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The Medical Education Partnership Initiative (MEPI) was a large-scale, 
US government investment in strengthening the health workforce in 
Africa by providing medical schools with funding to implement activities 
based on local needs and priorities. Schools that were awarded the grant 
chose to invest in strengthening community-based education (CBE) and 
formed a technical working group convened by the Coordinating Centre 
of MEPI (a partnership of institutions also funded by the MEPI grant). The 
technical working group collaborated with CapacityPlus (a US Agency for 
International Development (USAID)-supported programme with funding 
specifically allocated to work with the MEPI schools) to strengthen their 
CBE programmes.[1] Within this context, the University of Zimbabwe 
College of Health Sciences (UZCHS) requested a peer review of its CBE 
programme. The evaluation served as a learning exercise for both UZCHS 
and other medical schools in the MEPI network in applying the peer-review 
process while evaluating the UZCHS CBE programme.

CBE is increasingly included as part of health sciences curricula across the 
globe. It forms part of an educational strategy to address the worldwide 
inequities in human resources for health by preparing graduates for service 
to rural and under-served populations.[2] The protocol developed by the 
Collaboration for Health Equity through Education and Research (CHEER) 
was adapted for use by UZCHS to evaluate its CBE programme. CHEER 
was formed in South Africa (SA) during 2003 to examine strategies that 
would increase the likelihood of health professional graduates choosing 
to practise in rural and under-served areas.[3,4] Since then, the CHEER 
model has demonstrated effectiveness in examining complex outcomes in 
medical education in countries other than SA, as reported by S Reid on the 
University of Cape Town’s Primary Health Care Directorate website (www.
primaryhealthcare.uct.ac.za/). 

The medical school in Harare, Zimbabwe was established in 1963 and 
runs a 5-year undergraduate medical programme (MB ChB). The uni-
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versity’s intention to expose students to CBE originated with the idea of a 
‘village family scheme’, whereby students were attached to families in rural 
areas.[5] The evaluated format of the CBE programme was formally launched 
in 1987. At the time of the peer review, 22 academic departments and 67 
clinical teaching sites contributed to the implementation of the programme. 

Objective
The aim of the review was to train colleagues from the network of MEPI 
schools in using the CHEER approach (Fig. 1) and to conduct an evaluation 
of how the medical school’s CBE programme served to encourage future 
rural practice. The specific objectives were: (i) to identify gaps between 
theory and practice in education and training; (ii) to provide a report 
for ongoing curricular review; and (iii) to share best practices regarding 
preparation of students for practice in rural and under-served areas. 

Methods
A descriptive study design, using mainly qualitative methods that focused 
primarily on semi-structured interviews and review of supporting 
documentation, was employed. In addition, a pre-visit questionnaire 
was distributed to faculty and students for completion from September 
to December 2014 to serve as baseline data prior to the review visit. All 
respondents for pre-visit questionnaires were identified by representatives 
of UZCHS using convenience sampling, whereby as many students and 
appropriate staff as were available were invited to complete the forms. 
Purposive sampling was done for the on-site face-to-face interviews 
in February 2015 through the identification of appropriate key faculty 
members and students, as well as graduates and clinical preceptors at 
two district hospitals. During the visit, an initial presentation of the 
findings and recommendations was made to the faculty to corroborate and 
supplement the findings. A follow-up visit to present final key findings and 
recommendations was conducted during May 2015; this meeting was also 
used to further validate the findings prior to drafting a final written report.

Two facilitators from SA (IC and DM), who were experienced in the 
CHEER peer-review approach, led a team of representatives from the 
medical schools in Botswana, Zambia and Malawi, who served as peer 
reviewers while being orientated to the evaluation process. Representatives 
of UZCHS were involved in the process, which commenced ~7 months prior 
to the visit and involved protocol adaptation and questionnaire distribution. 

During the visit in February 2015, the reviewers divided into two sub-
teams and conducted interviews of ~1 hour. Written notes were taken during 
the interviews, which were conducted with individual faculty members or 
pairs from the same department. Written, informed consent was obtained 
from each interviewee prior to commencement of the interview.

Students presented in two large groups of ~50 students each. Each group 
was seen separately but in parallel. Due to the large numbers of students, 
a paper response method was used to encourage response, whereby each 
student was handed a slip of paper on which to write their answer. Following 
each response, the paper was handed in and a brief discussion ensued to 
identify common issues. 

Analysis 
Analysis of pre-visit staff questionnaires was done using a grid to summarise 
answers to the questions as a result of a paucity of responses. The responses 
to the pre-visit student questionnaires were captured at UZCHS using 
the REDCap (USA) database. The descriptive analysis was conducted by 
members of the peer-review team in SA, with online access to the database. 
Thematic analysis was conducted on the qualitative aspects of the survey.

All data from on-site interviews were analysed using recursive abstraction 
and summarised along broad themes outlined in the interview schedule 
based on the CHEER evaluation framework (Table 1), including the nature 
of involvement of each department in CBE (Table 2). The results were 
discussed by the review team, with consensus being reached on themes 
within and across the interviews. The students’ paper responses to the 
structured questions were analysed using a thematic approach.

Research ethical approval was granted by the Medical Research Council 
of Zimbabwe (MRCZ) on 9 June 2014 (ref. no. MRCZ/A/1841).

Results
The CBE programme at UZCHS was found to be constrained by a 
number of remote and recent pressures, including the financial crisis in 
Zimbabwe, increasing staff shortages, increased student numbers, and 
deteriorating infrastructure. Despite these pressures, which had evolved 
over time, the programme had expanded from 10 purpose-built sites in 
eight provinces to more than 60 sites across all provinces, with positive 
relationships between the university, the Ministry of Health and Child 
Care, mission hospitals and private medical care providers in the mining 
industry. 

Pre-visit survey results
The pre-visit surveys conducted from November to December 2014 resulted 
in a low response rate, with 5% (n=54/1 164) and 26% (n= 5/19) of students 
and faculty responding, respectively. Key findings from the student survey 
were as follows: the majority (94%) did not plan to practise in rural or under-
served areas upon graduation; community health workers were perceived as 
the most significant ‘teachers’ not employed by the university; and half of the 
respondents were in contact with graduates. The low response from faculty 
resulted in inadequate baseline data being available to reviewers. Faculty 
respondents were mainly involved with the clinical years (years 3 - 5), and 
none reported being involved in the CBE programme. All indicated that 
there was no policy that specified student recruitment from rural or under-
served areas. 
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Fig. 1. The Collaboration for Health Equity through Education and Research 
(CHEER) peer-review process at the University of Zimbabwe College of Health 
Sciences. (CBE = community-based education; HODs = heads of department.)
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Review visit results
Face-to-face interviews were conducted with the dean, 23 faculty members 
in preclinical and clinical departments, four recent graduates and two off-site 
clinical preceptors. Modified group interviews were conducted with 3rd-year 
(n=69) and 4th-year (n=52) students. Several strengths and challenges were 
identified using the CHEER evaluation framework, as illustrated in Table 1. 

The faculty mission statement does not overtly mention rural and 
under-served populations, but states that the institution strives for 
‘community oriented and community driven training and learning’. The 

length of exposure to field attachments was estimated to be ~5% per year 
on average, with time spent ranging between 1 and 5 days per week for 
4 - 8 weeks within one study year (Table 2). The community medicine 
curriculum provides theoretical input regarding healthcare in rural or 
under-served areas. Staff who supervise the preclinical and clinical field 
attachments are mostly non-clinicians and often work under difficult 
circumstances; yet, the programme boasts a large teaching platform 
(in excess of 67 sites across all provinces and districts in Zimbabwe), 
providing various exposure options. 

Table 1. Adapted CHEER evaluation framework 

Score

Criterion
number Evaluation criteria Less than expected Adequate Better than expected

1 Faculty mission 
statement

R/U not mentioned* Some mention or indirect 
reference

Explicitly supportive

Stated: ‘Community-orientated and community-driven training and learning’†   
Issue of social accountability – where graduates go not addressed†

2 Resource allocation None† Some staff and funding, but not 
enough*

Sufficient staff and funding for 
sustainability

Biggest constraint. Worked well with external funding. The financial crisis had a major negative effect†

3 Student selection No policy with regard to R/U* Some policy with regard to R/U >25% rural origin

None†

Reported that most students come from lower SES backgrounds†

4 First exposure Final year, if at all Middle years 1st year*

Behavioural sciences convene 1st-year exposure†

Exposure in every subsequent year†

5 Length of exposure None† <5%* >25% of practical in R/U areas

4 - 8 weeks/year (1 - 5 days/week for the duration of attachment)†

6 Practical experience None† Students watch and listen to 
others

Students hands-on and 
contributing*

Develops over the years; 5th year very hands-on†

7 Theoretical input None† R/U mentioned* Critical reflection on R/U issues

Mainly in community medicine; some reference in other disciplines†

8 Involvement with 
community 

Tourism-type exposure* Engagement or intervention Ongoing joint reflection

Learn from the community, but don’t contribute to it; unlike the rehabilitation sciences students†

9 Relationship with 
health service

Students are a drain/burden Students are tolerated Students’ input is welcomed and 
used*

Very positive (especially senior years)†

10 Assessment of students No formal assessment for rural 
learning

Assessment was done, but not 
pass/fail*

Pass/fail contribution from rural 
component

Reports and presentations compulsory, but no rigorous assessment of knowledge and skills acquired during CBE†

11 Research and 
programme evaluation

No programme evaluation or 
reflection*

Evaluation is done, but not 
specific to R/U

Current educational research with 
regard to R/U

None†

12 Programme oversight 
and co-ordination

No academic co-ordination; 
administrative co-ordination 
only*

Some academic oversight at 
departmental level; some academic 
co-ordination

Good co-ordination with senior-
level support and academic 
oversight

There was good administrative co-ordination from the dean’s office†

CHEER = Collaboration for Health Equity through Education and Research; R/U = rural/under-served; SES = socioeconomic status.
*Reviewers’ score.
†Reviewers’ explanatory comments for choosing the score. 
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Strengths
There are a number of areas where UZCHS performed better than expected 
using the peer-review tool: early exposure to rural and under-served 
communities occurs from the 1st year onwards; CBE occurs in every year of 
study; practical experience is afforded to students during community-based 
activities (although the extent depends on their year of study, with more 
senior students having more ‘hands-on’ clinical experience); and a good 
relationship with health service personnel and the ministry of health.

The establishment of a Health Professions Education Department in 2014 
was intended to encourage and facilitate the training of clinicians and other 
academics in educational approaches and skills. 

Accommodation at two field sites was upgraded in 2014/2015 and internet 
facilities were expanded, including a repository for textbooks and assignments. 

Students value and enjoy the CBE experience, despite the poor living 
conditions at some sites due to lack of adequate maintenance, oversight and 
funding. They reported that the experiences impacted positively on their 
personal growth, empathic skills and professionalism. 

Challenges
A number of limitations and challenges emerged. The institutional oversight 
and investment was limited, evidenced by the last MB ChB curriculum 
having been reviewed in the 1980s and the last substantial amendments 
to the field attachment programme made in the 1990s. The relationship 
between the medical school and the community leans towards a ‘tourism-
type’ exposure, with no evidence of a partnership with the community, 
especially during the non-clinical years. 

The dean has provided high-level support and visibility for the 
programme and administrative oversight for the 2nd-, 3rd- and 5th-year 

Table 2. Summary of student exposure to community-based education
Year Site Duration Department Focus

1 Epworth (peri-urban) Fridays: 2 × 8 weeks Behavioural sciences (psychiatry) Health-seeking behaviour; family 
health study

2 Communities around district 
sites: variable numbers

4-week block Community medicine focus; all 
departments involved

Community characteristics, needs 
and structure

3 District hospitals in various 
towns

4-week block ‘Field attachment office’ (deanery); 
all departments involved

The health system; clinical skills 
(ward rounds, patient clerking)

4 Urban clinics 4-week practicum Community medicine Maternal and child health focus; 
general primary care medicine

5 District hospitals in various 
towns

4-week block ‘Field attachment office’ (deanery); 
all clinical departments involved

Core clinical disciplines; audit (ward 
rounds, patient clerking and ongoing 
patient management)

Table 3. Key recommendations
Key recommendations 
(presented) Key recommendations (adopted)

Identify academic co-ordinator 
for CBE

Identify academic management 
structure for CBE
Monitoring and evaluation

Revise CBE programme based on 
review results

Revise field attachment 
programme* to evolve into CBE 
based on results of review

Integrate  CBE programme across 
medical departments

Integrate the MB ChB CBE 
programme across all teaching 
departments

Align learning objectives with the 
overall medical curriculum

Align CBE learning objectives with 
the overall medical curriculum

Launch a parallel medical 
curriculum revision process

Align teaching platform to 
learning outcomes

Align teaching platform to 
learning outcomes
Increase CBE exposure time 
across the years 

Increase CBE exposure time 
across the years

Improve student supervision Improve student supervision

Attend to student accommodation, 
transport, maintenance and 
resources issues

Attend to student accommodation, 
transport, maintenance and 
resources issues

CBE = community-based education.
*University of Zimbabwe College of Health Sciences referred to existing CBE activities as the field 
attachment programme.
Note: The column on the left indicates recommendations made by the peer-review team, while 
the column on the right indicates the consensus reached by the university representatives, 
including the dean.

Table 4. Post-review visit: Key outcomes

• The establishment of a working committee for CBE revision. The first 
meeting of the committee was planned for 2 weeks from the date of 
the post-review meeting. The dean called the meeting and confirmed 
the convenor of the committee.

• The appointment of a convenor of this working group, who was 
nominated by the dean (the head of the HPE Unit). 

• The inclusion of CBE in the staff development programme originally 
planned to focus on MB ChB curriculum planning.

• The agreement that the CBE curriculum review would take place in 
the context of the overall MB ChB curriculum revision.

• The agreement that student supervision will be revised and 
improved to include an academic component. The HPE Unit will 
develop an orientation programme for all supervisors to support the 
strengthening of CBE. This orientation will include a revision of the 
guidelines for supervision as per the new goals set for competencies 
that students should achieve during the field attachment.

• The agreement that HEALZ graduates from UZCHS would be 
co-opted to assist the HPE Unit and the CBE curriculum committee 
with the curriculum revision of the CBE programme. 

• It was agreed that UZCHS will explore the implementation of 
innovative funding strategies for the CBE programme.

CBE = community-based education; HPE = health professions education; UZCH = University of 
Zimbabwe College of Health Sciences; HEALZ = Health Education and Advanced Leadership for 
Zimbabwe. 
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CBE programmes, but the transfer of the programme to his office appears to 
have created a gap in the day-to-day academic oversight and co-ordination 
of the programme. Faculty and students report ‘silo’ learning or a lack of 
integration between disciplines, and perceive a disconnect between the 
objectives of the CBE programme and the overall MB ChB curriculum. 
Supervisors and clinical preceptors reported a poor understanding of the 
specific objectives of the CBE programme, particularly in the clinical years, 
as well as dissatisfaction with some of the infrastructure, support materials 
and resources available to implement the programme. Students reported 
inadequate supervision from medical professionals during community-
based activities.

The various teaching departments reported that they do not have any 
overt teaching and learning outcomes for the CBE placement, and while 
there is some assessment of students’ CBE experience in the form of reports 
and presentations and during the behavioural sciences course examinations 
in the 1st year, it is not rigorously assessed throughout the study years. 
Clinical skills proficiency was identified by preceptors as a major gap in 
students’ capacity during field placements. Senior students reported that 
they were not adequately prepared to practise in rural areas, which lacked 
adequate nearby referral networks and required them to perform clinical 
skills they were not comfortable with. Despite their generally positive 
CBE experiences, most students reported that they have no intention of 
practising in rural or under-served areas when they qualify.

Key recommendations for UZCHS
The recommendations presented by the review team were generally well received 
and feasible, with some modifications (Table 3). The central recommendation 
was that UZCHS needed to strengthen the structures for curriculum review and 
academic co-ordination of the CBE programme and assign a person or group 
to the academic co-ordination of the programme. Other key recommenda-
tions included: (i) to convert the current ‘field attachment’ into a formal CBE 
programme, ensuring that there is a spiral of learning that links CBE activities 
from one year to the next with increasing levels of competency; (ii) to align 
learning objectives of the CBE programme with the overall medical curriculum, 
leveraging international guidelines, such as the Global Consensus on the Social 
Accountability of Medical Schools,[6] the Lancet Commission Report,[7] the World 
Health Organization’s Transformation of Health Professions Education, 2013,[8] 

and the approach of evidence-based medical education;[9,10] (iii) to improve 
student supervision and set clear learning objectives and outcomes, thereby 
integrating knowledge across disciplines and ensuring skills proficiency; and 
(iv) to consider the introduction of family medicine to strengthen the provision 
of primary care, while post graduate trainees in family medicine could potentially 
provide supervisory support to undergraduate students during CBE placements. 

Other recommendations included reviewing the existing teaching sites to 
ensure they each provide appropriate learning opportunities, strengthening 
inter-professional learning through the CBE experience and improving the 
infrastructure (of accommodation and the health facilities), recognising 
that the latter will require political will and innovative income-generating 
strategies.

Post-review visit results
A 2-day meeting reviewing the recommendations with the dean, heads of 
department, and key faculty led to several main decisions and plans for 
improvement of the CBE programme (Table 4). One of the key decisions, 
taken in the absence of available funding for an academic co-ordinator, 
was to convene a working committee chaired by the head of the Health 
Professions Education Department to provide academic oversight of the 

CBE programme. Remote support was provided to the institution by the 
review team to facilitate implementation of adopted recommendations.

Discussion
Peer review is not an accreditation process but rather focuses on providing 
health sciences schools with organising principles and an opportunity to 
reflect on the institutional standards and curriculum, which will help them 
become more accountable in addressing some of the health inequities and 
improvements to the health system.

The process of the review supported peer reviewers to learn from 
each other and share their experiences, similar to the in-country 
consortia of medical schools that formed within the MEPI network.[11] 

Medical schools in the region share common constraints of limited 
resources and infrastructure[12,13] and many face the challenge of find-
ing funding for objective programme evaluations. The peer-review 
approach therefore affords a cost-effective mechanism to provide valu-
able feedback.

The post-visit support was a modification of the CHEER model and may 
well be a feature that others can incorporate in the future. 

Common challenges shared with other MEPI schools
UZCHS has several challenges in common with other MEPI partners 
regarding the CBE programme, such as inadequate clinical preceptorship at 
CBE sites, increasing admission numbers and limitations of infrastructure 
and logistics, which include inadequate internet connectivity for online 
technology expansion, accommodation and transport.[1] Other key areas 
needing attention relate to the CBE curriculum, appropriate course materials, 
textbook availability and alignment with the central curriculum. These 
challenges may undermine a major aim of CBE, which seeks to expose students 
to rural and under-served communities with the objective of encouraging 
future practice in these areas. Despite the positive sentiments expressed about 
the CBE experience, most students at UZCHS would not choose to practise 
in rural areas in future. This does not bode well for Zimbabwe, considering 
that the majority of the population (67%) live in rural areas and are dependent 
on government health services.[14] This finding contradicts previous findings 
that the exposure to CBE in medical curricula increases the likelihood of 
graduates choosing to work in rural and under-served areas.[1,15] Perhaps it is 
not just exposure to CBE (which in practice spans each year at UZCHS), but 
the quality and nature of that exposure which impacts positively on graduate 
choice. Studies have shown that three main factors influence choice of rural 
practice by medical graduates, i.e.: (i) rural origin; (ii) positive clinical and 
educational experience in rural placements during undergraduate medical 
training; and (iii) targeted postgraduate training for rural practice.[16,17] There 
is no explicit student recruitment and selection policy aimed at students from 
rural origin at UZCHS, with the majority reporting being of urban origin, and 
no postgraduate rural training is offered. Therefore, all three factors may be 
linked to graduate choices at UZCHS. 

Key lessons
While the on-site review occurs within a relatively short space of time (3 - 5 
days), the entire process takes several months.[18] Hosts and reviewers must 
therefore be committed to participation throughout the entire process. 
Buy-in from key stakeholders is important to gather meaningful information 
and to implement recommendations. 

The purpose of evaluation is to identify whether a programme meets 
its objectives. Without clearly articulated programme goals, evaluation is 
challenging. 



Research

September 2017, Vol. 9, No. 3  AJHPE         143

A specific area of focus for the review is important, as there is a danger of 
covering too much (depth v. breadth).

External peers can offer safe, empowering and multifaceted support to 
improve and evolve educational programmes within institutions, while 
enjoying a mutual learning experience. Peer review is a fluid process and the 
approach is one of a conversation with supportive peers, with openness to 
adaptation. The protocol should, therefore, not be rigidly adhered to if it is 
not effective in a particular context. In this instance, the addition of the 12th 
criterion to the evaluation framework was deemed an important adaptation 
for the UZCHS context, and probably also for other CBE programmes.

Study limitations 
Data collection of pre-review-supporting documentation and completion 
of course curriculum spreadsheets was unsuccessful owing to the very 
poor response from faculty. This led to interviews being focused mainly on 
gathering general information without adequate time for in-depth probing. 

Daily debriefing sessions of the reviewer team with the host institution’s 
academic representatives would have been very helpful in clarifying issues 
as they arose. Incorporating such meetings into the daily schedule would 
be best. 

Only two community-based sites were selected because of their proxi mity 
to the university. Thus, the reviewers relied on the two preceptors to relate 
their experiences and perceptions rather than gaining first-hand informa-
tion and observations beyond the two sites visited.

Conclusion
This evaluation demonstrated the value of a peer-review process to offer a 
multidimensional, external but friendly assessment of a CBE programme. 
The process provided valuable insight and triggered institutional 
commitment and motivation to revise and align the curriculum with the 
intended goals. Regular evaluation of CBE activities is critical to ensure 
that educational goals are being met and that limited resources for medical 
education are being used effectively to train a relevant workforce. 
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