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Student nurses demonstrating water purification in a rural
community

Problem and Context

Cameroon is located in Sub-Saharan Africa,
geographically lying between West and Central Africa.
The country has a population of 25 million people (CIA
2019). Health professions education in the country is



supervised by three government ministries -- Higher
Education (diploma and degree programs); Public Health
(diploma programs); and Employment and Vocational
Training (diploma programs). Schools that train health
professionals in the private sector will have to be
accredited by one of these ministries depending on the
programs they intend to run. Some of the programs are
harmonized (similar curriculum is used across schools)
while some others are unique to the institutions running
them. Where programs are harmonized, you will see
similar activities, including internships taking place in the
different institutions.

In the course of their programs in different institutions,
students will undertake both clinical and community
internships as is the standard. Clinical internships take
place in hospitals while community internships take place
in communities where primary health services are located.
For the community internship to be successful, the
school, the primary care health center, and the community
leaders must collaborate. In the communities, the
students will typically conduct health educations and
community health needs diagnoses. These diagnoses
usually paint a picture of community needs that are
affecting the health of the people. The students will
present this in their post-internship reports to receive a
grade. The data thus generated was not used as the
emphasis was on the internship as an academic activity to
be completed by the students. Even though the reports



usually included complaints from the communities who
expected more than just assessments and health
education, the institution didn’t think it could do more for
them. The communities wanted intervention projects, but
the institution did not have the financial resources that
such interventions would warrant. We had to reflect on
strategies to make the community-institution partnership
more beneficial to the community members in a
sustainable and cost-effective manner.

Innovative Solution

A team from two institutions (Health Research Foundation
Buea and Biaka University Institute of Buea) worked to
develop a social accountability-based model. Social
accountability was first defined by the World Health
Organization (WHO) in 1995 as “the obligation of medical
schools to direct their education, research, and service
activities towards addressing the priority health needs of
the community, region, and/or nation they have a mandate
to serve. The priority health needs are to be identified
jointly by governments, healthcare organizations, health
professionals, and the public.” Both institutions have
always tried to be socially responsible, i.e. describing
social needs implicitly, internally setting their objectives,
developing community-orientated programs, and
internally assessing their successes (Boelin et al. 2016,
1078-1091). They equally ensured that their programs
were socially responsive, i.e. explicitly describing



community needs inspired by data from the community,
being community-based, and measuring success through
actually achieved outcomes (Boelin et al. 2016, 1078-
1091). What was lacking was that the concept of social
accountability had not been directly incorporated into
their philosophy and operations. In this regard, they were
more reactive than anticipatory in their projects, defined
their success internally, and didn't strongly consider
unigue solutions for each context. This critical awareness
was essential in developing a model that built on
community needs. It had to incorporate community
stakeholders in addressing these needs using locally
available resources, while at the same time identifying
strategies to meet future needs.

The development of the model was influenced by the
awareness of three key realities from past experiences: (1)
there will be little or no external funding to initiate and
sustain any identified projects; (2) rural communities have
always demonstrated the ability to address some local
problems by themselves; and (3) the presence of student
nurses in the communities had always increased the
number of service users visiting the health centers. The
underlying assumption of the model was that students
can be prepared to help communities to implement
sustainable initiatives to address health and health-related
needs. A special 12-hour orientation curriculum was
developed to reinforce key aspects of community
dynamics, leadership, and community participation. The



goal was to strengthen their competence in managing
relationships with communities. Communication,
leadership, problem-solving, and team and cultural
sensitivity skills were emphasized in this training. The
training was designed as a workshop and delivered over
three to four sessions during the week prior to their
community postings. Students were then randomly
assigned to the different rural communities with the
students in the same community constituting one group.
Each group was allocated a staff advisor whose role was
to provide guidance and advise. The groups have their
initial meetings on campus before moving to their
respective communities where they spend 12 weeks. In
the communities, the students are based in the health
center where they are involved in all the clinical and
outreach activities of the health center. Being final year
undergraduate nursing students, they are expected to be
able to conduct most of the clinical activities within their
scope of practice with minimal supervision from the
health center nurses. In the community, the students are
expected to meet the traditional leaders, introduce
themselves and their objectives in that community. This
should help them secure authorization and support to visit
homes, groups, and communal facilities and to work with
community members.

While there exists an established relationship between the
school, the health centers, and the community leaders,
each group of students has the responsibility to secure



support and goodwill from community leaders and
members. When they obtain the blessings of the
community authorities, they start conducting visits to
homes and other facilities (schools, markets, water
catchments, etc.) within the community. In the course of
these, they establish a diagnosis of the health and health-
related needs and then coordinate with community
members to develop and implement appropriate solutions
to a selected problem. The solution must be realistic and
require only resources that can be mobilized within the
community.

In summary, this student-led model has the following
components: empower, hegotiate, assess, collaborate,
intervene, evaluate, and report (ENACIER).

Student nurses (in white t-shirts) conducting health
screenings in a rural community.

Unique Characteristics of the Model

Many articles on social accountability have focused on



medical schools (Boelen, Dharamsi, and Gibbs 2012, 180-
194: Pourabbas et al. 2015, 77-80; Boelena et al. 2016,
1078-1091; Abdolmaleki et al. 2017, 55-70). The ENACIER
model was tried with nursing students and shows distinct
characteristics from other social accountability models
used in the health professions. The Training for Health
Equity Network (THEnet) advocates for a socially
accountable transformative workforce (International
Federation of Medical Students Association -- IFMSA and
THEnet 2017, 2). Their model provides a value-based
process to guide medical institutions to evaluate the level
to which they are meeting the needs of the communities
they serve (IFMSA and THEnet 2017, 2). This is an in-ward
looking system for the members of the institution to
assess the institution’s own level of social accountability.
The Global Equity Gauge Association (GEGA) in 2003,
proposed a framework that was based on social justice
and sought to emphasize advocacy, community
empowerment, and assessment of health inequities.
Another model is the CARE (Clinical activity, Advocacy,
Research, Education and training) model. This is a tool for
identifying priority health concerns of underserved
communities so that the institution can implement cultural
and curricular change to help address them (Meili,
Ganem-Cucena, Leung and Zaleschuk 2011, 1114-1119).
All of these models revolve around improving health
access for disadvantaged groups. A model of social
accountability that slightly deviates from these examples
is the AIDER model. AIDER (assess, inquire, deliver,



educate, and response) is a “continuous monitoring
process that explicitly incorporates reciprocal education
and continuous collaboration with underserved
stakeholders, integrating community participation at all
levels (Sandhu, Garcha, Sleeth, Yates, and Walker 2013,
1404-1405). The model is cyclical and continuous and
though it integrates community participation, it is driven
by the physician. Greer et al. (2018, 60-65) describe
another community focused model --
NeighbourhoodHELP, in which students in their medical
program are assigned a household in medically
underserved neighborhoods. For three years they partner
with students from other schools to provide home care
services to their selected household.

Community participation is the common factor in the
ENACIER and AIDER models. When the community is
involved in all aspects of these processes, they become
empowered to take on these issues on their own.
However, the ENACIER model is unique in that it is student
nurse driven and designed to play two major roles:
developing specific competencies in the learners and
bringing palpable interventions in communities.

The Empower Model focuses on developing the student
nurse's ability to access the community as professionals
with the goal of helping the community develop
homegrown solutions to jointly identified health and
health-related problems. This is achieved through the
intensive 12-hour preparatory curriculum and the input of



the staff advisor. This academic staff-led process takes
place in school and does not include community
members. This explains why it is not included in the cycle
of activities that occur in the community.

Negotiate deals with the process of the students
navigating power structures and community groups to
build trust and secure support. They meet the traditional
authorities, group leaders, and other influential members
of the community whose help is needed to facilitate their
work and stay in the community. A failure of this aspect
will result in limited access into the community. This might
mean student nurses will not be able to work beyond the
confines of the health center.

Assess involves the students identifying first the
community structures and persons they need to work
with. Once negotiations are done, not every stakeholder
will be needed for the next phase of activities. For
example, after meeting the traditional ruler of the
community and securing his support, the students have to
identify the quarter heads that they will need to
coordinate with on a daily basis. This will depend on many
factors including which part of the community they will
want to focus on. Some communities are so large or have
inaccessible areas that influence where the students can
work. Next, the students with the collaboration of those
identified, use appropriate diagnostic tools to identify
health and health-related needs of the community.



Collaborate emphasizes building a coalition of
community members, institutions, and the health center
staff in the process of developing solutions to the
selected problem.

Intervention refers to the joint implementation of the
agreed solution to the identified problem. The students
and community choose an intervention that is completely
within their capacity to implement. They set their
objectives and indicators that will help them gauge the
level of success. The students are instrumental in helping
the community to identify these resources within
themselves and how to use them to solve their health and
health-related problems.

Evaluate has to do with the project participants
evaluating the level of success in the implementation. This
is guided by the objectives they set out at the beginning
of the intervention.

Report is where students use a format provided by the
school to prepare an academic report on the entire
process and its outcomes. Copies of this report are
shared with the health center which shares it with other
community leaders and structures. The report findings
from the previous year usually contribute to the
negotiation process for new student groups.

Figure 1: An illustration of the ENACIER model.
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Figure 2: The ENACIER Model

The ENACIER model considers a three-way partnership
between the school, community, and health center. The
health center drives primary care in the community but is
usually underutilized in the local communities. Utilization
significantly goes up during the 12 weeks that students



are deployed in the community health centers. Using the
student nurses to strengthen the bond between the health
center and its community ensures that projects developed
as such can continue even during the months when
students are not in the community. The model does not
require deployment of significant resources as the parties
learn to use only what is at their disposal therefore
fostering a spirit of self-reliance as well as a new
approach to dealing with community challenges. Another
significant difference between our model and other
models is that it is not disease focused. Any factor that
has a direct or indirect effect on health could be
addressed if the participants so desire. This allows us to
achieve social accountability, empower communities,

build networks, turn students into change leaders, and
demonstrate that public-private partnerships are possible
even in the most peripheral rural settings.

Outcome and Impact

From the 2010/2011 academic year when this model was
first rolled out, right up to the 2016/2017 academic year, a
total of 585 final year undergraduate student nurses have
taken part in the program as shown on Table 1

Table 1: Student Participation Rates in the ENACIER
Model

SN Academic Year Number of Students
1 2011/2012 88



2 2012/2013 78
3 2013/2014 126
4 20142015 82
5  2015/2016 100
6  2016/2017 11

During this time, student-community led interventions
successfully took place across 10 communities:

Type 2 diabetes management (two communities): student
nurses used point-of-care testing to screen and diagnose
people with diabetes mellitus. They went on develop
nursing management plans which were implemented both
at the level of the patient’'s homes and the health centers.
This activity was not part of the routine activities of the
health centers in these communities. Treatment and care
also included health education on diabetes.

Water sanitation (six communities): the projects here
included laying down pipes to bring water from catchment
sources into the community so that communal taps could
be available; support construction of a water catchment;
and enable the development of a plan for routinely
cleaning the central water source.

Teenage pregnancy control (one): in one community with
high prevalence of teenage pregnancies and school
dropouts, the student nurses worked with young people
to increase awareness of reproductive health. The result
was a 70 percent increase in the number of teenagers



who came to the health center for birth control services in
the first year of intervention alone.

Refuse management (one): in this community the student
nurses and the community worked to establish a system
of separating refuse. Biodegradable refuse was deposited
in the farms to serve as organic manure while plastics and
other nondegradable materials were taken to dumps
managed by the local council.

All communities reported greater satisfaction with the
model. The students too reported increased readiness to
work in rural communities and the feeling of fulfilment
from helping the communities to realize these projects.
Student reports showed significant evidence of leadership
competences. Two projects (diabetes management and
aged curriculum development) built from this model
template have been published as health professions
education innovations in the Medical Education Journal.

The rural diabetes management project used a 12-hour
curriculum to prepare student nurses to use point-of-care
testing to screen, diagnose, and manage diabetes mellitus
in two rural communities (Leke, Portwood, and Maboh,
2013, 1122). During the 12-week internship, the students
applied the ENACIER model with significant results. They
worked with the health center nurses to screen for, and
manage, the care of diagnosed diabetics and high-risk
cases. In the first year of implementation, a total of 334
clients were screened; overall diabetes prevalence was



4.89 percent; 11.31 percent were at high risk; and 35.78
percent were at risk (Leke, Portwood, and Maboh 2014,
37-44). The project’'s successful implementation in two
rural communities benefited the patients, community
members, health center staff, and students. This project
still operating on the ENACIER model received a three-
year World Diabetes Foundation grant in 2017, to expand
the project to six rural communities.

The ENACIER model was also adapted in the development
of the first community-based curriculum for geriatric
nurse training in Cameroon. Using findings from previous
student-led community projects, a one-year post-
registration curriculum was designed to train nurses in
geriatric care. At the core of the design is the care of older
adults within their own homes and communities (Maboh,
Leke, and Nyenti 2013, 1121). This curriculum was
culturally sustainable because it built on the traditional
values and perceptions of aging. Family caregivers and
older adults, through interactions with the student nurses
learn more about aging and how to provide care and
support for the elderly members of the family.
Community-based elderly groups are key partners in the
program as they provide more extensive access to older
adults living in their communities. More than 100
graduates have successfully completed this program
between 2011 and 2017. While many of the graduates
have gone on to find jobs and further education
opportunities, two of them started their own independent



community-based elderly care services.

We have seen stronger cooperation ties between the
school and communities. The reception of students and
the cooperation they receive in the community keeps
growing. The project team has received recommendations
from beneficiary communities to get other schools that
send students for internships to adopt this model. The
health center staff and regional health officials of the
Ministry of Public Health have also increased their support
and cooperation with our school. Most importantly we
have graduates from this program working in all the health
districts that have been used for this project this far.

Expected Social Impact

In introducing this model, it was expected that community
internships could be transformed from a purely academic
exercise where students pick up clinical skills in primary
care centers, to a veritable tool in change leadership. The
modification of the community internship was a response
to local communities’ desire to not only be "used” for
student learning but also to see real benefits from that
interaction. At the institutional level, we expected to build
consensus among academic staff and administrative staff
to support a complete overhaul of this component of the
curriculum for the final year nursing students. Staff called
to play the role of advisors were expected to take a back
seat and allow the students to lead their project as it best
fit the context of the communities they were assigned to.



This primarily advisory role also included potential for the
advisor to work with the student groups to develop their
reports into publications if they so desired. We also
inspected the two institutions involved in the development
of the model to adapt and expand the concept of social
accountability actively across all other aspects of their
services and operations.

At the local level, we expected to see increased
satisfaction from the community and health center staff
with our new approach. We also expected the health
center staff while supervising the student nurses to also
learn some new techniques and protocols from the
students thus strengthening their connection. The
improvement of quality care in the primary health centers
was another expectation. Considering that final year
student nurses have already acquired significant clinical
skills, they were able to expand services in the health
center. They could take on many simple routine activities
that didn’t need direct supervision, thus giving the usually
few nurses more time to improve on the quality of
services. In some communities, due to low staffing levels,
it is only when students come to the health center that
home visits and other outreach services become a weekly
routine once more. This strongly contributed to the
increased utilization of the health center services during
the internship periods. We also expected to see new
community-based models being generated to address
different aspects of community needs. The project team



expected that other institutions will adapt the model to
their own programs thereby making social accountability a
permanent part of their operations. We also expected that
through this model, there will be a general improvement in
the overall health of the community.

Internationally, many poor countries with primary care
challenges could find this model as a simple, sustainable
tool to use social accountability to achieve positive
outcomes in health professions education, community
health, and health systems improvement. Advanced
countries with more developed health care systems can
find aspects that could be incorporated into their systems
as they try to move health care back into homes and
communities.

Generally, we expected that stakeholders would realize
that self-reliance and community cooperation could help
communities solve quite a significant number of problems
even without government or external support.

Funding of Model

The model did not require extra allocations as it was built
into existing structures that were already being funded.
The community internship already existed as part of the
curriculum. It just needed to be modified to achieve the
project goals. Deployment of students to communities
including supervision visits by staff advisors were already
part of the nursing department’s budget thus requiring



little extra funds. In the communities, the stakeholders
decided how they will secure the resources needed for
the agreed intervention within their community. Student
nurses needed only their routine clinical tools required
during placements. They did not need any extra tools for
this activity. Depending on the nature of the intervention,
they could use existing resources in the health centers or
work with community members to mobilize resources. For
example, in one of the communities where a pipe-borne
water project was selected, the students supported the
community fundraising through health education on risks
and benefits of pipe-borne water. So, community
members saw reason to make small financial contributions
towards the project. Financial resources are usually the
most difficult to come by in these systems and as such,
designing the model in such a way that no significant
financial resources are needed increased the chances of
success.

Scaling and Policy Implications

In centralized government systems like Cameroon, private
sector and local communities have very little influence on
policy development and implementation. Everything is
centrally decided, funded, and implemented. However, the
project team kept close contact with regional health
authorities as different aspects of this project were
implemented in the communities. Reports and data from
the field are routinely shared with these regional



authorities even as we seek to maintain their cooperation
in facilitating access to the regional health structures. It is
expected that this data sharing could influence some of
their policy decisions. For example, we are expecting to
see the diagnosis and management of Type Il diabetes
become part of the minimum package of activities of the
rural health centers since access to specialized treatment
centers in urban areas remains a challenge to rural
dwellers. One avenue exploited for scaling the model has
been other schools that train health professionals in the
country.

The project team supported the third author in adapting
the model for community health internships in a state-
owned nursing school in the region. With support from
Health Research Foundation, she was able to prepare
students to lead communities with little or no access to
pipe-borne water to use locally available resources to
treat their drinking water. This project was started in 2015
and is currently in its third year. Another positive sign here
is that the students of this second school are working with
communities that have not been used for the project
before. The students also went further to create a social
media page where they shared their experiences in the
community.

While this is the first time that the model is being
published as designed, projects that were adapted from it
have been published. These publications have helped
other institutions to develop similar projects. For example,



another institution in another part of the country, launched
its own geriatric care curriculum four years after the
successful implementation of the model developed by the
project team. Health Research Foundation has developed
a package to support both public and private health
professions training institutions to implement the
ENACIER model. The rollout of this plan has been stalled
by the growing insurgency in that part of the country.

Conclusion

Nursing schools can use student internships to foster
collaboration with local communities to assist them to
leverage local resources to meet their needs. Students led
communities to see for example that they could take
charge of their own clean water supply without
government assistance.

Transformational learning that moves students from
simply identifying and reporting problems to being
resource persons and leaders, improves community
health outcomes. The diabetes project for example
demonstrated that, students using point-of-care testing,
could mobilize individuals and groups, conduct screening,
implement individualized care, facilitate referrals, and
provide genuine health data. This earned an external
three-year funding grant in 2018 to expand the project to
Six more communities.

Curriculum designs drawn from local needs can lead to



unique but transferrable models of providing culturally
and economically sustainable care to individuals and
communities. The geriatric program showed that
professional aged care could fit into a culture that
promotes aging at home.

Curriculum designs help learners develop a wide range of
skills: communication, networking, consensus-building,
critical thinking, cultural responsiveness, problem solving,
and leadership. This is achieved during the process of
negotiating and interacting with community leaders,
groups, and individuals. It also makes working in rural
settings appealing.

Nursing schools can be the nexus of intersectoral
collaboration for health if they adopt social accountability
models similar to the ENACIER model.
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