51

.84z

27

.04(C




Between Grouy | 1.05¢ 2 527 AT7E 99 .62¢
UserSatisfactionl Within Group: | 46.59( 42 1.10¢

Total 47.644 44

Between Groug | .39¢ 2 19¢ A3t 99 87¢
UserSatisfaction2 Within Group: ]61.51¢ 42 1.46¢

Total 61.91: 44

Between Grouy | 1.90z2 2 .951 .55¢ 99 57¢
UserSatisfaction3 Within Group: | 72.00¢ 42 1.71¢

Total 73.91: 44

Between Grouy | 1.26¢ 2 .63z ATE 99 62%
UserSatisfaction4 Within Group: | 55.53¢ 42 1.32¢

Total 56.80( 44

Between Group | .49: 2 .24¢€ 14z 99 .867
UserSatisfaction5 Within Group: | 72.30° 42 1.72:

Total 72.80( 44

Between Groug | 3.30¢ 2 1.65¢ 1.271 99 291
PerceivedTrustl Within Group: |54.69: 42 1.30:

Total 58.00( 44

Between Grouy |11.27¢ 2 5.63¢ 2.84: 99 .06¢
PerceivedTrust2 Within Group: ] 83.30( 42 1.98:

Total 94.57¢ 44

Between Groug | 8.661 2 4.33] 2.011 99 145
PerceivedTrust3 Within Group: ] 90.45( 42 2.15¢

Total 99.11: 44

5.8Differences in intention to use medical diagnastsystems across selected demographic factors
5.8.1 Gender and Medical diagnostic systems use

5.8.1aGender and awareness

The hypothesis under test here was:

Hla: states that there is a positive relation bebngender and the level of awareness of availplafit

computer assisted medical diagnostic systems.
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A two sample t-test was conducted to establish drehere was any significant difference between th

mean response for male and female as far as meliigaostic systems awareness was concerned.

Table2t: Table 5.6a Paired Samples Test for gender and awares:

Paired Difference T Df Sig. (=
Mear |Std. Std. 95% Confidence Interv tailed)
Deviation | Error of the Difference
Mean |Lower Uppel
) gender -
Pair 1 -1.538 |1.529 .300 -2.156 -.921 -5.130 |25 .000
Awarenessl
) gender -
Pair 2 -11.346 | 31.804 6.237 -24.192 [1.500 -1.819 |25 .081
Awareness4

It is clear from the two sample t-test results thatgender of the respondents is not a signififaotor in

their determinant of the level of awareness of wedsystems. This can be verified by comparing the

absolute t values obtained with t table value, ihadt3.475|>2.060, that is at a degree of freedb2b

and confidence level of 95%, therefore we rejeet ¢taim that there is a positive correlation betwee

gender and the level of awareness of CAMD systems.

5.8.2aGender and perceived ease of use

The hypothesis under test here was

H2a: states that there is a positive relation betwgender and the perceived ease of use of computer

assisted medical diagnostic systems.

A two sample t-test was conducted to establishtivgrehere was any significant difference betwéden t

mean response for male and female as far as petcese of use of medical diagnostic systems was

concerned.
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Table26: Table 5.6b Paired Samples Test for gender and periged ease of us

Paired Difference T df [Sig.

Mear | Std. Std. Erroif 95% Confidenci (2-

Deviation |Mean Interval of  the tailed)

Difference
Lowel Uppel

_ gender -

Pair 1 -1.077 |.935 .183 -1.454 -.699 -5.874 (25 |[.000
easeofusel
_ gender -

Pair 2 -1.231 [1.243 244 -1.733 - 729 -5.050 (25 |.000
easeofuse?
_ gender -

Pair 3 -1.346 [1.129 221 -1.802 -.890 -6.078 (25 |.000
easeofuse3
) gender -

Pair 4 -577 1.137 .223 -1.036 =117 -2.586 (25 |.016
easeofuse4
) gender -

Pair 5 -1.115 |[1.451 .285 -1.702 -.529 -3.919 (25 |.001
easeofuseb

It is clear from the two sample t-test results thatgender of the respondents is not a signififaotor in
the determinant of the perceived ease of medisdénys. This can be verified by comparing the albsolu
t values obtained with t table value, that is pP4]#2.060, therefore we reject the claim that thera
positive correlation between gender and the peededase of use of CAMD systems.

5.8.3aGender and perceived usefulness

The hypothesis which was under investigation was

H4a: states that there is a positive relation betwgender and the perceived usefulness of computer

assisted medical diagnostic systems.

A two sample t-test was conducted to establishthrdrghere was any significant difference betwéen t
mean response for male and female as far as pedceisefulness on usage of CAMD systems was

concerned

It is clear from the two sample t-test results)ddbc below, that the gender of the respondentmisa
significant factor in the determinant of the peveei usefulness of medical systems. This can béieabri
by comparing the absolute t values obtained witibke value, that is |-6.467|>2.060, therefore eyect
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the claim that there is a positive correlation ketv gender and the perceived ease of use of medical

diagnostic systems.

Paired Difference T df Sig. (-
Mear Std. Std. Errof 95% Confidenct tailed)
Deviatio | Mean Interval of thg
n Difference
Lower Uppel
gender -
Pair 1 usefulnesq-1.346 1.413 277 -1.917 - 776 -4.859 |25 |.000
1
gender -
Pair 2 usefulnesq-2.154 .967 .190 -2.544 -1.763 ) 25 |.000
) 11.355
gender -
Pair 3 usefulnesq-1.038 1.661 .326 -1.709 -.368 -3.188 |25 |.004
3

Table 27: Table 5.6¢c Paired Samples Test for gender and ipettasefulness

5.8.4aGender and perceived information quality

The hypothesis which was under investigation was

H5a: states that there is a positive relation betwgender and the perceived information quality of

computer assisted medical diagnostic systems.

A two sample t-test was conducted to establish drethere was any significant difference between th
mean response for male and female as far as pedc@normation quality of information as far as

medical diagnostic systems was concerned.

It is clear from the two sample t-test resultsjaeid below, that the gender of the respondentoisa
significant factor to consider when evaluating pleeceived information quality of medical systemhbisT
can be verified by comparing the absolute t vahlgained with t table value, that is |-6.314|>2,G6at
is at a degree of freedom of 25 and a confidened tef 95%, therefore we reject the claim that ¢hisra

positive correlation between gender and the peededase of use of CAMD systems.
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Table28: Table 5.6d Paired Samples Test for gender and periged information quality

Paired Difference T df |Sig.
Mear | Std. Std. 95% Confidence (2-
Deviatio | Error Interval  of  thd tailed)
n Mean Difference
Lowet Uppe!
gender -
Pair 1 informationqualit|-1.615| 1.329 .261 -2.152 -1.079 -6.198 |25 |.000
yl
gender -
Pair 2 informationqualit| -1.385| 1.098 .215 -1.828 -.941 -6.429 |25 |.000
y2

5.8.5aGender and perceived Trust

The hypothesis which was under investigation heag w

H7a: states that there is a positive relation betwgender and the perceived trust of computertadsis

medical diagnostic systems.

A two sample t-test was conducted to establishtivedrehere was any significant difference betwéden t

mean response for male and female as far as pedceivst on usage of CAMD systems was concerned

It is clear from the two sample t-test results thatgender of the respondents is not a signifitaator in

the determinant of the perceived trust on usageeafical systems. This can be verified by compattieg
absolute t values obtained with t table value, ih$i{3.618|>2.064, at a degree of freedom of 24%%
confidence level, therefore we reject the claint thare is a positive correlation between gendertar

perceived ease of use of CAMD systems.
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Table28: Table 5.6e Paired Samples Test for gender and peieed trust

Paired Difference T df [Sig.
Mear |Std. Std. Errof 95% Confidenc (2-
Deviatio | Mean Interval  of  thd tailed)
n Difference
Lower [Uppel
gender -
Pair 1 PerceivedTrug-1.360 |1.075 215 -1.804 |-.916 -6.323(24 (.000
1
gender -
Pair 2 PerceivedTrug-.720 |1.458 .292 -1.322 |-.118 -2.469(24 (.021
2
gender -
Pair 3 PerceivedTrug -.640 |1.551 .310 -1.280 |.000 -2.063(24 |.050
3

5.9Age and Computer Assisted Medical diagnostic siggns use

5.9a Age and awareness

The hypothesis under test here was:

H1b: states that there is a positive relation betwage and the level of awareness of availability o

computer assisted medical diagnostic systems.

A two sample t-test was conducted to establishtivgrehere was any significant difference betwéden t

mean response for male and female as far as CAM@reg awareness was concerned.

From the two sample t-test results, table 5.7avinelave obtain a t value of |-3.012| which is gre#tan
the t value obtained from the universal t tabl@ O21 at a degree of freedom of 44 and confideewe |
of 95%. This indicates that the age of the respotsdis not a significant factor in their determinahthe
level of awareness of medical systems or not, foerewe reject the claim that there is a positive

correlation between age and the level of awareoeG&MD systems.
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Table3C: Table 5.7a Paired T sample test for age and awaress

Paired Difference t df Sig. (=
Mear |Std. Std. Errof 95% Confidenct tailed)
Deviatio| Mean Interval of the
n Difference
Lowel Uppel
age -
Pair 1 Awareness|-1.231 |1.478 |.290 -1.828 -.634 -4.246| 25 .000
1
age -
Pair 2 Awareness|-11.038(31.678 [6.213 -23.833 1.756 -1.777| 25 .088
4

5.9b Age and perceived ease of use

The hypothesis under test here was

H2b: states that there is a positive relation betwage and the perceived ease of use of compusisteas

medical diagnostic systems.

A two sample t-test was conducted to establish drehere was any significant difference between th
mean responses for age of the respondents as fperasived ease of use of CAMD systems was

concerned.

It is clear from the two sample t-test results it age of the respondents is a significant faictdhe
determinant of the perceived ease of use of CAM&esys or not. This can be verified by comparing the
absolute t values obtained with t table value, thgdt2.453|>2.060, therefore we accept the cliat t
there is a positive correlation between age angdéneeived ease of use of CAMD systems. This can be
supported by the findings in the literature th@réhsome doctors who are comfortable with the ticawil

methods and therefore resist change.

51



Table31: Table 5.7b Paired T sample test for age and perceid ease of us

Paired Difference t df Sig. (-
Mear |Std. Std. 95% Confidenc tailed)
Deviatio| Error Interval of the
n Mean Difference
Lower [Uppel
. age -
Pair 1 - 769 |1.275 [.250 -1.284 |-.254 -3.077 |25 .005
easeofuse
_ age -
Pair 2 -.923 [1.440 |.282 -1.505 |-.341 -3.012 |25 .003
easeofuse
_ age -
Pair 3 -1.038 |1.455 |.285 -1.626 |-.451 -3.108 |25 .001
easeofuse
) age -
Pair 4 -.269 |1.402 |[.275 -.835 .297 -979 |25 .337
easeofuse
) age -
Pair 5 -.808 [1.789 [.351 -1.530 |-.085 -2.302 |25 .030
easeofuse

5.9c Age and perceived usefulness

The hypothesis which was under investigation was

H4b: states that there is a positive relation betwage and the perceived usefulness of computieteskss
medical diagnostic systems.

A two sample t-test was conducted to establish drethere was any significant difference between th

mean responses for age as far as perceived ussfudnaisage of CAMD systems was concerned.

From the two sample t-test results conducted byS#P8S system, table 4.7c below, the t value.B314
which is greater than the t table value of 2.0Bfaimed from the universal t table at a df of 28 86%
confidence level. This indicates that the age @& tespondents is not a significant factor in the
determinant of the perceived usefulness of medigstems; therefore we reject the claim that therm i

positive correlation between age and the percerasg of use of medical diagnostic systems.
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Table32: Table 5.7c Paired T sample test for age and perceist usefulnes

Paired Difference T df |Sig.
Mear |Std. Std 95% Confidenct (2-
Deviatio| Error Interval  of  the tailed)
n Mean Difference
Lower |Uppel
age -
Pair 1 usefulnesq-1.038 |1.280 |.251 -1.555 |-.521 -4.137|25 |.000
1
age -
Pair 2 usefulnesq-1.846 |1.156 |.227 -2.313 |-1.379 -8.146| 25 |.000
2
age -
Pair 3 usefulnesq-.731 |1.687 |[.331 -1.412 |-.050 -2.209(25 |.037
3

5.9d Age and perceived information quality
The hypothesis which was under investigation was

H5b: states that there is a positive relation betwage and the perceived information quality of gotar
assisted medical diagnostic systems.

A two sample t-test was conducted to establishtivgrehere was any significant difference betwden t
mean responses for age as far as perceived infiormgaiality of information as far as medical diagho

systems was concerned.

It is clear from the two sample t-test results tthat age of the respondents is not a significactbfao
consider when evaluating the perceived informatjoality of medical systems. This can be verified by
comparing the absolute t values obtained with letablue, that is [-4.540]>2.060, therefore wectejee
claim that there is a positive correlation betwage and the perceived ease of use of medical ditigno
systems.
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Table33: Table 5.7d Paired T sample test for age i« perceived information quality

Paired Difference T df Sig.
Mear |Std. Std. Errof 95% Confidenct (2-
Deviatio| Mean Interval  of  the tailed)
n Difference
Lower [Uppel
age -
Pair 1 informationqualit] -1.308 [1.379 |.270 -1.865 |-.751 -4.835| 25 .000
yl
age -
Pair 2 informationqualit|-1.077 (1.294 |.254 -1.599 |-.554 -4.244| 25 .000
y2

5.9e Age and I ct skills
The hypothesis which was under investigation was

H6b: states that there is a positive relation betwage and the level of ICT Skills of users of catap
assisted medical diagnostic systems.

A two sample t-test was conducted to establishtivgrehere was any significant difference betwéden t
mean response for age as far as ICT skills on usagedical diagnostic systems was concerned

It is clear from the two sample t-test results thatage of the respondents is not a significastofan the
determinant of the Ict Skills required on usageneflical systems. This can be verified by compattireg
absolute t values obtained with t table value, h§f7.121]|>2.060, therefore we reject the cldiat there

is a positive correlation between age and the 1&illsSf usage of medical diagnostic systems.
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Table34: Table 5.7e Paired T sample test for age and ICT dig

Paired Difference T df |[Sig.
Mear |Std. Std. 95% Confidencf (2-
Deviatio | Error Interval of  thd tailed)
n Mean Difference
Lowel Uppel
. age -
Pair 1 _ -1.423 [1.102 .216 -1.868 -.978 -6.586(25 |.000
ICTSkills1
. age -
Pair 2 _ -2.000 [1.414 277 -2.571 -1.429 -7.211{25 |.000
ICTSkills2
. age -
Pair 3 _ -1.962 [1.311 .257 -2.491 -1.432 -7.630{25 |.000
ICTSkills3a
) age -
Pair 4 _ -1.731 [1.251 .245 -2.236 -1.226 -7.055(25 |.000
ICTSkills3b

5.9f Age and perceived trust
The hypothesis which was under investigation was

H7b: states that there is a positive relation betwage and the perceived trust of use of medical
diagnostic systems.

A two sample t-test was conducted to establishtivgrehere was any significant difference betwden t

mean response for age as far as perceived trusteoaf medical diagnostic systems was concerned

It is clear from the two sample t-test results i age of the respondents is a significant faictdhe
determinant of the perceived trust required on @safy medical systems. This can be verified by
comparing the absolute t values obtained with letablue, that is |-2.062|<2.064, at a degreeesdom

of 24 and confidence level of 95%, therefore weeptdhe claim that there is a positive correlation
between age and the perceived trust of usage oicaiatlagnostic systems. This shows that in order t
achieve appropriate adoption of medical diagnosgstems, the views of young doctors should be put
into consideration.
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Table3E: Table 5.7f Paired T :ample test for age and perceived tru:

Paired Difference T df Sig.
Mear |Std. Std. 95% Confidenci (2-
Deviatio |Error Interval  of  thd tailed)
n Mean Difference
Lower Uppel
age -
Pair 1 PerceivedTruq-1.040 [1.172 234 -1.524 -.556 -4.037| 24 .000
t1
age -
Pair 2 PerceivedTruq-.400 [1.354 271 -.959 .159 -1.077| 24 .153
t2
age -
Pair 3 PerceivedTrug-.320 [1.492 .298 -.936 .296 -1.072| 24 .294
t3

5.10 Specialty and Computer Assisted Medical diagistic systems use

5.10a Specialty and perceived ease of use

The hypothesis under test here was

H2c: states that there is a positive relation betwspecialty and the perceived ease of use of ctempu

assisted medical diagnostic systems.

A two sample t-test was conducted to establish drethere was any significant difference between th

mean responses for specialty of the responderfsr &5 perceived ease of use of CAMD systems was

concerned

Table3€: Table 5.8a Paired T sample test for specialty andgpceived ease of u:

Peired Difference

Mear

Std.
Deviatio

n

Std.
Error

Mean

95% Confidenci
Interval of thg
Difference

Lowel Uppel

df

Sig.
(2-
tailed)
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_ Specialty -

Pair 1 -. 769 1.883 |.369 -1.530 [-.009 -2.083| 25 (.048
easeofusel

_ Specialty -

Pair 2 -.923 2.058 |[.404 -1.754 |-.092 -2.287|25 (.031
easeofuse?2

) Specialty -

Pair 3 -1.038 |2.181 |.428 -1.920 |-.157 -2.427|25 (.023
easeofuse3

) Specialty -

Pair 4 -.269 2.146 |.421 -1.136 .597 -.640 |25 |.528
easeofuse4

) Specialty -

Pair 5 -.808 1.939 |.380 -1.591 [-.024 -2.123|25 |.044
easeofuseb

It is clear from the two sample t-test results that specialty of the respondents is a signifi¢aator in

the determinant of the perceived ease of use of DAMstems. This can be verified by comparing the
absolute t values obtained with t table value, tbdt1.912|<2.060, at a degree of freedom of 2ban
confidence level of 95%, therefore we accept tra@nclthat there is a positive correlation between
specialty and the perceived ease of use of CAMEesys.

5.10b Specialty and perceived usefulness

The hypothesis which was under investigation was

H4c: states that there is a positive relation betwspecialty and the perceived usefulness of canput

assisted medical diagnostic systems.

A two sample t-test was conducted to establish drehere was any significant difference between th

mean responses for specialty as far as perceivwddingss on usage of CAMD systems was concerned

From the two sample t-test results conducted bySIR8S system, the t value is |-2.046| which is stimo
same as the t table value of 2.060 obtained ftwruniversal t table at a df of 25 and 95% configen
level. This indicates that the specialty of thepmelents is a significant factor in the determinainthe
perceived usefulness of CAMD systems; thereforaeezpt the claim that there is a positive correhati

between age and the perceived ease of use of rhdiigaostic systems.
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Table37: Table 5.8b Paired T sample test for specialty andgoceived usefulnes

Paired Diference T df Sig.
Mear | Std. Std. Erroil 95% Confidenc (2-
Deviation | Mean Interval of the tailed)
Difference
Lower Uppel
) Specialty -
Pair 1 -1.038 [2.506 491 -2.051 -.026 -2.113 |25 .045
usefulness]
_ Specialty -
Pair 2 -1.846 [2.034 .399 -2.668 -1.025 -2.529 | 25 .000
usefulness]
_ Specialty -
Pair 3 -731 2.491 .489 -1.737 .275 -1.496 | 25 147
usefulness]

5.10c Specialty and perceived information quality

The hypothesis which was under investigation was

H5c: states that there is a positive relation betwspecialty and the perceived information quadity

computer assisted medical diagnostic systems.

A two sample t-test was conducted to establish drethere was any significant difference between th

mean responses for specialty as far as perceifedmation quality of information as far as CAMD

systems was concerned.

It is clear from the two sample t-test results|dd@h8c below, that the specialty of the resporglenhot a

significant factor to consider when evaluating fleeceived information quality of CAMD systems. This

can be verified by comparing the absolute t valigiined with t table value, that is |-2.866]|>2,060

therefore we reject the claim that there is a pasitorrelation between specialty and the perceaase

of use of CAMD systems.

58



Table38: Table 5.8c Paired T sample test for specialty andgpceived information quality

Paired Difference T df |[Sig.
Mear |Std. Std. 95% Confidenct (2-
Deviatio| Error Interval  of  the tailed)
n Mean Difference
Lowet Uppel
Speciality -
Pair 1 informationqualit] -1.308 |2.055 |.403 -2.138 |[-.478 -3.245 (25 ].003
yl
Speciality -
Pair 2 informationqualit] -1.077 |2.208 |.433 -1.969 [-.185 -2.487 |25 ].020
y2

5.10d Specialty and I ct skills

The hypothesis which was under investigation was

H6c: states that there is a positive relation betwspecialty and the level of ICT Skills of usefs o

computer assisted medical diagnostic systems.

A two sample t-test was conducted to establishtlhvdrehere was any statistical significant betwten

mean response for specialty far as ICT skills agasof CAMD systems was concerned.

It is clear from the two sample t-test results|¢ab8d below, that the specialty of the resporslenhot a

significant factor in the determinant of the ICTilBkrequired on usage of CAMD systems. This can be
verified by comparing the absolute t values obiinéh t table value, that is |-4.149]>2.060, tfae
we reject the claim that there is a positive catieh between specialty and the ICT Skills of usafe

CAMD systems.
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Table39: Table 5.8d Paired T sample test for specialty anddT Skills

Paired Difference t df |Sig.
Mear |Std. Std. 95% Confidenci (2-
Deviatio |Error Interval  of  the tailed)
n Mean Difference
Lower Uppel
Specialty-
Pair 1 ICTSkills |-1.423 |2.318 .455 -2.359 |-.487 -3.130[25 [.004
1
Specialty-
Pair 2 ICTSkills |-2.000 |2.332 .457 -2.942 |-1.058 -4.372|25 |[.000
2
Specialty-
Pair 3 ICTSkills |-1.962 |2.088 .409 -2.805 |-1.118 -4.791|25 |[.000
3a
Specialty-
Pair 4 ICTSkills |-1.731 |2.051 402 -2.559 |-.903 -4.304|25 |[.000
3b

5.10e Specialty and perceived trust

The hypothesis which was under investigation was

H7c: states that there is a positive relation betwspecialty and the perceived trust of use of cderp

assisted medical diagnostic systems.

A two sample t-test was conducted to establishtivedrehere was any significant difference betwéden t

mean responses for specialty as far as perceivstddn use of CAMD systems was concerned.

It is clear from the two sample t-test results|dah8e below, that the specialty of the resporslent
significant factor in the determinant of the peveel trust required on usage of CAMD systems. Tais ¢
be verified by comparing the absolute t valuesiobthwith t table value, that is |-1.402|<2.06@r#fore
we accept the claim that there is a positive cati@h between specialty and the perceived trusisafje

of CAMD systems. This implies that depending ongpecialty, the information in these CAMD systems

is seen to be more credible.
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Table4C: Table 5.8e Paired T sample test for specialty andepceived trust

Paired Difference t df Sig.
Mear |Std. Std. 95% Confidenci (2-
Deviatio| Error  [Interval ~ of  the tailed)
n Mean | Difference
Lower Uppel
Speciality -
Pair 1 PerceivedTrusg-1.080 |2.100 |.420 -1.947 -.213 -2.571 (24 |.017
1
Speciality -
Pair 2 PerceivedTrus]-.440 |2.434 |.487 -1.445 .565 -904 (24 |.375
2
Speciality -
Pair 3 PerceivedTrusy-.360 |2.464 |.493 -1.377 .657 -730 |24 |.472
3

5.10f Specialty and perceived user satisfaction

The hypothesis which was under investigation was

H8c: states that there is a positive relation betwspecialty and the perceived user satisfactiarsefof

computer assisted medical diagnostic systems.

A two sample t-test was conducted to establish drehere was any significant difference between th
mean responses for specialty as far as perceived satisfaction on use of CAMD systems was

concerned.

It is clear from the two sample t-test results|aah8f below, that the specialty of the responsiésta
significant factor in the determinant of the peveei user satisfaction required on usage of CAMD
systems. This can be verified by comparing the latesa values obtained with t table value, thaj-is
2.028|<2.060, therefore we accept the claim theretls a positive correlation between specialty thed
perceived user satisfaction of usage of CAMD systeithis was also supported by the display of
appreciation of CAMD systems at the field leveldasa was being collected. For instance the anésthet

found less importance to such systems comparedjémaral practitioner or even a pathologist.

61



Table41: Table 5.8f Paired T sample test for secialty and perceived user satisfactic

Paired Difference T Df Sig. (=
Mear |Std. Std. 95% Confidenc tailed)
Deviatio| Error Interval of thg
n Mean |Difference
Lower [Uppel
Specialty -
Pair 1 UserSatisfactio 2.289 |.449 -1.963 |-.114 -2.314 125 .029
1 1.038
Specialty -
Pair 2 UserSatisfactio 2212 |.434 -2.317 |-.530 -2.280 |25 .003
) 1.423
Specialty -
Pair 3 UserSatisfactio] 2.397 |.479 -2.069 |-.091 -2.253 |24 .034
3 1.080
Specialty -
Pair 4 UserSatisfactior] -.840 |2.322 |.464 -1.798 |.118 -1.809 |24 .083
4
Specialty -
Pair 5 UserSatisfactior]-.720 |2.424 |.485 -1.721 |.281 -1.485 |24 151
5

5.11 FRAMEWORK DESIGN

5.11.1 FRAMEWORK AFTER VALIDATION
The findings indicate that the chi square valué.89 compared to the conventional value of 0.21d a
degree of freedom of 2 and level of significanc®.d68. This implies that there is a positive iielahip

between awareness of computer assisted medicalatiig systems and usage.

There was a significant positive relationship betwéhe perceived ease of use and usage as refacted
coefficient of 6.134 (chi square expected was 3X9), there was a significant positive relatiompshi
between the savings/cost and usage as reflectadchy square value of 4.083 (chi square expected wa
0.211).
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There was a significant positive relationship betwéne perceived usefulness and usage as reflegted
chi square observed value of 11.78 (chi square atgewas 3.49).There was a significant positive
relationship between the perceived information itpaind usage as reflected by a coefficient of 82.6
(expected chi square value was 3.49). This measathincrease in perceived information qualitydkea
to an increase in intention to use.

There was a significant positive relationship kestwthe ICT skills or experience and usage asctetle
by a chi square observed of 6.99 (chi square egdereas 4.168).

There was a significant relationship between thisfaation and usage as reflected by a coefficant

7.96 (chi square expected was 3.49).

Also, there was a significant relationship betwperceived trust and usage as reflected by a clarsqu

observed of 12.15 (chi square expected was 3.49).

From the two sample t-test results, we find thatgbnder of the respondents is not a significartbfan
their determinant on whether they would adopt tHeMD systems or not. This can be verified by
comparing the absolute t values obtained withletablue, for the hypotheses hla, h2a, h4a, h5&aad
that is hla- tested gender and awareness, h2d tgteler and perceived ease of use, h4a testedrgend
and perceived usefulness, h5a tested gender ameiyedt information quality and h7a gender and
perceived trust. For all these hypotheses thettcasied out established that there was no sicanifi
statistical correlation, therefore gender has a eratthg factor has been found to be insignificamt i

coming up with a framework for adoption of CAMD ts1s.

From the two samples t-test results above, theoifee respondents can be a factor in their detemh

on whether they would adopt the CAMD systems or This can be verified by comparing the absolute t
values obtained with t table value for h2b- age peteived ease of use, h6b which is age and I@I§ sk
and h7b which is age and perceived trust. Fromethgpotheses, it was establish that age has atitaiti
influence when we consider perceived ease of @Seskills and perceived trust. Even from the litera
review it was highlighted that some practitioners mclined to the traditional methods that theydfi

change to the modern ways to be challenging, NamiM, 2003.

From the analysis of specialty as a moderatingpfagiz a viz several constructs, it was establistiexd
there was a significant influence of specialty loé trespondents as far as intention to use computer
assisted medical diagnostic systems and eventadiption was concerned. Specialty was found to
influence positively awareness, perceived usefglnpsrceived trust and user satisfaction. Thergfore
specialty had to be put into consideration in thalfframework design.
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CHAPTER SIX: CONCLUSIONS AND RECOMMENDATIONS

6.1 Chapter overview

This chapter presents findings of the researchctibgs as well as makes necessary recommendations.
Based upon the findings, this final chapter wiltsfi present findings on the research objectives,
theoretical and practical implication of the reskawill be presented. Next, the academic contrdyuof

the study will be presented followed up by the aesk limitations and recommendations for future

research.
6.2 Research objectives

6.2.1 Analyze different frameworks

The various frameworks TRA, PBC, TAM and UTAUT wergalyzed and from the various constructs of
the framework awareness, perceived ease of usengstsost, perceived usefulness, perceived
information quality, ICT skills, User satisfacticend perceived trust were derived. This constructs
became the basis of our conceptual framework bgsile demographic factors which are there

moderating factors.

6.2.2 Identify the gaps in the current framework that need to be addressed.

From the various frameworks, constructs were ddriféese constructs were investigated in the Kenyan
context in order to come up with a framework taitmmde for our Kenyan environment. The frameworks
have been used elsewhere effectively to faciligdeption of computer assisted medical diagnostic
systems but the same has not reciprocated in Kéyadentify the gaps, the moderating factors were

investigated independently for each construct.

6.2.3Framework for adoption of computer assisted ntical diagnostic systems in Kenya.

Presented in figure ten above has been developesbégssing computer assisted medical diagnostic
systems in Kenya. This framework has eight contrtitat were found to significantly influence the
adoption of CAMD systems. Other than that the waialemographic factor that influence these
constructs positively have also been identifiedn8mf the constructs exhibited stronger signifieanc
than others. This framework is generic and candasl in any developing country with modification of

the moderating factors to suit such a country.

6.3Theoretical and Practical Implication

This study has significant implications for reséapt computer assisted medical diagnostic systéhes.
results suggests that factors identified are capabproviding adequate explanation of adoptiorisiec
making processes by medical doctors in Kenya of ©A$§stems. The study validates the constructs of
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awareness, perceived ease of use, savings/cosgiyet usefulness, perceived information quali@f |
skills, User satisfaction and perceived trust datifrom various frameworks. That is perceived adse
use and perceived usefulness from Davis (1989),aadisfaction and perceived trust from UTAUT.

The study has shed light on some of the main faatdiich influence use of medical diagnostic systems
Findings from this research can be considered lgldpers and even the ministry which are directly
responsible for developing medical diagnostic systeAlso the international health bodies such asONH
and USAID can use the framework to come up withtesys that will be accepted in the developing

countries.

6.4 Limitations and suggestions for future research

In the process of conducting this research studyraber of limitations were encountered. Insuffitie
funds hindered the research to the extent thatrivdton from remote locations, other than Nairobiev

not collected creating an assumption that all dscteave the same perception of CAMD systems
regardless of where they are based. This may hawsed some skewness as far as the representation of

doctor’s perception is concerned.

Further research should also investigate the amlopti CAMD system from the patients’ perspective as
these systems are developed for both doctors aiehfsause. Our study concentrate majorly on dsctor

point of view but it is necessary also the patiemésinvolved for a complete adoption.
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APPENDIX 1: QUESTIONNAIRE FOR AN MSC (INFORMATION S YSTEM) PROJECT.
This questionnaire is used as a tool to colleca datassist in assessing the level of adoption exical
diagnosis systems in Kenya and establish ways toueage further adoption. The medical diagnosis
systems intended to be studied are basically usedidgnostic support. The diagnostic support pesta
to the ability of the system to generate diagndsgjmotheses from a set of patient data.
These systems could either be web based or noyy Yy from online web based systems to call
systems for instance ‘call a doc’ and many others.
The questionnaire is basically a multiple choiceekelty you are provided to fill in your opinion by
ticking where appropriate. It adopts a Likert saalereby:

- 1lis for very strongly agreeing/ very strongly beb so

- 2is for strongly agreeing/ strongly believe so

- 3isfor agreeing/ believe so

- 4 is for strongly disagreeing/ strongly do notiénd so

- 5is for very strongly disagreeing/ very strondtynot believe
1.0 DEMOGRAPHIC INFORMATION

N A, e

Today'sdate: ..o,

AdAress:

Code:

City:

Name of hospital ...............coooiiiiiiiiiinnns

Telephone: work; ..................... mobile: ...
Age: Above 20 ()

Above 30 ()

Above 40 ()

Above 50 ()
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Sex:[] Female[] Male

Specialty ..o,

2.0 AVAILABLE FRAMEWORK

2 a) Is there a framework in place for adoptiomefical diagnostic system?

Yes :[J No | have never seeneon

3.0 THE VARIOUS CONSTRUCTS

3 a) Awareness

1 2 3 4 5
(i) I am aware of medical diagnostic systdmamg offered (111 I111 11
(ii) Medical diagnostic systems are avaggatar use (111 11111
(iii) Mention some that you have ever used
(iv) Is there any effort the government has pytlace (111 11171 11
to enhance the use of these systems?
(v) How frequently do you encounter awasendrives (1101 0111 11
for such systems?
3 b) Perceived ease of use
1 2 3 4 5
(i) How do you perceive the easiness of use of oatdi [TI1T 101111
diagnostic systems?
(i) How easily can you obtain the information you (111 (1111

require on a medical diagnostic system?

(iii) Do you receive the information you expected? (101 [1T110]



(iv) Do Medical diagnostic systems provides

conclusive diagnosis in a single interacion
(v ) In your opinion how easy is the use of thestesns

to the general public?

3 ¢) Savings/ cost

() Do you think it is cost effective (time, monety) use medical
diagnosis systems?

(i) By using these systems patients save money?

(i) By using these systems doctors save time?

3 d) Perceived usefulness

(i) Would the use of CAMD systems enhance

accuracy in doctor’s diagnosis?

(i) Would the use of these systems enable dottors
have an idea of what patient’s are suffefiogn?

(iif) Would there be lack of necessary informatibn

these systems were not used?

3 e) Perceived information Quality

() Is the information provided relevant in the day

to day diagnosis cases encountered?

(ii) Is the information provided in a manner easy t

utilize?

(10T (10T

(10 [T 01N

Yes[] NoJ[]

Yes[] No[]

Yes[] No[

1 2 3 45
(101 1101 []

(101 011101

(101 01111

1 2 3 4 5
(101 [0

(101 0110
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3 f) ICT Skills and experience

(i) How technical are medical diagnostic systems
in terms of ICT advancement?

(i) How easily can you access the information from

the internet?

(iif) Would you use medical diagnostic systems to

Gather information?

Send for a message for a query?

3 g) User satisfaction

(i) Do you obtain the information you expected

these medical diagnostic syst ems?

(ii) Is the interface provided user friendly?

(iii) Is the current internet speed fast as yourd@s

(iv) How is the convenience of internet availalgilithen

you require it?

(v) How do you rate the security of these systemtgims

of sensitivity of your personal information?

3 h) Perceived trust

(i) How reliable do you rate information from these

1 2 3 45
(10T 01011
(101 01101 1l
1 2 3 45
(000101 11
(1 01T 1]
1 2 3 45
(10T 01011
(101 001 (]
(101 1111
(101 0101 11
(101 01101 1l
1 2 3 45

(10T 01111
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systems?
(i) Would you use medical diagnostic systems tionsit [TIT (111 11
personal information if needed?

(iii) What is the level of confidence you have be@$e systems [TI1T 0111 11

in terms of concealing your private inforinaf
4.0 RECOMMENDATIONS
Would you increase the use of these medical didign®gstems in your day to day operations if thevah
constructs are taken care of?
Yes : [ No | will think aboutti’

Are there any other constructs that has not bdemteare of?

Yes :[J No
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