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Abstract Community-based education research and ser-
vice (COBERS) is a brand of community-based educa-
tion that has been adopted by the Medical Education and
Service for All Ugandans consortium. The COBERS pro-
gramme is aimed at equipping students in health profes-
sional education with the knowledge, attitudes and skills
required to provide appropriate health care services. For
sustainability purposes, the health professional training in-
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stitutions have made efforts to involve various stakehold-
ers in the implementation of the programme. However,
the actual engagement process and outcome of such ef-
forts have not been documented. This paper documents
gaps and gains made in engaging district stakeholders for
community-based education. Key informant interviews, fo-
cus group discussions and document review were used to
collect data. Atlas.ti, computer software for qualitative data
was used to aid analysis. The analysis revealed that the ad-
opted engagement model has registered some gains includ-
ing increased awareness among district leaders about po-
tential opportunities offered by COBERS such as boosting
of human resources at health facilities, opportunities for
professional development for health care workers at health
facilities, and establishment of linkages between prospec-
tive employees and employers. However, the engagement
model left some gaps in terms of knowledge, awareness
and ownership of the programme among some sections
of stakeholders. The apparent information gap about the
programme among district stakeholders, especially the po-
litical leadership, may hinder concerted partnership. The
findings highlight the need for health professional educa-
tion institutions to broaden the scope of actively engaged
stakeholders with the district level.

Keywords Community-based education - Stakeholder -
Stakeholder engagement

Introduction

Community-based education is a pedagogical model which
connects classroom-based work with meaningful commu-
nity involvement and exchange [, 2]. Community-based
education research and services (COBERS) is a brand of
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community-based education being implemented by the
Medical Education and Services for All Ugandans consor-
tium [3, 4]. COBERS is a hybrid model of community-based
education which combines clinical training, service provi-
sion and research [5]. In this model, all students enrolled at
auniversity for health professional training are placed under
the supervision of one or more community-based preceptors.
During placement, the students interact with health workers
and district leaders of the host districts. They also interact
with patients at health facilities and in the community, learn
basic skills and give a helping hand in service provision. In
addition, students are required to conduct a research proj-
ect addressing priority health problems in the community.
Given that COBERS activities require the active participa-
tion of community-based stakeholders, especially leaders of
host districts, it becomes imperative to constantly engage
community-based medical education stakeholders outside
health professional education institutions [6]. A number of
studies have found a clear correlation between the quality of
stakeholder relationships and programme performance [7,
8]; sustainable long-term value [9] and programme/institu-
tion reputation [10].

Nonetheless, the ability to effectively engage stakehold-
ers begins with a full understanding of stakeholder identity
and assigned role, vested interests, and the power to influ-
ence the programme. Different stakeholders have different
levels of authority (power) over the programme outcome,
concerns (interest) regarding the programme and levels of
involvement (influence) [11]. It is important that the stake-
holder analysis focuses on all these dimensions.

In Uganda, the district administrative structure is divided
into two wings: political and technical. The political wing
consists of a district council, a policy-making organ, com-
posed of elected councillors headed by a district local
council chairperson. The chairperson is supported by an
executive committee of a maximum of 5 members and 5
sectoral committees. The five sectoral committees include:
finance and planning; health and environment; produc-
tion, marketing and industry; works and urban planning;
and education and sports [12]. The technical wing, on the
other hand, is headed by a chief administrative officer and is
composed of appointed technical personnel who work in the
respective district departments of health, education, roads
and transport, finance and planning. The district health
service department, headed by a district health officer, is
responsible for health service provision in the district.

The Uganda health care system is aligned with the
administrative structure with eight [8] service provision
tiers (Fig. 1).

Five of the eight tiers are managed by the district health
services department as indicated in Fig. 1. The tiers include:
health centre I at village level, health centre II at parish
level, health centre III at the sub-county level, health cen-
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Fig. 1 Uganda’s health care system administrative structure.

tre IV and the district hospitals. COBERS training utilizes
the health provision tiers under the district health service
department.

The institutions in the Medical Education and Service
for All Ugandans consortium adopted the bridging engage-
ment approach which involves selecting and prioritizing
stakeholders [13]. The approach engenders opportunities
for stakeholders to actively participate in the programme.
However, the outcome of this engagement and perception
of stakeholders regarding the programme has not been
documented. This paper documents gaps and gains made in
engaging district stakeholders for community-based educa-
tion programme in Uganda.

Methods
Study approach

The study was conducted with the goal to improve the
understanding of COBERS and how it is employed, and
to improve the environment in which COBERS is imple-
mented [14]. We used contextual action research, also
referred to as an action learning approach. The approach
entails reconstituting the structural relations among actors
in a social environment, and recognizes the importance of
involving all affected parties and stakeholders as each par-
ticipant understands the working of the whole. It stresses
that participants act as programme designers and co-imple-
menters [15].
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Design, sites and participants

The aim of the study was to identify the gaps and gains made
in engaging district stakeholders for the community-based
education programme in Uganda. A combination of methods
was used to collect data including key informant interviews
to elucidate the COBERS engagement process within the
districts and focus group discussions to assess participants’
knowledge and awareness of COBERS. Interviews and
focus group discussions were tape recorded and transcribed
verbatim. In order to corroborate the findings from the inter-
views and focus group discussions, the minutes of meetings,
curriculum documents, proceedings of workshops, and
memoranda of understanding between health professional
education institutions and key stakeholders in community-
based education were reviewed. All the documents rel-
evant to COBERS were accessed, assessed and compiled.
A data collection form to summarize the documents was
created. The items of the form included: type of document
and information to be extracted. The information from the
documents was then summarized. For interviews and focus
group discussions, purposive sampling methods were used
to select districts and study participants. In order to obtain
stakeholder perspectives from all the regions of Uganda,
two districts were selected from each of the four regions to
make a total of eight districts for the study. Participant eligi-
bility depended on the leadership role one played at the dis-
trict local government. Eight focus group discussions were
conducted with key district leaders while key informant
interviews were conducted with individuals in charge of the
COBERS programme in the health professional education
institutions. Interview and focus group discussion guides
were used to explore how various stakeholders in the district
were engaged in COBERS and also how information was
shared between health professional education institutions,
district contact persons and district leadership. To assess
level of awareness and knowledge among the district stake-
holders, participants were asked what COBERS meant and
what they perceived to be potential gains that would come
with active participation of districts in COBERS activities.

Data analysis

Thematic analysis was utilized to analyze the data. We
used a workshop approach to data analysis, whereby each
author independently read each transcript several times to
get familiar with the depth and breadth of the data content,
identified key words and came up with tentative codes [16,
17]. The tentative codes were shared and discussed among
the authors to reach consensus on an appropriate code list. A
code book with a comprehensive code list and correspond-
ing code definitions was developed. In line with the study
objective and information emerging from the data, an induc-
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tive analytic approach was used [18], whereby interview
questions and themes extracted from the reviewed docu-
ments constituted pre-determined themes [17]. Respon-
dents’ answers to each question were coded using Atlas.ti
[19]. After coding, data segments were retrieved and pat-
terns in codes for each question across all respondents were
identified. A descriptive summary of the memos was then
produced. Representative quotes were selected to illustrate
the most salient points. Further analysis of the descriptive
summaries was performed, taking an interpretative stance
to explore the underlying ideas behind the semantic content
of the data [16]. Interpretative analysis was informed by the
study objective, as well as the COBERS programme docu-
ments including stakeholders memoranda of understand-
ing and minutes of meetings between officials from health
professional education institutions and community-based
stakeholders [18].

Ethical considerations

Ethical approval was received from the Makerere Univer-
sity, School of Medicine Research and Ethics Review Com-
mittee and the Uganda National Council of Science and
Technology. Permission was also sought from leaders of the
participating districts. Prior to each group discussion a con-
sent form was read out to the participants who were given
a chance to ask questions before signing the consent form.
Issues of anonymity and confidentiality were emphasized to
all the participants.

Results

The following themes emerged from the data during the
analysis: (i) district stakeholder engagement activities; (ii)
stakeholder engagement outcomes (level of knowledge and
awareness about COBERS); and (iii) stakeholder perception
about opportunities offered by COBERS. These themes are
described and discussed below.

Stakeholder identification and analysis

Data from document review and key informant interviews
indicated that training institutions utilized the power, inter-
est and influence model to identify, analyze and prioritize
stakeholders. The analysis focused on identifying stake-
holders with power and interest to influence not only the
implementation of COBERS but also the outcome of the
programme. Based on the analysis, the district local coun-
cil chairperson who heads the district council, the policy-
making organ and the district chief administrative officer
who oversees the implementation of policy and budget were
identified as key stakeholders with both power and influ-
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ence. Similarly the district health officer who heads the
health service department was identified as an important
stakeholder. This was due to the power vested in the offi-
cer as head of the district health service department and the
interest in health service provision in the district, as illus-
trated by the following quotation:

‘The district health officer was involved because the
training of health professionals is more related to his
office. The chief administrative officer is involved in
the implementation of the policies and budget. The
district local council chairperson is the head of the
policy-making organ of the district’. (Representative,
Health Professional Education Institutions)

In the Ugandan health service structure, the district health
officers oversee and supervise all health service units within
the district from which the training sites are selected. Chief
administrative officers and district local council chairper-
sons, on the other hand, were considered to have the power
and influence to allocate the needed material and human
resources to COBERS. Whereas the health professional
education institutions made initial contacts with the districts
through the respective district health officers, the memo-
randa of understanding were signed by respective chief
administrative officers on behalf of the districts.

The main engagement activities consisted of consulta-
tions, dialogues and sharing information about COBERS
with the identified district stakeholders.

‘Shared information included: the meaning of
COBERS; justification for COBERS, its potential role
in retaining human resources for health as well as the
role of various stakeholders’. (Representative, Health
Professional Education Institutions)

Channels of information sharing between the health profes-
sional education institutions and the districts participating
in COBERS included the following: health professional
education institutions sending a representative to the annual
meetings of the Uganda Local Government Association;
health professional education institutions organizing and
facilitating district leaders regional meetings; one-on-one
meetings with key individuals in the districts; formal intro-
duction letters given to students at the beginning of attach-
ment; and students holding briefing and debriefing meetings
with district leaders.

‘We make courtesy calls to their respective offices;
invite them to participate in meetings. For instance
recently we had a meeting for chief administrative
officers and local council chairpersons from West-
ern Uganda where we invited about 26 districts par-
ticipating in COBERS activities. Other meetings were
also held in 2012. We also participate in the local

government meetings held annually’. (Representative,
Health Professional Education Institutions)

There were also collaborative activities related to improving
the training sites. For example, districts provided space for
accommodation and the universities would make the neces-
sary furnishing and renovation; and the universities engaged
preceptors in the training activities to serve as site tutors.

‘But they had also trained a supervisor who was from
the community who would supervise these people’.
(Technical leader, Eastern Region)

The most formal engagement was signing of memoranda of
understanding between district authorities and some health
professional education institutions, which stipulated part-
ners’ roles and responsibilities.

‘We have signed memoranda of understanding with
several districts where we send students for commu-
nity-based education service and research. The memo-
randum is usually signed by the chief administrative
officer on behalf of the district and it clearly spells out
the roles and responsibilities of each partner’. (Repre-
sentative, Health Professional Education Institutions)

Awareness and knowledge about COBERS

Awareness and knowledge about COBERs varied both
across and within districts. Some participants were well
informed about community-based education and were also
aware of the timing of the students’ placements and the
activities that the students were engaged in during place-
ment. Yet, others had very limited or no knowledge about
the community placement programme. Overall the technical
arm of the district local government, which comprised the
chief administrative officer, district health officer, and health
facility representatives, was well informed and aware of the
COBER'’S programme. They were also informed about the
different activities such as health education, immuniza-
tion, and research that the students were involved in during
their placement in the districts, as illustrated by the selected
quotes below:

‘Normally the district health officer s office is informed
when the students are coming. A letter is sent which is
written to the district health officers office informing
them of the students who will be attending the pro-
gramme’. (Technical leader, Northern Region)

The political leaders were generally less informed about the
programme; some thought it was a non-governmental orga-
nization or association, while others thought it was a com-
munity development project. A few of the leaders had never
heard about the programme.
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‘... but we didnt know; when you started talking
about COBERS I said to myself now this is a new asso-
ciation or something they have just formed’. (Political
leader, Northern Region)

‘I think that would be best described by the district
health officer because earlier on we said that some of
us are hearing about COBERS for the very first time’.
(Political leader, Eastern Region)

From the perspective of district leaders, the variation in
awareness and knowledge about COBERS could be attrib-
uted to the engagement approach used by health professional
education institutions coupled by the poor information flow
between the technical and political arms of local govern-
ment. Participants noted that health professional educa-
tion institutions selected and prioritized stakeholders based
on the reality of limited human and financial resources to
fully engage each individual stakeholder. The assumption
was that the information shared with the priority stakehold-
ers would trickle to other stakeholders within the districts
through various communication channels. However, this
did not happen in most districts. Furthermore, it was noted
that leadership structure may have contributed to the infor-
mation gap about the programme. More often than not, there
were communication gaps between political and technical
wings of the district leadership, as illustrated by the quota-
tion below:

‘As said earlier, as leaders we were not aware about
this. The district health officer was aware about it, but
it was not brought to the attention of the head of the
leadership’. (Political leader, Northern Region)

According to the respondents, the information gap was
impeding a sense of ownership among district leaders, yet
it was crucial for full participation in the training of health
professionals.

‘When top district leadership is informed, the matter
will automatically move to council. You know what it
means,; when it is owned by council, we can fully par-
ticipate’. (Political leader, Western Region)

Opportunities for participation

During the discussions, the participants reported that
COBERS presented various opportunities both to the com-
munities and the health services sector in the districts. They
included: boosting human resources, promotion of con-
tinuous health professional education for health workers in
health facilities, and improved time management at health
facilities. Participants also cited the potential for students’
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research to inform health-related decision making and
investments, and community-based education’s potential to
link employers with potential future employees.

Human resource boost

For most respondents, the students participating in the
COBERS programme were seen as a boost to human
resources. Students attached to health facilities participated
in the day-to-day running of health facilities, including
outreach programmes. They took part in activities such as
screening patients, patient education, weighing children,
measuring temperatures and immunization, depending on
the student’s year of study. According to the respondents,
participation of students in health service provision in these
human resource constrained settings lead to a reduction in
patient waiting times.

‘When they are there, certainly the work force is
increased. We have additional hands; medical stu-
dents have particularly been very active in our out-
patient department and they clear the lines faster and
the waiting time lessens’. (Technical leader, Western
Region)

‘They give an extra hand not only at the health facility
but also in the community — especially the community
health activities such as immunization and other com-
munity outreaches. They are very helpful, and they
try to foster our human resources’. (Technical leader,
Eastern Region)

Some respondents observed that the presence of additional
student hands had a positive effect on the services offered
at health facilities. The presence of a full team at the health
facility provides psychological reassurance to patients seek-
ing services.

‘I think they also improve the quality of care to the
patients in the health centres because psychologically
when you see a team of people working together it also
improves the quality of care and uplifts the patient s
spirit knowing that all these people are trying to help
you improve’. (Technical leader Northern Region)

Similarly, the presence of students in the community was
reported to have improved sanitation and hygiene, knowl-
edge on nutrition, and health-seeking behaviours of house-
holds in the community in which they work.

In some districts, it was noted that the presence of stu-
dents in the community was in a way helping to improve the
image of health facilities as the students were able to com-
municate and create a trusting relationship between service
users and providers.
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‘At a community level, when these students move into
the communities and they use friendly and simpler
language, it encourages openness. Some people are
afraid to go to the hospital and might not be open
about their health problems. But at that level, when
you meet them in their communities and you are
friendly and communicate in simple language, then
they open up and you are able to help them’. (Political
leader, Western Region)

Promoting health workers skills

District leaders noted that the presence of students motivates
health workers to update their own health professional skills
in order to be able to impart appropriate knowledge and
skills to the students they are assigned to mentor. Through
this interaction with students, health workers get access to
some up-to-date professional knowledge.

‘When you get students they can even give you more
knowledge on some of the conditions that we normally
do not talk about. Sometimes, health workers are
forced to update their medical knowledge’. (Technical
leader, Western Region)

The presence of students provided opportunities for precep-
tors or site tutors to get training on leadership and manage-
ment, teaching and mentoring skills. Site tutors supervise
students’ activities and provide mentorship to students
attached to the health facility. To be able to actively par-
ticipate in the process, they received training to equip them
with the necessary skills.

‘Learning, and knowledge, the institutions normally
invite us for training on management and leadership
skills and they also give us certificate’. (Technical
leader, Western Region)

Student research

For some respondents, the research conducted by students
during attachment provided the much needed evidence to
inform district-level decision making and resource alloca-
tion for health services. For example, students’ research in
one of the communities helped to identify malnutrition as a
major health problem affecting the community. Such infor-
mation guided subsequent decisions and actions for the pub-
lic health programme.

‘Every time the students do research during their
attachment, research being what it is, they generate
knowledge. At the end of the research, they come to
know how best to handle the deficiencies in the com-
munity, for example nutrition. Like we were not aware

that malnutrition was a serious problem until it was
documented by a group of students attached to our
health facility’. (Technical leader, Eastern Region)

Linking employers to employees

According to respondents, community-based education
links the potential employer (local government) and poten-
tial employees (students). During the attachment, students
are able to appreciate the environments which they could
consider for future employment. They also get an oppor-
tunity to interact with the district leaders. In addition, the
attachment provides an opportunity for cultural exchange,
which is important for cultural sensitivity and competence
during future professional practice.

‘I think this it is a good programme bringing the train-
ing of the students closer to the ultimate health con-
sumer. We get to know how health professionals are
trained and their potential to provide services right
from the time of training. The programme provides an
opportunity for us in the district to interact with stu-
dents and interest them in joining us in the district’.
(Political leader, Western Region)

‘Some of the students who have come to our district
were from different parts of the country. This is a good
thing because students get exposed to other cultures’.
(Technical leader, Northern Region)

Discussion

This paper provides an overview of the efforts by health
professional training institutions to engage district stake-
holders in students’ training and a qualitative assessment of
the outcomes of such efforts, including stakeholder views
about potential opportunities for participating in a com-
munity-based education programme. The findings show
that training institutions have made efforts to identify key
stakeholders in the districts and engage them through vari-
ous activities. The engagement process has produced prom-
ising results, but there are also gaps in terms of information
related to COBERS and the role district stakeholders are
expected to play in the implementation of COBERS.

Engagement process

Health professional education institutions adopted the
power, influence and interest criteria to prioritize stakehold-
ers at district level. However, use of such an approach seem-
ingly left some of the potential stakeholders in the district
without sufficient information to appropriately influence the
implementation of COBERS. The political leaders who are
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charged with policy making and budget allocation were not
well informed about the COBERS programme and therefore
did not fully contribute to programme implementation. Yet,
evidence shows that a more inclusive engagement process
has better outcomes. Some studies have documented priori-
tization of stakeholders as an important strategy for efficient
use of resources [20-22]. It is therefore recommended that
even stakeholders with minimum power, interest and influ-
ence may need to be fully informed about the programme
to ensure they do not oppose or sabotage the programme
activities due to a lack of information or feeling of being
side-lined [21, 23-25].

Information gaps

Despite the efforts made to engage and share information
with key stakeholders, knowledge about COBERS was var-
ied across leaders, within districts and across districts with
some leaders more aware and knowledgeable than others.
The contrast was very clear between the political and tech-
nical stakeholders of the districts. The district health depart-
ments headed by district health officers were more informed
than other departments in the districts. The policy makers
(the district local council chairpersons and district council-
lors) had the least information about COBERS.

A review of documents related to COBERS implemen-
tation suggests that efforts to engage stakeholders ranged
from consultative meetings to formal signing of memoranda
of understanding between the training institutions and dis-
tricts. However, the objective(s) of the memoranda of under-
standing were seemingly unclear to the district stakeholders
which left them detached from the programme. The infor-
mation gaps among the policy makers at district level leaves
a potential synergy between training institutions and the dis-
trict local government unexplored and untapped. Evidence
shows that districts where policy makers were actively
involved in COBERS do provide students with accommo-
dation and transport during COBERS placement [6]

The literature shows that the level of stakeholder involve-
ment in partnership plays a key role in determining the
amount of synergy that a partnership can create. However,
if these participants are not involved in a way that makes it
possible for them to contribute their knowledge, resources,
and skills, partnership cannot create effective synergy. In
addition, the ability to create synergy is influenced by the
type of partnership. Two types of partnerships are identified
in literature, the lead agency and the community engage-
ment models [26]. These two models vary considerably in
their ability to create synergy. The lead agency model refers
to a partnership established to help a partner participate in
a predetermined programme. The model has limited capac-
ity to create effective synergy for it allows limited stake-
holder involvement and participation. In the community
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engagement model, by contrast, stakeholders work together
in developing plans and taking collective action [27-30].
Such an interaction has the potential to create new ideas and
strategies together, which in turn creates sense of ownership
among the partners.

Opportunities presented by COBERS

Participants pointed to the fact that COBERS presented vari-
ous opportunities both to the communities and the health ser-
vice sector in the districts. The presence of students at health
facilities and communities surrounding the health facilities
boosted the much needed human resource for health. It is
well established in the literature that the community-based
education programme has various benefits for the commu-
nity and preceptors [31-33]. The research part of COBERS
has created a pool of information that the districts could use
for more effective planning, prioritization and delivery of
health services. The programme provided an opportunity
for potential employers (local governments) and potential
employees (health professional trainees) to interact and
appreciate each other for informed choices. Similarly, the
background mix of students sent to COBERS sites across
the regions provided an enriched learning environment for
both health workers and students and may help in fostering
the right attitudes for working in ‘hard-to-reach’ areas.

Conclusion

Health professional education institutions have made efforts
to identify and engage key stakeholders at district levels.
As a result, stakeholders have been able to recognize sev-
eral potential opportunities for participating in community-
based health professional education. However, there are
apparent gaps in terms of information and sense of owner-
ship of COBERS among district stakeholders, especially the
political leadership, which may hinder effective partnership
as envisaged by the training institutions. Consequently, the
training institutions may need to consider changing their
approach to information dissemination from contact points
to a wide sensitization approach and consider using the
identified opportunities to consolidate the partnership with
districts.

Essentials

e Stakeholder engagement is important when implement-
ing a community-based education programme.

e Stakeholder engagement allows stakeholders to delin-
eate their roles in the implementation of the programme
for active participation.
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e The model of stakeholder engagement influences the
level of stakeholder participation.

e The full potential of community-based education, includ-
ing possible opportunities for stakeholders, can be real-
ized when stakeholders are fully engaged.
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