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Abstract 

Background Cameroon is one of the countries with the highest burden of malaria. Since 2018, there has been 
an ongoing conflict in the country, which has reduced access to healthcare for populations in affected regions, 
and little is known about the impact on access to malaria services. The objective of this study was to understand 
the current situation regarding access to malaria services in Cameroon to inform the design of interventions 
to remove barriers and encourage the use of available services.

Methods A qualitative research study was carried out to understand the barriers preventing communities accessing 
care, the uptake of community health worker (CHW) services, and to gather perceptions on community engage‑
ment approaches, to assess whether these could be an appropriate mechanism to encourage uptake of commu‑
nity health worker (CHW) services. Twenty‑nine focus group discussions and 11 in‑depth interviews were carried 
out between May and July 2021 in two regions of Cameroon, Southwest and Littoral. Focus group discussions were 
held with CHWs and community members and semi‑structured, in‑depth interviews were conducted with key stake‑
holders including regional government staff, council staff, community leaders and community‑based organisations. 
The data were analysed thematically; open, descriptive coding was combined with exploration of pre‑determined 
investigative areas.

Results The study confirmed that access to healthcare has become increasingly challenging in conflict‑affected 
areas. Although the Ministry of Health are providing CHWs to improve access, several barriers remain that limit uptake 
of these services including awareness, availability, cost, trust in competency, and supply of testing and treatment. This 
study found that communities were supportive of community engagement approaches, particularly the community 
dialogue approach.
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Background
Cameroon is among the 29 countries that account for 
96% of malaria infections globally [1]. Between 2011 
and 2018, progress was made to reduce malaria preva-
lence and increase household ownership of insecticide-
treated nets [2]. However, in 2019, malaria was still the 
cause of over 40% of all deaths in Cameroon [3]. Since 
2018, there has been an ongoing armed conflict in the 
Northwest (NW) and Southwest (SW) regions of Cam-
eroon, known as the Anglophone crisis. According to The 
United Nations Office for the Coordination of Humani-
tarian Affairs (UNOCHA), as of August 2021, the crisis 
is estimated to have displaced over one million people, 
of which approximately 200,000 have fled to the Littoral 
region [4, 5].

The conflict has impacted access to healthcare ser-
vices, with reports suggesting 29% of health centres in 
these regions are no longer functioning [6]. Many citi-
zens are also too scared to visit the remaining facilities 
due to safety concerns or are unable to afford treatment 
due to loss of livelihoods [7]. This situation is increasingly 
problematic for internally displaced people (IDPs) who 
are also at higher risk of contracting malaria, due to less 
secure housing and reduced access to malaria preven-
tion methods and treatment services. In addition, IDPs 
that have relocated to the Littoral region have moved to 
an area where the malaria prevalence is higher than their 
home region [8].

Health data is also scarce, primarily due to the closure 
or destruction of health facilities. The most recent demo-
graphic and health survey reported malaria prevalence 
in the SW region averaged 10%, however these data were 
only collected from urban areas and are not representa-
tive of the entire region [8]. Studies conducted prior to 
the conflict reported a malaria prevalence varying from 
9 to 56%, depending on the season and location, and dis-
trict medical officers have reported a general increase in 
the number of malaria cases reported [7, 9].

To improve access to malaria prevention and treatment 
services the Ministry of Health in Cameroon has been 
implementing a Community Health Strategy [10]. This 
strategy aims to ensure that by 2025, 60% of populations 
living more than 5 kms from a health facility have access 

to high-quality healthcare services through multi-pur-
pose community health workers (CHWs) [10]. The strat-
egy also aims to increase demand for community health 
services through communication and community dia-
logue structures [10]. The success of this strategy relies 
in part on the degree of CHW acceptability at the com-
munity level [11].

This qualitative study was conducted as part of a larger 
research study—alongside a quantitative component—
to understand the challenges IDPs face when access-
ing malaria services, factors that influence their use of 
CHWs, and assess the preference of key stakeholders 
for different community engagement interventions to 
improve uptake of malaria prevention measures and 
services.

Methods
Study design
The research employed a qualitative approach, compris-
ing of focus group discussions (FGDs) with community 
members and CHWs and in-depth interviews (IDIs) with 
key stakeholders, to understand the challenges and sub-
sequently design context-appropriate interventions to 
improve access and use of available health services. FGDs 
covered topics such as knowledge of malaria, access to 
healthcare services, perception and use of CHW services, 
and knowledge and perception of community engage-
ment approaches. IDIs discussed the barriers communi-
ties face accessing treatment, community perceptions 
and use of CHW services, and feasibility of implementing 
community engagement approaches.

Sampling methods and study area
This study was conducted between May and July 2021 
in two regions of Cameroon—the conflict-affected SW 
region and Littoral region which hosts a high number of 
IDPs (Fig. 1).

The study was conducted in four health areas of the 
SW region – Ekondo-Titi, Kumba, Muyuka and Tom-
bel. These health areas were selected as conflict-affected 
study sites as there was a presence of armed groups, 
frequent active fighting and kidnapping, public ser-
vice disruption and damage and frequent government 

Conclusion Communities in conflict‑affected regions of Cameroon continue to have limited access to healthcare 
services, in part due to poor use of CHW services provided. Community engagement approaches can be an effective 
way to improve the awareness and use of CHWs. However, these approaches alone will not be sufficient to resolve 
all the challenges faced by conflict‑affected communities when accessing health and malaria services. Additional 
interventions are needed to increase the availability of CHWs, improve the supply of diagnostic tests and treatments 
and to reduce the cost of treatment for all.

Keywords Malaria services, Community engagement, Conflict‑affected communities, Cameroon
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lockdowns [12]. These sites also had a paucity of data on 
service availability due to the conflict [13]. Three health 
areas in the Littoral region were also included—Manjo, 
Mbanga, and Nkongsamba—as they host a high number 
of IDPs.

Communities chosen for the study were selected at 
random, through convenience sampling and in consulta-
tion with local leaders and CHWs, to ensure a relevant 
IDP population was available for FGDs.

Data collection
Focus group discussions
Two FGDs were carried out with community members at 
each study site, one with men and one with women. The 
selection criteria for these FGDs were to be resident in 
the study area, to be over 18, and to be either a man or 
woman with a key role in household treatment-seeking 
or health management. Each FGD had 8–12 participants 
and were led by a trained male or female facilitator and a 
male or female research assistant, depending on whether 
the focus group was with female or male participants. 
The research teams were supervised by the female pro-
ject operational research specialist.

The criteria for selection were explained by the 
research team to health facility staff, district council-
lors and community leaders who then selected the par-
ticipants. Participants were not known to the researchers 

and interviewers prior to the study. The FGDs took place 
in venues selected by counsellors and community lead-
ers. All venues were community halls or dedicated com-
munity centres for community activities. All IDIs took 
place in the interviewees place of work. The community 
halls, workplaces and timing of interviews ensure privacy. 
Each interview and FGD took an average of one hour. All 
interviews were face to face.

The facilitator and assistant were provided with 
detailed interview and FGD topic guides. The FGD topic 
guides (Additional file  1) covered access to healthcare 
services and in particular malaria services, treatment-
seeking practices, CHW utilization and the perceived 
quality of CHW services, and knowledge and perceptions 
of three community-based interventions—the commu-
nity dialogue approach, village health committees and 
community scorecards.

One additional FGD was carried out with CHWs 
in each of the study sites (four in the SW and three 
from the Littoral region). Each FGD included approxi-
mately 16 CHWs and participants and moderators 
were mixed gender. The selection criteria were to have 
been a CHW providing malaria case management ser-
vices in the community for at least two years. The topic 
guides covered whether malaria is a problem, what 
services CHWs provide, challenges faced when pro-
viding services and knowledge and perceptions of the 

Fig. 1 Cameroon map with indicated study areas
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three community-based interventions proposed to 
communities.

The study was explained, and consent requested from 
all participants in the FGDs. Participants were excluded 
if they were under the age of 18, unable to give informed 
consent or communication was limited. Sessions were 
conducted in the local language (Pidgin English), audio-
recorded, and later transcribed and translated to English 
by field supervisors of the respective project sites.

In‑depth interviews
IDIs were conducted by trained project field supervisors 
who used interview guides. Participants included: com-
munity leaders, city council and regional government 
staff, Ministry of Health officials, National Malaria Con-
trol Programme staff, local government officials and one 
community-based organisation. All interviewees were 
male, and interviewer were mixed genders (two female 
and three male). All participants gave informed consent 
prior to the interviews.

The topics covered in the interviews were adapted to 
the respondents’ roles (Additional file  2). The IDIs with 
community leaders and community-based organisations 
discussed barriers in access to treatment, perceptions 
and use of CHW services, and feasibility of implement-
ing three community-based interventions in their com-
munities. The IDIs with city, regional and national 
government staff focussed on malaria services provided 
by CHWs, barriers to accessing healthcare in conflict-
affected communities and their perceptions and feasibil-
ity of community-based interventions to address these 
barriers. Interviews were conducted in English, includ-
ing those with community leaders. All interviews were 
audio-recorded and transcribed by hand by the project 
field supervisors.

A total of 29 FGDs were conducted, 22 in the SW 
region and seven in the Littoral region. Community 
members and CHWs participated in 22 and seven FGDs, 
respectively. A total of 11 IDIs were carried out, seven in 
the SW region and four in the Littoral region (Table 1).

Data analysis
Data from FGDs and IDIs were analysed thematically; 
open, descriptive coding was combined with exploration 
of pre-determined investigative areas. The analysis was 
conducted using the Atlas Ti version 9.0 software.

Results
Access to care
Community members reported that accessing health-
care services has become more difficult since the conflict 
started. In the SW region, community members reported 
physical barriers to accessing care, mainly due to closure 
and destruction of hospitals or health facilities, a lack of 
transport links (affected by rainfall), and restrictions on 
movement due to fear of insecurity.

“Distance and transport to the health centre. With 
the water we do not have the transport to reach the 
hospital” (FGD with community members, Ekondo-
Titi, SW).

Respondents in this region also reported a lack of 
trust in the government, this prevented them from seek-
ing treatment at services provided by the government. 
In addition, respondents reported a perception that the 
doctors at the remaining health facilities were poor qual-
ity. In the Littoral region, respondents said the key chal-
lenges limiting access to health services were the influx 
of IDPs which had increased the number of people using 
healthcare services, but no additional resources had been 

Table 1 Number of FGDs per project site, by type of study participant

Region FGDs IDIs

Health area Community 
members

CHWs Community 
leaders

Community-based 
organisations

Council staff Regional 
government 
staff

Littoral

 Manjo 2 2 2 – 1 1

 Mbanga – 1 – – – –

 Nkongsamba 2 – – – – –

Southwest

 Ekondo‑Titi 4 – 2 – – –

 Kumba 6 2 – 1 1 –

 Muyuka 4 2 1 – – –

 Tombel 4 – 1 – – 1

Total 22 7 6 1 2 2
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provided to manage the increase in use. In both regions, 
respondents reported that the presence of CHWs had 
improved access to care as they reduced the distance to, 
and cost of services.

“It has affected in the sense that there are no good 
doctors to take care of the population when they are 
sick and the crisis has made everything worse” (FGD 
with community member, Muyuka, SW)

Factors influencing the use of CHWs
Availability
Several respondents in the SW region reported that they 
visit CHWs because there is an absence of hospitals and 
health facilities, and because CHWs are available close to 
where they live.

“Hospitals are closed, health personnel are absent 
and community health workers are close to us so we 
will seek help from them first” (FGD with commu-
nity members, Muyuka, SW).

Respondents in the SW region also reported that 
CHWs were willing to visit them in hard-to-reach loca-
tions and were available whenever they needed them. 
One respondent in Ekondo-Titi reported a CHW visiting 
her late at night, even when it was dangerous.

“They know our situation, especially running into 
the bush. Some will go into the bushes to attend to 
someone who is sick” (FGD with community mem-
bers, Muyuka, SW).

In Muyuka, CHWs also reported that people come 
from neighbouring villages to use their services and said 
when they are not available, they leave their phone num-
ber so they can be contacted.

Although respondents said they value the proximity 
of CHW services, the distribution of CHWs is uneven. 
Both community members and CHWs in both regions 
reported there were not enough CHWs to cover the 
entire population. Community members said CHWs are 
part-time and are not well paid, so they are often not 
available as they are carrying out income-generating 
tasks to provide for their families. CHWs and community 
leaders suggested the reduced availability was due to an 
influx of IDPs.

“CHWs are not always available like hospitals, they 
have other activities. They are part-time workers 
because they are not paid fully but given incentives. 
They are never available 24/7” (FGD with commu-
nity members, Tombel, SW).

Other respondents said that CHWs are not given 
accommodation to stay in the community and do not 

have their own transport, so often when they are called 
for help, they have no way to get to the person who is 
sick. Community members also mentioned that a lack of 
transport affects how well CHWs ca perform their role, 
as it affects how quickly they can travel time between vil-
lages and transport severely ill patients to hospital.

“The CHWs are not given accommodation, facilities 
for transportation, even means of communication. 
So, if you were having a means of transportation if I 
give you a call now that I’m sick you will not be able 
to transport yourself. That has led to many deaths 
because of the above” (IDI with a community leader, 
Muyuka, SW).

CHWs said to improve their availability they require 
better clothing and tools to work in the rainy season 
and at night. CHWs felt providing them with phones to 
record patient data instead of using paper records would 
also facilitate data transfer to quarter heads.

Affordability
Several respondents reported affordability as a key rea-
son they visited CHWs for health care. Respondents said 
that first line treatment from CHWs is either free-of-
charge or there are flexible payment options. Respond-
ents said this was not the case at hospitals.

“We will consider asking them help because their 
services are free-of-charge, even up to the point 
that we are given free drugs” (FGD with community 
members, Tombel, SW).

However, other respondents mentioned the cost of 
treatment was a barrier to using CHWs. Participants 
from both the SW and Littoral regions said they are fre-
quently ill but are unable to pay for treatment. The inabil-
ity to pay for malaria treatment and purchasing roadside 
drugs without prescription were the most common 
barrier raised in all health areas in the SW and Littoral 
regions.

“If you go to houses today, as mine, my son, the last 
child is affected by malaria. If not that the health 
centre is close to me, and I had some money, we 
would have lost the child.” (FGD with community 
members, Ekondo-Titi, SW).

In Ekondo-Titi, Kumba, Muyuka, Nkongsamba and 
Tombel, community members reported that CHWs were 
selling drugs that should be free and this made their 
treatment unaffordable. Community leaders in Muy-
uka and Tombel also mentioned that affordability was a 
problem for their communities. One community leader 
reported that where health facilities are operational, 
there is often a mismatch between the referral offered by 
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CHWs and the health staff in these facilities and commu-
nity members complain of having to pay out-of-pocket 
when directed to the health centres after a consultation 
with the CHWs in their localities. Multiple CHWs and 
community members in different locations reported that 
in the event of a hospital referral, they anticipate treat-
ment to be expensive, and acknowledge how some peo-
ple would prefer to buy treatment from a street vendor or 
use herbal remedies instead.

“Because of poverty, the people in my community are 
unable to follow-up for proper treatment. They just 
carry out casual treat through the use of traditional 
leaves and herbs. Those who have the means do go to 
hospitals while some with little cash buy from local 
pharmacies.” (IDI with a community leader, Tombel, 
SW)

Interviewed respondents also stated the sale of malaria 
drugs by CHWs presents a huge challenge.

“From the report we had from other areas in a pro-
ject in Ndian we got that most of the CHWs sell out 
drugs which are meant to be free and since the com-
munity is already calling them doctors, they don’t 
tend to listen to the hierarchy” (IDI with a member 
of a community-based organisation, Kumba, SW).

Respondents advised that stakeholders supporting 
community health should work closely with the CHWs, 
health management teams and health facility committees 
to ensure that people do not pay for antimalarials in the 
public health sector. CHWs in Kumba said that treatment 
should be free for everyone and not solely children under 
five.

Perceived quality of care
The perceived quality of care received from CHWs var-
ied across health areas. In Muyuka, respondents reported 
using CHW services as they are well-trained and there 
was a lack of doctors or other health staff.

“I don’t see any problem because they have been 
trained and since there are limited number of doc-
tors that’s why community health workers have been 
sent to work.” (FGD with community members, Muy-
uka, SW)

In Nkongsamba, community members said that despite 
initial scepticism when the CHW initiative was first 
introduced, they were now very satisfied with the quality 
of care received.

“At the beginning it was not easy for people in the 
community to accept that one of theirs has just been 
transformed into a CHW and is proposing to treat 

them. But today many people are very happy with 
the initiative and frequent CHWs when the have 
health issues” (FGD with community members, 
Nkongsamba, Littoral)

However, in other health areas, respondents reported 
doubts about the competence of CHWs. The majority of 
respondents from Ekondo-Titi and Tombel said they pre-
fer to seek treatment for malaria by going directly to the 
hospital as they perceive the quality of care is better.

“For individuals who doubts their capacity to handle 
these malaria management, they can prefer to go to 
the hospital rather than going to CHWs” (IDI with a 
community leader, Tombel, SW).

Similarly, in Muyuka and Tombel, respondents 
reported having a lack of confidence in the ability of 
CHWs to diagnose and treat malaria due to their train-
ing. In Muyuka, respondents believed that as CHWs 
received less training than nurses they lacked necessary 
competencies.

“No, we don’t have much trust because we don’t 
know their educational backings e.g., nursing, or 
medical school. I understand that they are trained 
but it’s not enough.” (IDI with a community leader, 
Muyuka, SW).

A city council staff member reported that supportive 
supervision had been used in their area to improve the 
quality of care provided by CHWs and that this had been 
helpful to motivate CHWs to provide high-quality care.

‘‘The best person who can ascertain the functional-
ity of the CHWs is the chief of centre (CoC) because 
she receives direct monthly reports from the CHWs 
to key into the system and evaluates their activities, 
rendering them to receive some motivation at the 
end of the month and which is not usually regular 
due to some challenges’’ (IDI with a city council staff 
member, Tombel, SW).

Resourcing
Several community members reported that they did not 
visit CHWs as they lacked the tools to diagnose and treat 
malaria. In Kumba, community members said they do 
not know where to go for treatment, that there is no one 
who can test for malaria, and available services are only 
from non-government organizations who are only con-
tacted when someone is critically ill.

CHWs confirmed this reporting that they have dif-
ficulty diagnosing and treating malaria because they do 
not have steady supply of diagnostic tests and drugs.

“There is regular stock out of drugs which is a prob-
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lem and when you refer the patients they will com-
plain of financial difficulty. Like now there has been 
a stock out of drugs for 6 months now” (FGD with 
CHWs, Muyuka, SW)

Community members, community leaders and a 
regional government staff member in Tombel reported 
that CHWs often do not have the drugs to treat malaria 
and instead refer the patient to the hospital for treatment.

“It is challenging for CHWs to have drugs. Their 
drugs are not regularly available first of all at the 
level of the drug fund. Also, at the level of their 
health areas, they have challenges with availability 
of drugs” (IDI with a regional government staff mem-
ber, Tombel, SW).

Community leaders in Ekondo-Titi and Manjo also said 
the scarcity of drugs was a major concern for them, and 
stockouts of subsidised treatments had led to a rise in 
prices.

“At times, the subsidised drugs with the CHWs are 
not available and when we come to the quarter are 
bound to buy at exorbitant prices” (IDI with a com-
munity leader, Manjo, Littoral).

Community members in Nkongsamba said they were 
discouraged from using CHW services as the medicines 
they received from them were close to their expiry date. 
In Kumba, some community members also said they do 
not trust the medicines they are given by CHWs.

Awareness
In some areas, respondents did not use CHWs due to a 
lack of awareness of their existence or the services they 
provide.

“How do we even interact with someone whose exist-
ence is not known? Many people in the commu-
nity are not even aware that within them there are 
CHWs, and this is partly because a good number of 
them do not make efforts to come closer to the mem-
bers of their communities with the information they 
have” (FGD with community members, Manjo, Lit-
toral)

CHWs in Manjo also reported that only around half of 
community members use their services as there are no 
clear benefits to visiting a CHW over a health facility.

Trust
Some respondents said they did not use CHW services 
as they did not trust them. Distrust was related to per-
ception of CHWs’ motivation, their links to government, 
associations with COVID-19 vaccine promotion, local 

relationships and trust in their training and competency. 
In Kumba, some respondents reported not trusting 
CHWs due to a perception that they were government 
agents. In Muyuka, CHWs said community members 
are worried they will be given the COVID-19 vaccine if 
they use their services. Other barriers to trust in CHWs 
were feeling uncomfortable discussing health issues with 
someone within their community and perceiving that 
CHWs were giving some members of the community 
preferential treatment.

“This crisis has caused a lot of issues and so much 
sensitization is needed as many are sceptical now 
even of the CHWs thinking they are government 
agents.” (FGD with community members in Kumba, 
SW)

Language In two areas of the Littoral region, language 
was reported to be a barrier for community members to 
use of CHWs. In Mbanga, IDPs who do not speak French 
are more likely to seek treatment elsewhere as CHWs have 
limited or no English. In N’lohe and Kolla, some partici-
pants said that IDPs would visit a hospital instead of using 
CHWs due to the language barrier, however IDPs are now 
becoming more comfortable with using CHW services.

“In my zone language is a great barrier since a good 
number of IDPs are English speaking and hardly 
come to me when they have health problems and at 
times some prefer to leave the community to go to 
Mbingo in Tombel where the feel comfortable but 
we are making efforts to reach them especially those 
who speak French” (FGD with CHWs in N’lohe and 
Kolla, Littoral)

Perceptions of community engagement approaches
Existing community engagement approaches
When asked about existing community engagement prac-
tices many CHWs said there were no community engage-
ment activities currently being implemented. However, 
a few CHWs described door-to-door campaigns to raise 
awareness of malaria and environmental management 
practices to reduce mosquito breeding sites. There were a 
variety of delivery mechanisms for these awareness rais-
ing activities. In Muyuka, community members reported 
that health communication activities are normally deliv-
ered by the town crier or CHWs, who gather community 
members together to provide health education and to 
carry out community clean up campaigns (“clear bushes”, 
“dig gutters”, “provide better drainage systems”). Com-
munity members in Muyuka also described CHWs con-
ducting door-to-door household education sessions on 
how to use insecticide-treated nets. Similarly, in Kumba, 
CHWs reported carrying out awareness raising activities 
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using a community dialogue approach. In Ekondo-Titi 
community leaders reported that ward leaders are nor-
mally responsible for gathering the community together 
for health talks. However, many participants reported 
that, since the start of the conflict, some of these commu-
nity engagement activities had ceased.

“Before the crisis we use to have some health pro-
grams and committee who will go round advis-
ing the community on preventive ways of malaria” 
(FGD with community members, Muyuka, SW)

In comparison, in Nkongsamba, community members 
reported existing community dialogues, where com-
munity members meet once a week to discuss “issues” 
including those concerning health. Other community 
members reported that health education group talks had 
also previously been implemented.

“In our community already, we mostly meet on Fri-
days to evaluate the problems of our community 
especially concerning health and together look for 
possible solutions” (FGD with community members, 
Nkongsamba, Littoral)

In Kumba, community members reported that the 
health centre had previously implemented something like 
a scorecard approach, but this had not been used at vil-
lage level; no other use of community scorecards was not 
reported in any of the other FGDs.

Participants in Ekondo-Titi, Kumba, Muyuka and Tom-
bel mentioned village health committees either existed or 
had been previously used in many locations but were dis-
rupted by the conflict. Despite community members per-
ceiving village health committees as a positive approach 
that could help to solve issues relevant to the community, 
some participants highlighted that it could be challeng-
ing to implement due to linguistic barriers and people 
would only attend meetings if incentives such as food and 
drinks were provided.

Perceptions of community engagement approaches
In general, participants of the FGDs responded positively 
to the proposal of community engagement approaches. 
Community members and CHWs felt community-cen-
tred approaches would help to engage everyone and 
overcome current challenges with community partici-
pation. CHWs, community members and regional-level 
stakeholders mentioned several factors that could limit 
the success of community-based approaches in general, 
these included: a lack of participation from the commu-
nity if incentives could not be provided, or if travel was 
affected by adverse weather or security concerns. There 
was also concern raised over potential disagreements 
in meetings, difficulties with power dynamics, a lack of 

a meeting venue, and language barriers, particularly 
concerning the preferred use of non-local languages. A 
member of a community-based organisation also said 
that said engagement with the community leader prior to 
the introduction of new methods was important for an 
approach to be successful.

“If before implementation you meet with the com-
munity leaders, religious leader etc. who have influ-
ence on the community then I think all will go on 
well” (IDI with a member of a community-based 
organisation, Kumba, SW).

Community dialogue
In Kumba, Muyuka, Nkongsamba, N’lohe and Kolla and 
Tombel, community members and CHWs responded 
positively to the community dialogue approach. 
Respondents said this approach was good at address-
ing the entire community, and that it had been helpful 
to learn how to prevent diseases. However, community 
members also reported that the provision of treatment 
would also be needed, as education alone will not help 
anyone who contracts malaria.

“Door-to-door sensitisation being done by us is 
always time consuming and often we don’t get to 
reach everyone. But when the people are called to 
gather in a place it will be very easy” (FGD with 
CHWs, Kumba, SW)

The community-based organisation said all the com-
munity engagement approaches would be beneficial and 
gave a preference for the community dialogue approach, 
as the community would be more open to giving their 
opinion. Similarly, in Kumba, Nkongsamba, and N’lohe 
and Kolla, community members and CHWs said they 
preferred this approach as they felt it would give every-
one the opportunity to be involved and was more likely 
to reflect the expectations of the community when com-
pared with village health committees. Community lead-
ers in Manjo, N’lohe and Tombel said they also preferred 
this approach.

“I think the community dialogue will give a chance 
for us at the base to come up with proposals that will 
guide decisions that will be taken concerning us at 
the top level and will provide solutions that reflect 
our expectations” (FGD with community members, 
Nkongsamba, Littoral)

Regional government staff in Manjo and CHWs in 
Manjo and Mbanga felt this approach would be most suc-
cessful if it were combined with the village health com-
mittee approach.
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Despite this preference for community dialogue 
approaches for community engagement in malaria pre-
vention and control, respondents had mixed views how 
effective this approach would be. Some respondents 
reported this approach would help the community to feel 
invested in the solutions and encourage participation but 
felt not everyone would comply with the decisions taken. 
Similarly, some community members and the commu-
nity leader in Ekondo-Titi felt the community dialogue 
approach may be challenging to implement in their area 
due to a lack of participation from the community.

Scorecard
Respondents in several health areas responded positively 
to the scorecard approach and felt it would consider eve-
ryone’s views, help to identify individual weaknesses, and 
capture the thoughts of community members who do 
not like to speak up in other forums. In addition, com-
munity members in Muyuka felt the scorecard approach 
would help to improve the quality of services delivered by 
CHWs, and CHWs in the same area felt this would be an 
effective way for the community to prioritise problems 
and encourage its members to work towards solutions. 
Participants in Kumba and N’lohe and Kolla felt the com-
munity scorecard approach would work well if imple-
mented together with the community dialogue approach.

“It is an effective way in that you don’t have any bar-
rier and you can be objective because your decision 
will not be influenced by anybody” (FGD with com-
munity members, Muyuka, SW)

In comparison, some community members in Ekondo-
Titi, Kumba and Tombel felt there may be challenges with 
this approach. Some were concerned that this approach 
may not be inclusive for members of the community who 
are visually impaired or where there are language or lit-
eracy barriers.

“We have French speaking participants here and 
those who have problems with their eyes, so they 
won’t be able to read” (FGD with community mem-
bers, Tombel, SW)

Village health committees
Respondents in Ekondo-Titi, Kumba, Manjo, Muyuka, 
N’lohe and Kolla and Tombel responded positively to the 
village health committee approach. Community mem-
bers in Manjo felt this approach would be useful for 
awareness raising, organising environmental manage-
ment activities, and discussing sanctions for those who 
do not follow environmental management practices. In 
Ekondo-Titi, Kumba and N’lohe and Kolla, respondents 
felt village health committees would provide a forum for 

everyone to participate, mobilise resources and enhance 
adherence to the decisions made.

“The village health committee can also help us 
organise clean-up campaigns with the collaboration 
of the youths. It will also establish sanctions for peo-
ple who do not respect hygiene measures” (FGD with 
community members, Manjo, Littoral)

Community members in Ekondo-Titi, Kumba, Muyuka 
and Tombel raised potential challenges they foresaw with 
implementing the village health committee approach. 
These challenges included the need for support to set 
up these committees, the sustainability of the approach 
if committee members were unpaid, other organisations 
taking advantage of the training provided and employing 
its members, the need to include health professionals in 
the committee, the importance of gender balance among 
the committee members, and the potential emergence of 
tensions between communities and CHWs.

Discussion
This study confirmed that since the beginning of the 
conflict in Cameroon, access to preventive and curative 
health services has become increasingly limited. The 
attacks on health centres have reduced the number of 
functioning facilities, and restrictions on movement have 
limited travel to those that remain. This is consistent with 
relevant UNOCHA reports [4, 5, 7].

CHWs have been shown to be an effective way to main-
tain access to health services during conflict events [14]. 
In Cameroon CHWs are recruited in the community 
by district health supervisors, heads of health facilities 
and community leaders selected according to an estab-
lished criteria stated in the community health guide-
lines and community health worker terms of reference. 
They undertake six months of training that covers key 
modules including: household registration, surveillance, 
integrated community case management, maternal and 
newborn health, sexual and reproductive health, and 
communication, reporting and drug management. Drugs 
and medical supplies are provided through the Min-
istry of Health and implementing partners with fund-
ing from organisations such as the Global Fund to fight 
AIDS, tuberculosis and malaria. Drugs and medical sup-
plies are provided through a pull system based on CHW 
orders and medical reports. The medicines are supplied 
to focal health facilities and are available for collection 
on delivery of monthly medical reports. Allowances are 
also made for emergency orders. The National Malaria 
Control Programme, district supervisors and implement-
ing partners report ongoing challenges with this system 
including supply bottlenecks, limited supervision of 
CHW drug management and funding constraints. This 
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research confirmed that the provision of CHWs, as part 
of the Cameroon Ministry of Health’s Community Health 
Strategy, has improved access to health services for com-
munities living in the conflict-affected SW region, and 
has provided an additional avenue for receiving care for 
communities in the Littoral region.

Despite improvements in access to CHWs, this study 
identified several reasons why CHWs are not fully uti-
lised by the community, and possible improvements to 
ensure CHWs can provide high-quality care. There were 
frequent reports across the study sites that community 
members were unaware of CHWs and the services they 
provided. This resulted in caregivers unnecessarily travel-
ling long distances for healthcare or not seeking profes-
sional treatment at all. Increasing the visibility of CHWs 
and the services they provide could improve treatment-
seeking rates and result in a reduction in malaria cases.

In addition, in areas where community members were 
aware of CHWs in the area, many did not use their ser-
vices due to poor availability, lack of affordable services 
and a perception that they were not able to provide high-
quality care, either due to a perceived lack of training or 
due to stockouts of health commodities.

The study found a lack of availability of CHWs was 
due to CHWs living in neighbouring communities to 
avoid conflict zones, and sometimes only able to travel 
to some communities when the roads are safe and pass-
able. In addition, in some areas, CHWs must balance 
their work as a CHW with other income-generating 
activities to provide for their own family; this could also 
explain why some CHWs were reported to be selling 
treatments instead of providing them for free. Strategies 
to improve availability could include increasing the num-
ber of CHWs in each community and providing CHWs 
with an improved salary, transport allowance and accom-
modation so they can stay in the community or quickly 
travel when needed. The provision of transport would 
also allow CHWs to manage simple referrals themselves. 
Studies have shown that the performance of CHWs is 
higher where incentives—financial or not—are provided 
and supervision and training is regular [15–17]. Provid-
ing a salary may also decrease the likelihood of treat-
ments being sold for a profit and therefore increase the 
affordability of services for community members.

Community members also reported a lack of availabil-
ity of treatments, CHWs were not sufficiently equipped 
to treat malaria. CHWs were also particularly concerned 
about stockouts, and community leaders also confirmed 
that there are times when CHWs do not have the tools 
they need to perform their role. The lack of availability 
of healthcare workers, and associated problems with the 
supply of medicines, has also been reported as a barrier 
to uptake of CHWs in other countries, such as Kenya 

[18]. It has also been reported that when people do not 
receive the appropriate drugs due to frequent stockouts, 
they develop negative perceptions of care providers and 
have limited trust in the health system [19]. More effort 
is needed to ensure CHWs are fully equipped to provide 
high-quality services.

Regarding acceptability of treatment services, most 
community members reported they were satisfied with 
the quality of the services provided by the CHWs. The 
main reasons given were availability and effectiveness of 
the treatment they provided when they had stock. How-
ever, a minority of community members in the study 
setting appeared to have strong negative perceptions of 
CHWs’ ability to provide good quality care, as they had 
not received formal medical training. This was consist-
ent with other studies conducted in sub-Saharan Africa 
which found perceived training to be a factor affecting 
use of CHWs [20–22]. To build trust in CHW services 
community members should be made aware of the train-
ing CHWs have received.

Affordability is a major barrier to malaria treatment 
and healthcare throughout sub-Saharan Africa, and espe-
cially in conflict-affected communities where households 
have lost their primary source of income due to conflict 
[23, 24]. The study found that although the Cameroon 
Government provides free treatment for children under 
five and pregnant women with uncomplicated malaria, 
respondents still reported cost-related barriers to using 
CHWs services. Ensuring services are free at the point-
of-care and properly administered will help to reduce the 
amount of people seeking alternative healthcare options.

This study found that community-based approaches 
were perceived to be appropriate methods for reducing 
some of these challenges, including raising awareness of 
the presence of CHWs and their training. The preferred 
method for community engagement was the community 
dialogue approach. However, the majority of participants 
responded positively to all three proposed approaches. If 
implemented, the scorecard and village health commit-
tee approaches would need to be adapted to ensure they 
are inclusive and representative of all members of the 
community.

These findings align with several other studies which 
have demonstrated the successful use of the commu-
nity dialogue approach for integrated community case 
management of malaria, pneumonia and diarrhoea 
in Mozambique, Uganda and Zambia [25, 26]. This 
approach has been effective at filling health informa-
tion gaps and helping communities make collective 
decisions to improved health practices and has dem-
onstrated feasibility in low resource settings [27]. In 
addition, a study exploring community dialogues for 
child survival in Uganda highlighted the importance 
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of participatory action, follow up, and post-meeting 
monitoring as a critical component to the community 
dialogue process [28]. To date, community engagement 
approaches have focused more on encouraging preven-
tion activities and supporting CHWs to provide health 
education to the community, but not for providing a 
platform for communities to advocate for better sup-
plies and support for CHWs. This approach has been 
shown to increase community uptake of integrated 
community case management services and could be 
a useful tool to increase visibility of CHW services in 
communities where a lack of awareness was reported 
[26].

The findings from this study have led to a recommen-
dation to review support given to CHWs. A study on 
interventions for community health service access in 
Mozambique and Uganda determined that interventions 
should promote CHWs as members of a collective, by 
highlighting a sense of shared experience, focus on align-
ment between worker and programme goals, and empha-
sise the actions that lead to good performance [29]. By 
increasing supportive supervision CHWs have also be 
shown to feel more connected to the health system and 
their community, are motivated by status and community 
standing, and want to be provided with the necessary 
tools to perform [29].

Rowe et  al. conducted a large systematic review of 
health care provider performance in low- and mid-
dle-income countries concluding that a multiple layer 
approach that included training, supervision, adequate 
resources, links to the health system peer support and 
community support would improve performance [30]. 
The study reviewed CHW research and found results 
were largely inconclusive but recommended that train-
ing lay health workers seemed to have a small effect size, 
and combining training with community support might 
be more effective.

A recent study evaluated the CHW supervision sys-
tem developed by the President’s Malaria Initiative, the 
outreach training and supportive supervision approach 
[31]. The study cited well known barriers to CHW per-
formance of human resources and supply chain man-
agement, challenges with designing, implementing, 
and sustaining supportive supervision approaches, an 
absence of feedback after visits, irregular visits, poor con-
tinuity between visits, top-down planning, and a failure 
to adhere to supervision plans because of inadequate 
resources for implementation. This study reported their 
participants valued supervision checklist, quality super-
visor supervisee interactions and cited studies that found 
onsite supervision, positive experience of onsite mentor-
ing and coaching visits and peer support are highly val-
ued by CHWs.

The use of the community scorecard approach and 
village health committee could also be implemented in 
conjunction with the community dialogue approach to 
overcome challenges such as trust in CHWs and improve 
the quality of services they provide by monitoring train-
ing and adherence to guidance. The study by Martin et al. 
found the community dialogue approach was effective 
in communities where there are low levels of literacy 
which was reported as a challenge to using the scorecard 
approach in some of the communities studied [27].

Strengths and limitations
The strength of this work is that it provides information 
for a previously understudied area. However, conducting 
research in a conflict-affected area is not without chal-
lenges and several limitations should be considered with 
regards to the interpretation of the findings. In some 
of the FGD transcripts with community members, the 
qualitative data analysts perceived that some of the par-
ticipants could have previously been a CHW, which may 
have introduced desirability bias and affected responses. 
During transcript analysis, it was noted that questions 
asked in FGDs with CHWs were not identical across dif-
ferent regions. Other limitations include positionality dif-
ferences between the study participants and the research 
team: gender, culture and language could have impacted 
the experiences described in this study.

Conclusion
The ongoing conflict in Cameroon is negatively affecting 
the population’s access to healthcare, including services 
to prevent and treat malaria. The findings of this study 
show that although the Ministry of Health has devel-
oped a strong Community Health Strategy and deployed 
CHWs to ensure continuity of health access, more must 
be done to remove barriers that discourage the com-
munity from using this source of care. The study found 
that the community dialogue approach could be an effec-
tive tool to remove some of the barriers including rais-
ing awareness of CHWs and the training they receive and 
building trust between community members and CHWs. 
However, implementing a community dialogue approach 
alone will not be sufficient to remove all the barriers 
identified. Communities and stakeholders expressed that 
CHW services could be improved by focusing on super-
vision, resourcing and referral support, to improve trust 
in services. Further research is needed to determine the 
cause of these issues and develop tailored solutions.

The results of this study have been used to design a 
project using three key interventions to enhance the 
quality of malaria prevention and control services: an 
adapted community dialogue approach (the Community 
Health Participatory Approach), improved support for 
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CHWs, and vouchers to cover the cost of transport to 
and treatment from a CHW or health facility. This pro-
ject is currently being implemented in 80 communities in 
SW and Littoral regions. As countries across the world 
move closer to malaria elimination, more must be done 
to support conflict-affected areas where malaria case 
management is more challenging, to ensure they are not 
left behind.
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