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Abstract

Purpose

This paper examines the various
models, challenges, and evaluative
efforts of community-based education
(CBE) programs at Medical Education
Partnership Initiative (MEPI) schools
and makes recommendations to
strengthen those programs in the
African context.

Methods

Data were gathered from 12 MEPI
schools through self-completion of a
standardized questionnaire on goals,
activities, challenges, and evaluation of
CBE programs over the study period,
from November to December 2013.
Data were analyzed manually through

the collation of inputs from the schools
included in the survey.

Results

CBE programs are a major component
of the curricula of the surveyed schools.
CBE experiences are used in sensitizing
students to community health problems,
attracting them to rural primary health
care practice, and preparing them

to perform effectively within health
systems. All schools reported a number
of challenges in meeting the demands of
increased student enrollment. Planned
strategies used to tackle these challenges
include motivating faculty, deploying
students across expanded centers,

and adopting innovations. In most

cases, evaluation of CBE was limited to
assessment of student performance and
program processes.

Conclusions

Although the CBE programs have
similar goals, their strategies for
achieving these goals vary. To identify
approaches that successfully address the
challenges, particularly with increasing
enrollment, medical schools need to
develop structured models and tools for
evaluating the processes, outcomes, and
impacts of CBE programs. Such efforts
should be accompanied by training
faculty and embracing technology,
improving curricula, and using global/
regional networking opportunities.

COmmunity—based education (CBE)
is an approach whereby students learn
and acquire professional competencies
in a community setting, including basic
clinical, research, and communication
skills. Such an approach can provide
contextual learning that addresses
workforce scarcity by enabling
trainees to acquire the competencies
and values needed to provide care in
local communities. Through CBE,
students can contribute to the quality
of life in a particular community while
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acquiring hands-on understanding of
the problems they will face in future
professional practice and developing the
skills for solving them.' CBE elements
often include training in primary health
care, comprehensive care, continuity
of care, health promotion, and disease
prevention. CBE also often includes
examining the social determinants of
health, the impact of illness, the health
care team, and patients’ interaction
with the health care system. One of
the goals of CBE is to address the
problem of inequity in service delivery
by producing health professionals

who are willing and able to work in
underserved areas, particularly rural
communities.”” As a learning strategy,
CBE is part of the curricula of many
African medical schools, but few of
these institutions have completed

a formal evaluation of their CBE
programs. One study conducted by
Dan K. Kaye and colleagues® in 2011
evaluated 22 CBE programs in Uganda

and identified deficiencies in the design
and implementation among several of
them that included gaps in curriculum
content, supervision of trainees,
assessment of student progress, and
trainees’ welfare, as well as underuse of
existing opportunities for contextual and
collaborative learning.

The Medical Education Partnership
Initiative (MEPI) is a U.S. government
effort to support local institutions

in 12 Sub-Saharan African countries

to increase the quantity, quality, and
retention of medical graduates with
specific skills to address the health needs
of their populations. MEPI has convened
technical working groups (TWGs) in
areas of common interest, one of which
is CBE. CapacityPlus is a USAID-funded
global project focused on strengthening
the health workforce and is collaborating
with the CBE TWG. The focus of the
collaboration is to examine the models,
challenges, and needs of CBE programs
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in the MEPI network of schools and to
develop responsive interventions. This
paper describes the various models,
challenges, and evaluative efforts of CBE
programs at MEPI schools and makes
recommendations to strengthen CBE in
the African context.

Methods
Study procedures

All schools engaged in the MEPI CBE
TWG were invited to participate in the
study, and 12 schools agreed to. The
study team consisted of leadership of the
MEPI CBE TWG, representation from
CapacityPlus, and school representatives
selected by the principal investigator

for each school. Representatives were
selected based on the strength of their
knowledge of their CBE programs.

A standardized questionnaire (see
Supplemental Digital Table 1, http://links.
lww.com/ACADMED/A211, for survey
instrument) was developed, composed

of open-ended questions about goals,
activities, challenges, and evaluation
components of each school’s program.
Based on interviews from previous needs
assessments of CBE programs at MEPI
schools, the questionnaire used in this
study was first populated by a member of
the study team and then sent to the school
representatives for additional comment

and revision; school representatives

also completed the questionnaire. The
questionnaires were developed and
distributed at the beginning of November
2013, and responses were collected and
analyzed by mid-December 2013. Results
were collated, and two authors reviewed
the answers to each question, analyzed
the findings, and then drafted the
corresponding section of the manuscript.
The analysis involved descriptive and
qualitative comparisons of the responses
from the schools.

Ethical considerations

Data used to inform this paper were
provided by faculty members from
participating schools using a structured
questionnaire. All study participants
provided written informed consent. This
study was determined as not meeting the
requirements of human subjects research
and therefore did not require institutional
review board approval.

Results
Goals of CBE

Schools were asked to describe the
overarching goal of their CBE programs.
The goals they described demonstrated
that schools are using CBE programs to
influence career choices by teaching the
clinical and nonclinical skills necessary

for the provision of relevant, high-
quality community health care (Table 1).
Although most of the programs have a
priority goal, many of the schools also
described secondary goals. A goal was
considered common if it was reported by
at least three of the responding schools.
The majority of respondents reported that
their primary goal is to prepare students
to work in rural or underserved areas

by sensitizing them to the health needs

of those populations. The next-most-
common goal is to train and develop an
interest among students in the practice of
high-quality primary care. Two schools
also mentioned that CBE provides an
opportunity to train students in specialty
care related to underserved populations.
Other respondents described their goal

as developing effective community
physicians, defined in detail by one as the
ability to plan and implement activities
in collaboration with the community,
appreciate factors that influence the health
of a community, conduct community
diagnoses, and provide clinical care. For
many schools, community rotations also
aim to develop nonclinical competencies
such as research, leadership, and
management skills.

CBE programs at MEPI institutions

CBE rotations among schools surveyed
were described in terms of the range in

Table 1

Goals of Community-Based Education Programs in Participating MEPI Schools, 2013

Prepare students to work in rural and/or underserved areas X

Encourage a holistic approach to preventive and curative health services X

#1. Addis Ababa University, Ethiopia; 2. University of Botswana School of Medicine, Botswana; 3. Haramaya
University, Ethiopia; 4. Hawassa University, Ethiopia; 5. University of Jos, Nigeria; 6. Kampala International

University, Uganda; 7. Kilimanjaro Christian Medical Center, Tanzania; 8. Mbarara University of Science Technology,

Uganda; 9. Stellenbosch University, South Africa; 10. University of Zambia, Zambia; 11. University of Zimbabwe
College of Health Sciences, Zimbabwe; 12. Makerere University, College of Health Sciences.
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their duration, the types of activities,
and location of the attachments (see
Supplemental Digital Table 2, http://
links.Iww.com/ACADMED/A211, for

a complete list of CBE components for
each school). Most schools offer block
rotations ranging from 2 to 10 weeks

in multiple years of training, while

one school offers CBE longitudinally
throughout the year. Many CBE
rotations, particularly in the early years
of training, focus on working directly
with the community, conducting needs
assessments, and designing interventions
to address community health problems.
Training in clinical skills is a component
of most CBE rotations through
conducting home visits or working in
health centers and/or district hospitals.
The majority focus clinical training on
primary care skills, while one school
offers specialty training, such as surgery
and obstetrics—gynecology, in community
hospitals. Supervision is provided by
faculty of the medical school and by
health facility clinicians and managers.
Faculty from the medical school includes
those working in community health

or general medical faculty. Although
CBE rotations tend to be focused on
underserved populations, the sites range
from urban community clinics to rural
attachment sites.

Challenges to implementation and
continuous improvement

The challenges facing institutions’ CBE
programs can be organized into four
areas: staff; infrastructure and logistics;
students; and curriculum.

Staff. The schools reported a general
shortage of available supervisors at

CBE sites, with very few trained in
teaching. Supervisors were commonly
overburdened with clinical and other
service-related work and lacked the time
to take on student training, and some
also lacked the motivation. In addition,
there were insufficient numbers of
medical school faculty who could take the
initiative to develop and coordinate CBE.
The schools identified a need for capacity
building to increase the number and
motivation of faculty and supervisors,

as well as the engagement of other
stakeholders.

Infrastructure and logistics. Major

challenges were experienced in providing
space for students in health facilities

S§52

that had not been planned for teaching,
and there was little or no Internet
connectivity at most sites. Student
accommodations were often not readily
available or were in need of urgent
renovation. Inadequate transportation
from facilities into communities was
another constraint that limited students’
outreach coverage. Inadequate funding
for CBE was reported to underpin the
infrastructure and logistics challenges,
and these have become magnified as
student enrollment has increased.

Students. Many schools reported that
the scaling up of medical training with
increased medical student enrollment
places a severe strain on limited CBE
sites. Students are not always aware of
the benefits of CBE and sometimes lack
interest in this aspect of their education.

Curriculum. Some schools reported that
a lack of clear objectives, innovation, and
adaptability caused the CBE initiative not
to be recognized for its important role in
training medical students. Feedback and
assessment needed to be standardized
and synchronized with the central
curriculum, and simple evaluation tools
for CBE were also needed.

Future activities of CBE programs

Certain common themes emerged from
school representatives when they were
asked what CBE areas they planned to
strengthen. These included strengthening
faculty development, developing new
technologies, enhancing curriculum

and course materials, and periodically
evaluating the CBE program itself.
Faculty development—specifically
training in curriculum review,
assessment techniques, and evaluation
methods—was identified as a major

goal for improving CBE. Support is
needed at the institutional level and
from senior educators to strengthen CBE
preceptorship.

Many institutions are proceeding with
plans to develop new technologies to
enhance teaching and learning at CBE
sites. Schools intend to develop mobile
platforms and online technologies, such
as eLearning, to support students and
preceptorships during CBE rotations.
Most programs need to expand the
number of sites that require innovative
approaches and additional resources,
including accommodations and
transportation.

Schools also indicated a need to develop
relevant CBE course material, learning
from each other and from international
models. For established programs,
curriculum review and renewal are
priorities. Implementation of appropriate
assessment methods is an important part
of this process. One universally cited
area for improving CBE was to initiate

or improve program evaluations. Among
the CBE schools surveyed, evaluation
frameworks and tools are being
developed, and schools intend to share
these resources through the CBE TWG.

Evaluation components

Of the 12 schools in the survey, 5 referred
to student assessment in their response,
which resulted in a lack of clarity as

to the status of their overall program
evaluation, and 1 school indicated that
it was undertaking informal evaluation
only through feedback from students and
community preceptors. The remaining 6
schools were engaged in evaluation. One
involved an external evaluation process
conducted by the MEPI consortium

in which it participated but lacked an
internal evaluation. Of the 5 schools
undertaking their own evaluations, the
focus of 1 was on students only, but the
other 4 looked at the broader picture.
Among these, one has developed a
five-year longitudinal study examining
the outcome and impact of the
implementation of a rural clinical school,
which includes focus groups, individual
interviews, and surveys among current
and past students, clinical supervisors,
and faculty involved in training the
students, patients, and community
members. Another school was engaged
in an ongoing evaluation that included
student perspectives, effects of the
program on communities, and views

of health care facility staff and core
faculty. Two schools were undergoing

an evaluation process at the time of

this survey, using a range of tools that
included focus groups, key informant
interviews, and a household survey.

Discussion

This study provides an overview of the
current status of CBE in 12 schools across
Sub-Saharan Africa and demonstrates
that these schools are using different
strategies to support expanded health
workforce training. Retention of health
workers in rural areas is a priority for
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medical schools in the region and drives
investment in CBE. In Uganda, for
example, three out of nine nationally
developed core competencies for medical
graduates target increased retention of
the health workforce in rural settings.”
Moreover, in most of the schools
surveyed, CBE aims to sensitize students
to community health problems, prepare
them to perform effectively within the
health system after graduation, and
encourage their interest in primary health
care and rural practice. In this way, CBE
seeks to improve health worker retention
in underserved populations and reduce
their migration to urban centers and
specialized practice, or movement abroad
(“brain drain”). That said, most of the
schools surveyed have not conducted
rigorous evaluations of CBE, so there are
few data on the impact of these programs
on the schools’ long-term goals.

There is clearly diversity in CBE models
among MEPI schools. Many of the
schools conduct CBE in rural villages
and district-level health settings far from
medical schools. A few schools offer one
community rotation during training,
others provide repetitive short rotations
(2-5 weeks during various years), while
others provide longer rotations of 5-10
weeks during the final year. One school
provides a year-long rotation during
the final year, investing in longitudinal

integrated clinical experiences.”® Future
research will be needed to determine
how well the various models of CBE
achieve their goals.

As schools respond to the World Health
Organization’s call to increase the
number of doctors in Africa,’ training

in the community is hampered by
insufficient faculty, inadequate incentive
structures for new and existing faculty, as
well as limited infrastructure and logistics
for deploying students to CBE sites.
Three schools are adopting information
and communicatons technology and
other educational innovations to address
these challenges. Four schools are also
planning to invest in curriculum reform,
which will help to transform static CBE
programs into dynamic curricula that
respond to frequently changing health
systems. Health facility leadership and
staff will need to be engaged in CBE
programs to bridge the gaps in the
supervision of students. This relationship
between medical schools and government
(which has already been strengthened

in some countries involved in the MEPI
grant) should be of great mutual benefit
because the health system is the eventual
employer of prospective graduates and
thus should be vested in their training.'*"

A recent systematic literature review
emphasized the need for robust

evaluation of undergraduate clinical
placements in underserved areas'? in
such countries such as Australia and the
United States, yet half of the schools in
the MEPI survey were not evaluating their
CBE programs. Instead, their evaluation
activities were largely limited to student
performance, mini-surveys, and informal
feedback from community preceptors.
Almost all of the schools mentioned in
the systematic review plan to integrate
evaluation components based on
research that includes community-level
impact. Although multiple approaches

to evaluation are available,”” some of
which are better suited to assessing CBE
programs than others," there are few
published examples of CBE evaluations
in Africa and elsewhere and only a small
number of published tools for such
evaluations. The foundational article

by Coles and Grant' on curriculum
evaluation in medical education is a very
good resource for program evaluation
and has been applied successfully in
evaluating a CBE program in Indonesia.'
Given the gaps in the literature and

the lack of evidence linking CBE to its
intended goals, medical schools that do
undertake evaluation stand poised to
make a significant contribution to future
investments aimed at strengthening CBE.

Even though this study involved only
12 universities, the findings shed light

Table 2

Recommendations Based on Best Practices, Challenges, and Trends

Faculty

Medical schools should ensure there is a critical mass of faculty and staff to supervise and coordinate community-based

education (CBE) activities, including training staff from health facilities and/or providing sustainable incentives to academic staff.

Infrastructure

Engage relevant stakeholders and provide them with evidence that demonstrates the benefits of CBE to health facilities,

population health, and overall standard of care, with the aim of securing funding of key infrastructure needed to deliver CBE
programs (such as transportation and housing). This is true particularly for programs that bring specialty training/practice to

poorly staffed hospitals in rural communities.

Expand the number of sites and improve student accommodations and transportation in order to meet the need for increased
enrollment of students.

Engage students to ensure a positive experience in CBE through mechanisms such as student feedback into curriculum redesign
and mentoring opportunities with community physicians as well as making CBE examinable.

Curriculum Leverage networks, such as the Medical Education Partnership Initiative network, to revise CBE curricula based on changing
health educational approaches and international experiences.

Integrate evaluation into the routine programming of CBE using simple, standardized tools that evaluate the processes,
outcomes, and impact of CBE programs. Leverage communities of practice to share existing tools or to jointly develop tools that
can be used across programs.

Learning from Studies should be undertaken to compare different models of CBE and identify those that are successful in achieving goals. Such
others studies could include

e Comparing the duration of CBE attachments in terms of achieving the goals. For example, comparing single versus multiple
brief experiences, versus longer longitudinal attachments

e Comparing the activities and competencies taught through CBE rotation and their impact on student experience, performance,
and career choices
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on key challenges facing schools across
Sub-Saharan Africa. These include
faculty shortages, infrastructure
constraints, variable student experiences,
and the need for curriculum reform.
Table 2 lists reccommendations drawn
from our findings and validated by

the CBE experts engaged in the study.
For example, to enhance the quality

and sustainability of CBE programs,
special efforts should be made to

engage relevant stakeholders, including
students and governments. Early and
frequent stakeholder engagement should
aim to secure key infrastructure and
resources needed to implement CBE
programs, including the development

of a pool of qualified CBE supervisors.
Medical schools should also draw from
academic networks such as MEPI in the
development, evaluation, and regular
updating of CBE programs that are
similar to the ones included in the
current survey. One important example
of a CBE network is the Collaboration
for Health Equity through Education
and Research in South Africa, where a
group of nine faculties of health sciences
have been working together to conduct
evaluations of CBE programs in a mutual
peer review process.'”

Conclusions

The CBE programs in the surveyed
schools aim to produce a more robust and
relevant health workforce, yet all of them
face similar challenges in meeting the
demands of increased student enrollment
with constrained faculty, infrastructure,
and logistics. There is a need to have a
more structured approach to evaluate the
processes, outcomes, and impacts of the
programs. For CBE to be a high-quality
educational experience that leads to the
intended outcomes, schools will need

to invest in faculty development, new
technologies, curriculum reform, and
leveraged global and regional networks to
learn from best practices.
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