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Abstract

Background The level of trust in health systems is often in flux during public health emergencies and presents chal-
lenges in providing adequate health services and preventing the spread of disease. Experiences during previous epi-
demics has shown that lack of trust can impact the continuity of essential health services and response efforts. Guinea
and Sierra Leone were greatly challenged by a lack of trust in the system during the Ebola epidemic. We thus sought
to investigate what was perceived to influence public and community trust in the health system during the COVID-
19 pandemic, and what strategies were employed by national level stakeholders in order to maintain or restore trust
in the health system in Guinea and Sierra Leone.

Methods This qualitative study was conducted through a document review and key informant interviews with actors
involved in COVID-19 and/or in malaria control efforts in Guinea and Sierra Leone. Key informants were selected
based on their role and level of engagement in the national level response. Thirty Six semi-structured interviews (16

in Guinea, 20 in Sierra Leone) were recorded, transcribed, and analyzed using an inductive and deductive framework
approach to thematic analysis.

Results Key informants described three overarching themes related to changes in trust and health seeking behavior
due to COVID-19: (1) reignited fear and uncertainty among the population, (2) adaptations to sensitization and com-
munity engagement efforts, and (3) building on the legacy of Ebola as a continuous process. Communication, com-
munity engagement, and on-going support to health workers were reiterated as crucial factors for maintaining trust
in the health system.
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ience during public health emergencies.

Pandemic preparedness, Qualitative

Conclusion Lessons from the Ebola epidemic enabled response actors to consider maintaining and rebuilding trust
as a core aim of the pandemic response which helped to ensure continuity of care and mitigate secondary impacts
of the pandemic. Monitoring and maintaining trust in health systems is a key consideration for health systems resil-

Keywords Trust, Essential health services, Health systems resilience, Communication, Community engagement,

Background

Access to essential health services is a key element in
protecting population health and the effective function-
ing of any health system. The availability of healthcare
services and their subsequent delivery and uptake is
relevant to the system’s effectiveness but dependent on
a number of interrelated factors, including the accept-
ance by providers and populations and their trust in
the system [1]. Trust is a critical element of social rela-
tions, affecting the decision-making process and the
behavior adopted in response to different situations [2].
The concept has been broadly studied and conceptu-
alized by researchers in various forms, particularly in
health systems [3-6]. The central common element in
the multiple definitions is the conception that trust is
the “acceptance of a vulnerable situation in which the
trustee believes that the trustor will act in the trustee’s
best interest” [3, 6-8]. Trust as such has been further
understood as the “relational notion or psychological
state that influences individuals’ willingness to act on
the basis of the words, motives, intentions, actions and
decisions of others under conditions of uncertainty, risk
or vulnerability” [5]. Trust reaches from the individual
level to the wider community and public population
levels in which people identify, belong, or are grouped
and further extends to health system, institutional, and
government levels.

Public managers and institutions have a significant
role in building trust with the public and specifically
play a role in mitigating perceived uncertainty or vul-
nerability [4]. Publics benefit from high perceptions of
trust in powerful institutions which they may depend
on, as it may lead to feeling a sense of security, safety,
and possible meaning or common identity [9]. When
public trust is considered high, institutions or indi-
viduals in power may also benefit from lower levels of
scrutiny and higher levels of compliance. Therefore,
institutional trust formation may have potential for
conscious or unconscious ulterior motives, yet still
requires decision makers and individuals in power to
understand and recognize the importance and func-
tion of trust within society. If levels of trust remain
too high or too low negative consequences may ensue
for either side [4, 9]. Mutually beneficial trust between

institutions and populations therefore particularly
requires engagement with and participation from the
public with institutions or decision makers [9].

Public levels of trust in health systems are often in a
dynamic state of flux during public health emergencies.
Trust informs and guides communities’ health-seeking
behavior [10] and adoption of prevention measures
[11-13]. Changes in trust pose challenges for providing
adequate health care and preventing the spread of dis-
ease. Trust has been a critical component in managing
health emergencies [10, 12, 14] and has been proposed
as an eighth core component of the WHO health sys-
tems responsiveness framework [15]. “Effective utiliza-
tion of, and trust in, healthcare services is [additionally]
essential to facilitate early case detection” [14]. Lack of
trust has been identified as a reason for the low-uptake
of preventive and containment measures [11, 13] and
under-utilization of health services in emergency and
post-emergency settings [10, 16]. Pre-existing mistrust in
governments and health systems, which was exacerbated
during the 2013-2016 Ebola outbreak in West Africa, has
been repeatedly cited as a key factor that contributed to
the initial failure to contain the outbreak. [12, 14, 16, 17].
This failure was particularly represented by fear and mis-
conceptions related to a lack of trust in the health system
[10, 16, 18] and highlighted the need for decision makers
to be mindful of trust in order to ensure populations con-
tinue to seek health services during such crises. This has
included the increasing recognition of the vital role com-
munity engagement and social participation play within
health systems and particularly during public health cri-
ses [19, 20]. This recognition further extends to the role
health care workers play, particularly as health care work-
ers, including community health workers (CHWs), are
both members of the public and communities in which
they live and work as well as part of the health system.

Guinea and Sierra Leone were severely affected by the
Ebola epidemic in 2013-2018 with 3,811 cases and 2,543
deaths in Guinea and 14,124 cases and 3,956 deaths in
Sierra Leone respectively [21]. Both countries faced a
number of challenges during and following the epidemic
due to a lack of perceived trust in the health system and
government, including a marked reduction in the utili-
zation of health services [10, 16, 22, 23]. Control efforts
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were hindered by community resistance, where cases of
vandalism of health facilities and violence against health
workers were documented in Guinea [24]. Interven-
tions such as the use of national hotlines, Ebola treat-
ment centers, and chlorine sprays by health workers in
Sierra Leone initially faced resistance. There was wide-
spread skepticism and mistrust regarding the effective-
ness of these interventions, mirroring doubts about the
existence of Ebola itself. Ebola treatment centers were
viewed as places of inevitable death, and there were
misconceptions such as the belief that calling the emer-
gency hotline would lead to the demise of the person in
need or that the chlorine sprayed by ambulance workers
was harmful to the sick [18, 25]. Several reasons have
been associated with community resistance during the
Ebola epidemic, including misconceptions about the
disease and failures in the emergency response that
undermined the public’s confidence in the response.
Inadequate and ineffective communication about Ebola
and its public health and social measures (PHSM), the
failure to implement response interventions that were
tailored to local customs and social norms, and the lack
of or limited involvement of communities in response
activities limited public trust and hindered efforts to
control the epidemic [16, 23, 24, 26].

Following the painful experiences of the Ebola epi-
demic, communities remained distrustful towards
healthcare providers [27, 28]. Post-Ebola epidemic health
facility attendance decreased compared to the pre-epi-
demic period, with one of the causes being a lack of trust
in healthcare staff and the healthcare system as a whole
[10, 29, 30]. Several post-Ebola epidemic interventions
centered their efforts on rebuilding trust between com-
munities, the state, and the health system. Key interven-
tions focused on rebuilding trust and reducing stigma by
engaging local leaders and other community-based vol-
unteers in communication and outreach activities [31].
CHWs were particularly shown to have played an essen-
tial role in restoring trust through the implementation
of activities such as door-to-door or group sensitization,
resumption of primary health care provision, and refer-
ral of patients to health facilities [28]. While CHWs were
shown to have been key in restoring trust post-Ebola due
to their position within their communities, they were also
noted as a source of uncertainty at the outset of the epi-
demic due to their additional connection to the health
system [23]. This meant trust in CHWs similarly fluctu-
ated throughout the epidemic and in the post-epidemic
period. In both countries, health seeking behaviors and
trust in the health system has however been noted to
have improved post-Ebola. While evidence is limited,
in Guinea, it is not certain if levels of trust have fully
reached or exceeded the levels of trust from the period
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prior to the Ebola epidemic [30], while in Sierra Leone
levels of trust and health facility attendance may have
exceeded pre-Ebola levels [32, 33].

During the COVID-19 pandemic, public trust in health
systems and the ability to respond to the needs of the
population was tested once again in Guinea and Sierra
Leone [34]. The global emergence of COVID-19 brought
a new set of PHSMs which, along with ongoing difficul-
ties in accessing and providing essential services, put the
public’s trust in the health system and government to the
test [35—38]. Evidence on the maintenance of trust dur-
ing the COVID-19 pandemic, especially in low- and mid-
dle-income countries (LMIC), is limited [13, 39]. Existing
studies have largely focused on the public’s compliance
with PHSMs and role of trust in governments [11, 12, 40,
41], and the interpersonal relationships between patients
and providers [10, 17]. Less attention has been given to
public and community trust in the health system [39] and
what were the corresponding actions taken by decision
makers.

In April 2020, the African Centre for Disease Control
and Prevention (ACDC) provided guidance for African
Union Member States on the continuation of essential
health services during the COVID-19 pandemic citing
the importance of learning from the preventable deaths
due to measles, malaria, HIV/AIDS, and TB during the
West African Ebola epidemic. Evidence on how essential
health services were maintained during the COVID-19
pandemic is currently lacking, either from the commu-
nity or decision makers perspective [42]. Previous experi-
ences with Ebola demonstrated the importance of trust
for the effective provision of essential health services
during health crises. Investigating the role of trust in the
health system during COVID-19 in Guinea and Sierra
Leone can help to gain a further understanding of the
relationship between trust and the utilization of essential
health services during public health emergencies.

In this study we sought to investigate national level
decision makers perceptions of public trust and what
was thought to have influenced trust in the health sys-
tem and use of essential services during COVID-19. As
previous outbreaks have demonstrated an unexpected
and substantial decrease in public trust can have a nega-
tive impact on the response. Therefore, we sought to
investigate how the perceptions of national policy mak-
ers regarding changes in trust and health-seeking behav-
ior influenced the strategies, measures or decisions that
were taken to mitigate potentially adverse consequences
during COVID-19. We sought to understand this rela-
tionship within the context of public health emergencies
when explorations of trust at the community or popula-
tion level may be limited yet rapid decisions and assess-
ments may be necessary. We chose malaria services
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as a case study to explore health-seeking behavior and
essential services, as perceived by national malaria and
COVID-19 decision-makers. The reason behind our
choice is due to malaria being a priority endemic disease
that cuts across community prevention to tertiary treat-
ment levels of the health system. This makes malaria a
key priority for national decision makers during health
emergencies. The ACDC’s Africa Health Strategy 2016—
2030 further specifically considers malaria as a top pri-
ority endemic disease whose services should continue
uninterrupted during a pandemic [43].

Methods

We used qualitative research methods to explore the
perceived impact of the COVID-19 pandemic on public
trust in the health system and the corresponding mitiga-
tion measures enacted in post-Ebola Guinea and Sierra
Leone, from the perceptions of national level decision
makers. Malaria interventions and services were used
as a case study to explore one cross-cutting area of the
health system. We understand trust in this study as a
relational concept based on the trustee’s specific expecta-
tions of the trusted person, such as a patient’s or the pub-
lic expectation that healthcare staff or health system will
act in one’s best interest. We further understand health
care workers, including community health workers, as
individuals who work in the health system but are also
members of the general public and the communities in
which they live. We conducted a document review and
collected data through key informant interviews. As part
of a larger study key informant interviews were coupled
with a social network survey and were followed by a sub-
sequent quantitative phase, including a health facility and
household survey and secondary data analysis. Results
from the larger study are presented elsewhere [44].

Document review

We reviewed key documents for information on the
epidemiological situation of malaria and COVID-19 in
Guinea and Sierra Leone before and during the COVID-
19 pandemic period We searched the websites of key
malaria and COVID-19 stakeholders in Guinea and
Sierra Leone including the relevant Ministries of Health,
World Health Organization (WHO), USAID President’s
Malaria Initiative (PMI) and the Global Fund to Fight
AIDS, Tuberculosis and Malaria as well as obtained spe-
cific documents through local academic and governmen-
tal networks such as reports or policy documents that
were not publicly available. The document review pro-
vided an overview of malaria programs and the COVID-
19 timeline, including the scope of malaria activities
and PHSM implemented during COVID-19. The review
additionally provided an initial identification of relevant
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stakeholders within each country and informed the
development of the interview topic guide.

Key informant interviews

In addition to the document review, we conducted scop-
ing interviews and site visits in Conakry, Guinea and
Freetown, Sierra Leone in October 2021 (IK, BG, HW,
CEB in Guinea and AKM, HTE, FPM, CEB, in Sierra
Leone). These scoping interviews and site visits along
with the document review served to identify key stake-
holders working on malaria elimination or COVID-19
prevention and control in Guinea and Sierra Leone as
well as to inform the development and contextualization
of interview topic guides as well as surveys undertaken
as part of the larger study. Site visits included national
malaria control programs, regional/district health
administration offices, and national and regional hos-
pitals and health centers. Scoping questions focused on
the malaria prevention and care cascade within the con-
text of COVID-19 as well as who are the key individuals
involved at the administrative and policy levels.

We conducted semi-structured interviews in March
2022 with national level stakeholders and decision mak-
ers leading the response to COVID-19 and/or engaged
in malaria elimination efforts in-country in Guinea
and Sierra Leone. These included representatives from
national and international non-governmental organiza-
tions (NGO), government representatives, international
organizations working in-country, and bilateral and
multi-lateral funders supporting COVID-19 response
and malaria elimination efforts. Key informants were
sampled using a purposeful and snowball approach based
on their role and level of engagement in the national level
response to COVID-19 and malaria elimination. Pur-
poseful sampling was based on availability and organi-
zation rather than specific individuals, while snowball
sampling was elicited at the end of each interview to
ensure key organizations were not overlooked during
the initial sampling process. Topic guides and interviews
focused on four areas of interest: (1) the overall response
to COVID-19, (2) the impact of COVID-19 on malaria
elimination activities and corresponding health system
elements, (3) population health-seeking behavior dur-
ing COVID-19, and (4) perceptions of public trust in the
health system. Topic guides were slightly adjusted during
data collection based on emerging data and the type of
key informant.

Potential key informants were contacted by the local
principal investigator or research lead (AD or IK in
Guinea and AKM in Sierra Leone) via email and phone.
Key informants were provided with an overview of the
study objectives and were informed about the voluntary
nature of the study as well as given the opportunity to ask
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questions prior to arranging an interview. All individu-
als or organizations invited to take part in an interview
accepted with the exception of two who could not par-
ticipate due to scheduling difficulties (one in Guinea and
one in Sierra Leone respectively). Key informants were
briefed about the study and provided their written and
verbal informed consent. Organization level data was col-
lected for the descriptive purpose of the sample (Table 1).
Interviews in Sierra Leone were conducted in English
while interviews in Guinea were conducted in French,
with the exception of one interview conducted in English.
Interviews were conducted by local researchers (AD, IK,
HB in Guinea and AKM, LSB in Sierra Leone) and Ger-
man-based researchers (CEB, TB in Guinea and HTF, BG
in Sierra Leone). With the exception of one interview in
Sierra Leone, at least one interviewer and one note taker
were present in each interview. All interviews took place
in person with the exception of one interview in Guinea
which took place online due to scheduling feasibility. All
interviews were audio recorded and lasted on average
43 min. We applied the Standards for Reporting Qualita-
tive Research (SRQR) guidelines [45].

Data analysis

All interviews were transcribed by members of the
research team in the language they were conducted.
Interviews conducted in French were translated to
English by two members of the research team and
cross-checked between the two translators. Identify-
ing information, such as names, were removed prior to
analysis.

Using an inductive and deductive framework approach
to thematic analysis interview, 34 transcripts were ana-
lyzed [46, 47]. The framework approach is particularly
suited to applied policy research in the health sector
[48]. Following transcription, an initial codebook was
developed based on the topic guides and WHO’s health
system building blocks [49]. In parallel, the data analysis
team familiarized themselves with the transcripts. The
codebook was then refined using in vivo codes identified
and defined by the informant’s wording [46]. Develop-
ment of the codebook was an iterative process involving
piloting the codebook on select transcripts to refine the
codes until consensus was reached among the research

Table 1 Summary of key informants
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team. The final codebook included a definition for each
code, specifications for when to use it, and specifications
for when not to use it. All transcripts were independently
coded using NVivo (1.7) qualitative data management
software, by at least two coders. Subjectivity memos and
tests of inter-rater reliability were conducted to ensure
consistency across the coding team. Given the diversity
of the analysis team across cultural contexts, this was
deemed as an appropriate step to ensure consistency [50].

The process of identifying categories and themes was
iterative and involved refining categories and themes in
a collaborative process. Saldana’s codes to theory model
was used through constructing summaries [51]. Triangu-
lation and agreement across actors were a central focus
of the analysis and identification of themes. An Excel
file was used throughout the process to track changes
that were made to the labels of the codes, categories,
and emerging themes as well as to develop code trees
and cross-linkages across categories and themes. A cor-
responding data display was developed to visualize and
map cross-cutting categories and themes.

Prior to the publication of results, a stakeholder work-
shop was held in each country to discuss, validate and
disseminate the overall study results among study par-
ticipants, health authorities and relevant policy makers,
academics and international partners. Preliminary results
were well-received and validated by study participants
and were in-line with our analysis and recommendations.
In two cases participants provided additional details that
were not captured in the data. In Guinea participants
highlighted strategic and resource components related
to the country-wide distribution of insecticide treated
malaria nets during COVID-19, while in Sierra Leone
participants detailed taking a similar approach as during
the Ebola epidemic to provide mass treatment for malaria
during emergencies.

Results
We interviewed a total of 36 national level stakeholders
involved in the response to COVID-19 and implementa-
tion of malaria control programs (Table 1).

We identified three overarching themes which were
described by key informants as influencing changes in
trust and health seeking behavior due to COVID-19 and

Type of Key Informant Guinea (n=16) Sierra Leone (n=20) Total (n=36)
Non-governmental Organization (NGO) 5(31%) 8 (40%) 13 (36%)
National Government 8 (50%) 8 (40%) 16 (44%)
International Organization - 3(15%) 3(8%)
Bilateral / multi-national Funder 3 (19%) 1 (5%) 4(11%)
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the corresponding mitigation measures: (1) reignited
fear and uncertainty among the population, (2) adap-
tations to sensitization and community engagement
efforts, (3) building on the legacy of Ebola as a continu-
ous process. Nearly all respondents described an initial
drop in health facility utilization, irrespective of malaria
services or otherwise, at the onset of the pandemic due
to fear of infection, fear of diagnosis and isolation, and
general mistrust. This fear and mistrust were said to
have emerged among both the population and health-
care workers and was informed by experiences during the
2013-2016 Ebola outbreak. Key informants described
actions were promptly taken to mitigate against fears and
mistrust. Respondents described three main actions that
were perceived as important for addressing fear and mis-
trust during the first two years of COVID-19: communi-
cation, community engagement, and on-going support to
health workers. Rationale for these mitigation measures
was further described as influenced by lessons learned
during the 2013-2016 Ebola outbreak. This led to a rec-
ognition for a need for a continuity in trust sustaining
measures. Table 2 provides an overview of the themes
and sub-themes.

Reignited fears and uncertainty among the population

Respondents described what they considered an initial
decrease in health facility utilization and attendance dur-
ing the onset of the pandemic and at times during subse-
quent waves of infection, irrespective of malaria specific
services. Respondents attributed this change to memories
of the 2013-2016 Ebola epidemic which invoked fears
and uncertainty on behalf of facility healthcare workers
and patients alike. This fear and uncertainty intensified
as misinformation and rumors circulated, particularly in
regards to isolation and the severity of the disease. Health
care workers attendance was further described as influ-
enced by insufficient availability of personal protective
equipment (PPE) and a fear of infection. In Sierra Leone,
where lockdowns were put in place as a PHSM to slow
the spread of disease, respondents described this had an
effect on facility attendance due to movement restric-
tions and restricted economic activities. According to

Table 2 Overview of themes and categories
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one national NGO respondent this contributed to a gen-
eral “type of pandemonium” (NGO Sierra Leone, KI1014)
and panic among the population for accessing limited
daily necessities and resources and an additional per-

ceived unavailability of (safe) health services were they to
fall ill.

The memory of Ebola

The memory of Ebola framed the expectations and
rationale surrounding visiting a health facility during
COVID-19. Respondents described that the populations
in both countries associated going to the facility with a
risk of being infected with COVID-19 and being auto-
matically isolated. Due to the initial unknown severity of
COVID-19, some respondents associated this association
with a further concern that those infected may not return
from the facilities, as was experienced during the Ebola
epidemic. The fear of being diagnosed extended beyond
the severity of the disease. Respondents described that
mandatory isolation was seen as threatening one’s liveli-
hood given that people had few economic and survival
options if they were isolated. An issue that was also
experienced during the economic impact of the Ebola
epidemic. One international organization representative
reflected,

“What I can see from afar is that at the beginning,
people were afraid to go and be diagnosed with
[COVID-19] because they thought that it could be
like Ebola. Then maybe in the beginning there was
a lot of self-medication so they wouldn’t be in isola-
tion” (International Organization, Guinea, KII015)

A Fear of COVID-19 diagnosis or misdiagnosis

Respondents further described that the population
expressed mistrust in the health system, in which they
were reported to fear that someone would be automati-
cally diagnosed or wrongfully diagnosed with COVID-19
simply by visiting a health facility. This was in part influ-
enced by misinformation and rumors, but substantiated
by symptoms of fever and headache which are common
symptoms to seek services for, particularly for malaria.

Overarching Themes

Sub-themes

Reignited ear and uncertainty among the population

Adaptations to sensitization and community engagement efforts

Building on the legacy of Ebola as a continuous process

The memory of Ebola

A fear of COVID-diagnosis or misdiagnosis

A lack of PPE contributed to fear of infection
Communication and sensitization were intensified

Important role of community health workers in the response
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Communities were described by some respondents to be
confused about the disease since little information was
available at the beginning of the pandemic. The spread
of rumors, unsubstantiated information and the lack of
information on specific aspects of the disease, such as
its asymptomatic nature, were said to have contributed
significantly to the uncertainty and fear among the pop-
ulation. A government respondent in Sierra Leone and
Guinea both exemplified,

“The Ministry and [governmental COVID response
agency] itself had to go out to convince people to
visit the hospital, because people were always appre-
hensive that if they come to the hospital they will
tell them that they have COVID and they will keep
them in the hospitals, so a lot of people are not actu-
ally visiting the health centers” (Government, Sierra
Leone, KII012)

“In any case [COVID-19] changed the behavior of
the population in terms of consulting public services
for fear of being declared positive for Covid-19. Some
people even refrained from consulting, they preferred
to stay at home and not consult, not to go to a health
structure.” (Government, Guinea, KII002)

A lack of PPE contributed to fear of infection

The lack of sufficient PPE and training on COVID-19 and
infection prevention and control measures was described
as contributing to health care workers’ fears. Work-
ing without the skills and resources that were needed
was perceived by respondents as a major demotivat-
ing factor for staff continuing to provide care since they
felt unprotected and at high-risk. Key informants had
described this as indicative as some health care work-
ers were described as refusing to return to work without
being equipped with proper PPE. In Sierra Leone some
respondents further described a number of publicized
COVID-19 deaths of health workers that were seen as
further contributing to the fear of infection among health
care workers particularly. Ensuring health care workers
had adequate PPE was however described by NGO’s as
a challenge due to the dependence of the national supply
chains on the global supply chain. A pre-existing com-
mon challenge to move commodities to the ‘last mile’
was described as being exacerbated by local and global
PHSMs that restricted movement and closed borders.
A respondent from an international NGO in Guinea
described,

“The big challenge was that, how to make sure that
the staff and those in need could have the material
they needed, that was the big challenge, and it took
a lot of time... The pandemic started, we only waited
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six months, nine months for the first equipment, the
materials for people to be able to protect themselves
and work” (NGO, Guinea, KII013)

Key informants further perceived health care work-
ers fears and lack of motivations to have influenced trust
in the health system and health seeking behavior of the
communities in which health care workers live. Respond-
ents understood that if health care workers themselves
did not feel safe to attend work, why would the popula-
tion. Another respondent from the Guinean government
further elucidated,

“When we started putting [PPE] in place, confi-
dence started to return [among health care work-
ers ...] then [confidence in] the health facility [and
then among]| the communities also since the health-
care providers were now available [...] it started
changing, getting back to normalcy but it took some
time!(Government, Guinea, KII005)

Adaptations to sensitization and community engagement
efforts

Respondents described specific mitigation measures that
were put in place in order to address the fears and mis-
trust that had emerged. Almost all respondents reported
that the drop-in health facility utilization was temporary
in nature, and that health facility attendance rates had
returned to pre-pandemic levels in both countries at the
time of the interviews. Key informants understood com-
munity sensitization and support for healthcare workers
as key mitigation measures for addressing fear and trust
in the health system.

Communication and community sensitization

Community members were reported to have started
to return to seek healthcare services once the situation
appeared to be not as serious or life threatening as per-
ceived in the beginning of the pandemic. Rebuilding trust
and ensuring the return to health facilities, according to
respondents, was strongly influenced by the initiation
and intensification of health communication and com-
munity sensitization activities, including the adaptation
of existing health campaigns to include COVID-19 mes-
sages, such as preventative malaria campaigns (e.g. mass
distribution of long lasting insecticide treated nets, sea-
sonal malaria chemoprevention for high risk groups).
This was described as key to fighting rumors in a time
of uncertainty and a surge in information globally. Peo-
ple began to feel reassured and less afraid as they real-
ized COVID-19 was less severe than Ebola and trusted
services returned. At the same time, it was noted that the
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sensitization of health care workers was a first priority for
decision makers.

Important role of community health workers

in the pandemic response

Respondents in Guinea highlighted that the policy for
CHWs to come from the communities in which they
serve played a crucial role in rebuilding trust and encour-
aging people to seek healthcare information and services
during the pandemic. CHWSs were quickly engaged in
the COVID-19 response and were described as in scal-
ing up sensitization activities and providing services
within the community. In Guinea this included adapt-
ing malaria specific interventions to include COVID-19
sensitization, such as reducing close interactions, inter-
action time and sharing of utensils during the adminis-
tration of malaria chemoprevention for children under 5.
This was described as key to maintaining preventive ser-
vices through specific individuals the community trusted
while at the same time there was reluctance to go to a
health facility. It was noted that the community mem-
bers’ relationship with CHWs was not a new aspect of the
COVID-19 response, but was an existing component of
the health system and lasting impact from Ebola.

In Sierra Leone, informants described a ‘No touch pol-
icy’ that was mandated as a PHSM for CHW at the start
of the pandemic. This restricted the ability for CHWs to
continue to provide services beyond some forms of sen-
sitization and referral to health facilities. Respondents
iterated this put a complete halt to malaria services pre-
viously undertaken by CHW, such as the administration
of rapid diagnostic testing and distribution of seasonal
chemoprophylaxis. The was partly attributed to a chal-
lenge to train the sheer number of CHW on COVID-
19 and equip them with adequate the limited PPE that
was available. Concurrent to the COVID-19 pandemic,
respondents described an on-going restructuring of the
national CHW policy (Table 3). This resulted in the addi-
tional formal suspension of CHW activities.

As one international organization described, “CHWs
were not operating the way they should have”. (Interna-
tional organization, Sierra Leone KII09.2). Additional
key informants confirmed the situation would have been
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different if CHW had been able to continue to provide
routine testing and treatment services for malaria as
well as mobilize and engage with communities and ease
uncertainty and fears surrounding COVID-19 or visiting
a health facility. This was described as having a two-fold
impact: similar to during the Ebola outbreak, the demand
and the necessity to mobilize CHWSs became clear and
the CHW policy was fast-tracked. Ultimately resulting in
a long awaited restructuring of the overall CHW policy
which was seen as positive by respondents but unfortu-
nately came at an inopportune time that was described as
affecting trust during the initial response to COVID-19.

Building on the legacy of Ebola as a continuous process

Respondents described how lessons related to respond-
ing to trust in health systems learned during the Ebola
response in 2013-2016, had been reinforced during the
COVID-19 response and informed their decision mak-
ing. The importance of close relationships between
health care workers and the communities in which
they live and are part of, for example, was stressed. This
reemphasized the need for on-going capacity and mate-
rial support for health care workers and the importance
to work with CHW that come from the local communi-
ties in which they serve and trust. Health care workers,
including CHWs, and other community actors such as
local leaders, were perceived as the driving force for suc-
cessful communication and sensitization which led to
the rebuilding of trust and health seeking behavior. The
further quick engagement and involvement of CHW into
the COVID-19 response in Guinea was seen as a driving
force for ensuring trust in the system, while the limita-
tion of CHW activities and roles in Sierra Leone was seen
as a misjudgment by some. In Sierra Leone, the COVID-
19 pandemic was described as providing the needed
political push to fast-track, what was overwhelmingly
described by respondents as a long-awaited and essential,
restructuring of the CHW policy (Table 3). Respondents
further emphasized the need to continue to strengthen
the health system by maintaining consistent communica-
tion and building capacities of health care workers. When
reflecting on the response, respondents emphasized that

Table 3 Reform of the policy on community health workers in Sierra Leone, as described by key informants

The overall restructuring of the community health worker policy was described as a long on-going process that had begun prior to COVID-19

and in part response to the Ebola epidemic. The reform of the policy was contributed to at least three main factors by respondents: 1) the approxi-
mate 16,000 CHWs were reported as too many for the Ministry of Health to manage 2) the functions of community health workers were not inte-
grated across primary health care but soiled by funders and programs 3) requirements to be a CHW were deemed inconsistent and not suitable

for an integrated approach, this primary included education level and gender balance. The reform in the new policy resulted in a temporary
suspension of CHW and re-recruitment which included reabsorbing some CHW who met the new criteria. Payment of CHW during this process

was described as paused and included needing to return donor funds due to not providing incentives for services distributed. Some CHWs, however,
were described to have continued working due to their connections with healthcare workers and a hope that they would be paid or reabsorbed

into the new system.
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they learned the same lessons during COVID-19 as they
did during the Ebola response and this reinforced their
confidence in the decisions that were taken and had
potential for future system-wide planning. As one gov-
ernment representative in Guinea reflected,

“One of the lessons is that the health system must
continue to prepare for epidemics. When Ebola
came, there was a time when there were a lot of
things that were borrowed as good practices. But
when Ebola went away, some of these good prac-
tices were no longer applied” (Government, Guinea,
KII011)

Ultimately, respondents reflected on the importance of
maintaining programs and resources which are deemed
as trust building, such as well-supported community
health workers programs, communication and infection
prevention and control resource capacities. From Ebola
and COVID-19 maintaining trust was seen as a continu-
ous process which should take place outside of emergen-
cies as well.

Discussion

In this study we sought to understand the perceived
impact of the COVID-19 pandemic on trust in the health
system in Guinea and Sierra Leone through the lens
of national COVID-19 and Malaria decision makers.
Malaria was used as a case study to frame the perspec-
tive around a set of essential health services which cut
across multiple levels of the health system. We identified
key areas which were considered as important compo-
nents of the corresponding mitigation measures to main-
tain and rebuild trust during a dynamic pandemic. Our
results suggest that through instituting and reinforcing
lessons learned during the 2013-2016 Ebola epidemic, it
was deemed possible to quickly restore community and
public trust and health seeking behavior to pre-pandemic
levels after an initial dip at the start of the pandemic.
Notedly previous experiences during the Ebola epidemic
helped national level stakeholders and decision makers to
recognize community and public trust as a key area for
the successful response to COVID-19 and maintenance
of essential health services [12, 14, 40, 52, 53]. During
COVID-19, communication [54], community engage-
ment [10, 18, 41], and the on-going support of health care
workers [54] again became apparent as crucial compo-
nents for maintaining trust in the health system.

Maintaining trust and essential services

Our results support several lessons which can inform
responsiveness to perceived changes in trust in health
systems during a public health emergency or similar
event with implications for health system performance.
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First and foremost, the importance of maintaining
trust in health systems as well as ensuring the continu-
ity of health service utilization during and after public
health emergencies is key to managing outbreaks [10,
41]. Ensuring the continuity of health service utiliza-
tion mitigates the secondary health impacts from an
epidemic on on-going health system progress while also
providing additional outbreak prevention and optimizing
case detection [14]. Our findings regarding the decrease
in service utilization due to fear and lack of trust in the
health system are in line with several studies that have
described similar phenomena in epidemic settings [10,
16, 52, 55], including Ebola, and during COVID-19 in
Guinea and Sierra Leone [56, 57]. Studies have particu-
larly identified parallels between the COVID-19 pan-
demic and the Ebola epidemic, including the widespread
circulation of misinformation about the diseases, leading
to fear of infection and distrust in healthcare systems and
reduced utilization of healthcare services during these
periods [58, 59]. Kreuk et al. reflect that one key lesson
learned during the Ebola epidemic was that “health sys-
tems that earn the trust and support of the population
and local political leaders by reliably providing high-
quality services before crises have a powerful resilience
advantage” [60]. There is a need to continuously monitor
trust and health seeking behavior during and outside of
health crises in order to anticipate potential changes in
health seeking behavior and establish immediate miti-
gation plans [15, 52, 54]. Whereas our results reflect
perceptions of national level decision makers, changes
should be monitored at multiple levels, including routine
facility attendance data and perspectives of communities
themselves.

Early risk communication

Second, maintaining trust includes the incorporation of
risk communication early in the response, prior to the
detection of a disruption in health seeking behavior or
trust [61]. During the Ebola epidemic, the lack of infor-
mation and the spread of rumors surrounding the disease
contributed to public fear and the desertion of facili-
ties by both providers and communities [16, 41] and the
need for intensified risk communication became promi-
nent [54]. It seems that lessons from Ebola contributed
to a recognized need and an improvement in risk com-
munication during COVID-19. Our results provide evi-
dence of an immediate acknowledgement of the risks
with regard to changes in trust at the beginning of the
COVID-19 pandemic and a quick response by stakehold-
ers in establishing a communication system to prevent a
prolonged lack of trust in the health system, as occurred
during the Ebola outbreak [23]. Our findings are in line
with a study on the pandemic response to COVID-19 in
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Guinea which shows that stakeholders emphasized the
rapid responsiveness, upscale, and integration of com-
munication [61].

Community engagement and community health workers
Third, community engagement and the mobilization and
continuous involvement of CHWs are key in maintain-
ing trust and promoting ownership of response measures
[10, 52, 62, 63]. CHWs serve as a crucial bridge between
communities and the healthcare system for maintain-
ing trust and moving people towards behavior change,
as they are integral members of both spheres [64—66].
The 72nd World Health Assembly adopted a resolution
that recognizes that CHWs are further “indispensable to
contribute to ongoing primary health care services dur-
ing emergencies” and are a cost-effective mechanism [67,
68]. However, the prior existence of community health
programs and community engagement activities does
not ensure the effective involvement of communities in
emergency health response activities [23, 69]. During the
Ebola epidemic, CHWs were initially sidelined in com-
munity response interventions, with the recruitment
of new Ebola-specific agents who were rejected by the
populations with the messages they carried [23]. Includ-
ing CHWss in the Ebola response was reported to be a late
but successful strategy in restoring confidence, prompt-
ing the use of health services, and acceptance of estab-
lished response measures [16, 23], as was similarly found
during COVID-19 in our study. Rather, adequate and
effective systems of community health programs have
to be developed that firmly integrate CHWSs as a full-
fledged function into health systems and ensure basic
salaries for these actors in accordance with the WHO’s
2018 Health policy and system support to optimize com-
munity health worker programmers [70, 71]. Establish-
ing CHW programs is crucial as outreach services and
facility-based services are likely to be the most disrupted
in the early phases of a public health emergency, particu-
larly in LMIC [55]. This remains of critical importance
as CHW programs continue to gain traction yet remain
fragmented and chronically underfunded across the Afri-
can continent [72-74].

Ongoing support of heath care workers

Lastly, the on-going support of health care workers,
including community health workers, is crucial in order
to maintain their trust in the system, including with and
between communities. Lack of training and PPE can
hamper health care workers” willingness to provide and
community members’ readiness to use health services. As
seen during Ebola and COVID-19, it also reduces essen-
tial trust in the system’s ability to respond [16, 60, 63, 75].
Across the COVID-19 pandemic, health care workers
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have, globally as well as in Guinea and Sierra Leone,
been described as feeling ill-prepared and ill-equipped to
provide necessary services [76—78]. The fact that ongo-
ing support for health care workers to “show up for work
that might be difficult and dangerous [...] begins with
training ...” was similarly acknowledged as a key learning
during the Ebola epidemic [60]. WHO and other global
health actors have thus highlighted the need for provid-
ing health care workers with the proper resources to
respond to public health emergencies in a safer environ-
ment [34, 36, 76]. Disruptions in global medical supply
chains of PPEs and medical equipment during COVID-
19 have been well-documented across countries [55] and
will require the establishment of resilient and contin-
gency plans as service demand will inevitably be affected
during a crisis [36-38, 55, 79]. Without this continued
support health care workers and the public have room
to lose trust in the health system. Building strategies to
ensure the continued supply of resources and materials
into emergency response plans is essential for support-
ing health care workers to provide services and duly con-
tribute to trust in the system’s ability to provide essential
services.

Limitations

Our study has several limitations. First, we focused on
policy and decision makers’ perceptions of changes in
trust and health seeking behavior during COVID-19, and
cannot draw direct conclusions about actual changes in
trust the individual or community level without data col-
lection at these two levels. However, our goal was to gain
insight into how decision makers responded to rapidly
evolving changes in perceived trust and facility utiliza-
tion. Second, our sample included individuals in high and
varying levels of power and is limited to their perspec-
tive within an emergency context. This perspective may
have been influenced by socially desirable responses or
may be somewhat detached from the actual experiences
of trust as felt by the population. While we did not explic-
itly include a power lens to our analysis, we attempted to
triangulate data between the different informants across
sectors and outside of the national government to tease
out potential bias or socially desirable answers. Third, we
interviewed national level stakeholders and, therefore,
cannot draw upon the nuances of changes and responses
to trust that may be more specific at regional or local
level. Forth, our sample of COVID-19 and malaria pro-
gram actors does not necessarily represent all views
within the health system. Additionally, interviews only
captured a snapshot in March 2022, when the pandemic
was mostly considered over in both countries. The use
of qualitative methods, however, has helped to mitigate
these limitations by exploring potential dynamic policy
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changes from multiple perspectives and providing the
flexibility to iteratively adapt the research tool as the pan-
demic and situational context evolved. Lastly, selected
key informants provided their recollections and percep-
tions of the most important factors influencing trust and
decision making during the response. Although this per-
spective is limited by the absence of first-hand accounts
from community members, it may still serve as valuable
evidence for emergency situations like COVID-19, where
rapid decision-making and leadership are required.

Conclusion

The COVID-19 pandemic has reiterated that the trust of
the public in health systems plays an ever more impor-
tant role during public health emergencies. Likewise, it
has shown the benefits of learning from previous expe-
riences. In Guinea and Sierra Leone, lessons from the
Ebola epidemic enabled response actors to consider
maintaining and rebuilding trust as a core aim of the pan-
demic response which helped to ensure continuity of care
and mitigate secondary impacts of the pandemic. Incor-
porating mechanisms to monitor and maintain public
trust in the health system during public health emergen-
cies remains an important consideration for maintaining
essential health services and health systems prepared-
ness and resilience in future public health emergencies.
It would be worthwhile to research public trust from the
perspective of communities to better understand reac-
tive views regarding trust and related dynamics during
and beyond periods of uncertainty, fear and crisis. Given
that there is evidence that public trust in the system can
ensure continuity in the use of routine services and com-
pliance with PHSMs, it is essential that response actors
are aware of the importance of trust and enact appropri-
ate actions to ensure that trust is maintained and an inte-
grated component throughout the emergency response.

Abbreviations

ACDC  African centre for disease control
CHW  Community health worker
NGO Non-governmental organization

PPE Personal protective equipment
PHSM  Public health and social measures
WHO  World health organization

Acknowledgements

We would like to greatly acknowledge all the key informants for their open-
ness and time to share their perspectives and experiences. We would like

to acknowledge Lawrence Sao Babawo and Francisco Pozo-Martin for their
support during the initial phase of the study and data collection. We would
also like to acknowledge Sameh Al-Awlagji, Fodé Youssouf Camara, Karim
Dumbuya, and Bockarie Kemokai for their tireless administrative support that
made this study possible.

Authors’ contributions

HB and BG drafted the original manuscript. CEB conceptualised and designed
the study and acquired funding. HTF, VD, CEB, AKM, AD, BG, HB, IK, SMO, HW
developed the protocol. HTF, BG, HB, VD, AD, and AKM developed the data col-
lection tools. HB, BG, HTF, SMO, VD, IK, VM, KS, AKM conducted the document

Page 11 of 13

review. HTF, BG, HB, IK, CEB, AKM, AD, TB collected the data. HB, BG, HTF, SMO,
IK, VM, KS, HW analyzed the data. AD, AKM and CEB supervised the study. All
authors critically revised the manuscript and contributed to the final draft. All
authors read and approved the final manuscript.

Funding

Open Access funding enabled and organized by Projekt DEAL. This research
project was funded through a grant provided by the Ministry of Health of the
Federal Republic of Germany (Grant number: ZMI1-2521GHP914). Funding
sources had no role in the study design, data collection, data analysis, writing
of the manuscript, or the decision to submit it for publication. All authors had
full access to all the data in the study and accept responsibility to submit it for
publication.

Availability of data and materials

Due to the qualitative nature of the data, the confidentiality agreements
signed and the ease with which respondents might be identified based on
the content of the transcripts, we are unable to make the interview transcripts
publicly available. A copy of the topic guide and consent form can be
requested from the corresponding author.

Declarations

Ethics approval and consent to participate

Ethical approval was obtained from the ethics committee of the Berlin Medi-
cal Association (Eth-76/21) in Germany, the Comité National D'Ethique pour la
Recherche en Santé (013/CNERS7/21) in Guinea, and the ethics and scientific
review committee of the Ministry of Health and Sanitation in Sierra Leone
(dated 15th March, 2022). All participants were provided with an information
sheet and opportunity to ask questions prior to the interview. Verbal and writ-
ten informed consent were obtained from all participants prior to conducting
an interview. Informed consent was obtained for audio-recording of the inter-
views. Participants were given the option to refuse to answer any questions
and/or withdraw from the study at any time without consequences.

Consent for publication

All participants provided written informed consent to the publication of the
data they provided within the interview. Participants were able to consent
separately to being quoted in a publication. The non-consent to be quoted

in a publication did not exclude a person from participating in an interview.
Participates were also able to consent to what type of descriptor (socio-
demographics, type of organization, country respondent) should be attached
to any published quotes. A sample of the consent form can be requested from
the corresponding author.

Competing interests
The authors declare no competing interests.

Author details

!Centre d'Excellence d'Afrique pour La Prévention et le Contréle des Maladies
Transmissibles (CEA-PCMT), Université Gamal Abdel Nasser, Conakry, Guinea.
2Evidence-Based Public Health Unit, Center for International Health Protection,
Robert Koch Institute, Berlin, Germany. *College of Medicine and Allied Health
Sciences (COMAHS), University of Sierra Leone, Freetown, Sierra Leone.

Received: 9 January 2024 Accepted: 24 September 2024
Published online: 04 October 2024

References

1. Gilson L. Trust and the development of health care as a social institu-
tion. Soc Sci Med. 2003;56(7):1453-68.

Bauer PC. Three Essays on the Concept of Trust and its Foundations. In:
Bern Uo, editor. Bern: 2015; p. 1-10.

3. Gille . Theory and conceptualisation of public trust in the health care
system: Three English case studies: care.data, biobanks and 100,000
Genomes Project. 2017. p. 14-22.

4. Gilson L. Trust in health care: theoretical perspectives and research
needs. J Health Organ Manag. 2006;20(5):359-75.



Baldé et al. BMC Public Health

20.

21.

22.

23.

24.

25.

26.

(2024) 24:2710

Okello DR, Gilson L. Exploring the influence of trust relationships on
motivation in the health sector: a systematic review. Hum Resour
Health. 2015;13:16.

Brennan N, Barnes R, Calnan M, Corrigan O, Dieppe P, Entwistle V. Trust

in the health-care provider-patient relationship: a systematic mapping
review of the evidence base. Int J Qual Health Care. 2013;25(6):682-8.
Hall MA, Dugan E, Zheng B, Mishra AK. Trust in physicians and medical
institutions: what is it, can it be measured, and does it matter? Milbank Q.
2001;79(4):613-39.

Egede LE, Ellis C. Development and testing of the Multidimensional Trust
in Health Care Systems Scale. J Gen Intern Med. 2008;23(6):808-15.

Neal TMS, Shockley E, Schilke O. The, “Dark Side” of Institutional Trust. In:
Shockley E, Neal TMS, PytlikZillig LM, Bornstein BH, editors. Interdisci-
plinary Perspectives on Trust: Towards Theoretical and Methodological
Integration. Cham: Springer International Publishing; 2016. p. 177-91.
Tibbels N, Hendrickson Z, Mills H, Sidibé S, Vondrasek C, Gurman T.

The Salience of Trust to the Client-Provider Relationship in Post-Ebola
Guinea: Findings From a Qualitative Study. Glob Health Sci Pract.
2022;10(1):62100429.

. Saechang O, Yu J, Li Y. Public Trust and Policy Compliance during the

COVID-19 Pandemic: The Role of Professional Trust. Healthcare (Basel).
2021,9(2):151.

Blair RA, Morse BS, Tsai LL. Public health and public trust: Survey evi-
dence from the Ebola Virus Disease epidemic in Liberia. Soc Sci Med.
2017;172:89-97.

Antinyan A, Bassetti T, Corazzini L, Pavesi F. Trust in the Health System and
COVID-19 Treatment. Front Psychol. 2021;12: 643758.

Abimbola S, Topp SM, Palagyi A, Marais B, Negin J. Global health security:
where is the data to inform health system strengthening? BMJ Glob
Health. 2017;2(3):e000481.

Mirzoev T, Kane S. What is health systems responsiveness? Review of
existing knowledge and proposed conceptual framework. BMJ Glob
Health. 2017;2(4):e000486.

Thiam S, Delamou A, Camara S, Carter J, Lama EK, Ndiaye B, et al. Chal-
lenges in controlling the Ebola outbreak in two prefectures in Guinea:
why did communities continue to resist? Pan Afr Med J. 2015;22(Suppl
1):22.

Pieterse P, Lodge T. When free healthcare is not free. Corruption and
mistrust in Sierra Leone’s primary healthcare system immediately prior to
the Ebola outbreak. Int Health. 2015;7(6):400-4.

Yamanis T, Nolan E, Shepler S. Fears and Misperceptions of the Ebola
Response System during the 2014-2015 Outbreak in Sierra Leone. PLoS
Negl Trop Dis. 2016;10(10): €0005077.

Haldane V, De Foo C, Abdalla SM, Jung AS, Tan M, Wu S, et al. Health
systems resilience in managing the COVID-19 pandemic: lessons from 28
countries. Nat Med. 2021:27(6):964-80.

Gillespie AM, Obregon R, Asawi RE, Richey C, Manoncourt E, Joshi K, et al.
Social Mobilization and Community Engagement Central to the Ebola
Response in West Africa: Lessons for Future Public Health Emergencies.
Global Health: Science and Practice. 2016;4(4):626-46.

Kamorudeen RT, Adedokun KA, Olarinmoye AQ. Ebola outbreak in West
Africa, 2014-2016: Epidemic timeline, differential diagnoses, determin-
ing factors, and lessons for future response. J Infect Public Health.
2020;13(7):956-62.

ACAPS. Ebola Outbreak in West Africa Impact on Health Service Utilisa-
tion in Sierra Leone. 2015. Available from: https://www.acaps.org/filea
dmin/Data_Product/Main_media/f_impact_on_health_service_utili
sation_in_sierra_leone_march_2015.pdf.

Miller NP, Milsom P, Johnson G, Bedford J, Kapeu AS, Diallo AQ, et al. Com-
munity health workers during the Ebola outbreak in Guinea, Liberia, and
Sierra Leone. J Glob Health. 2018;8(2): 020601.

World Health Organiszation. Guinea: The Ebola virus shows its tenacity.
Geneva: World Health Organiszation; 2015. Available from: https://www.
who.int/news-room/spotlight/one-year-into-the-ebola-epidemic/
guinea-the-ebola-virus-shows-its-tenacity.

Richards P Mokuwa E, Welmers P, Maat H, Beisel U. Trust, and distrust,

of Ebola Treatment Centers: A case-study from Sierra Leone. PLoS ONE.
2019;14(12): €0224511.

Coltart CE, Lindsey B, Ghinai I, Johnson AM, Heymann DL. The Ebola
outbreak, 2013-2016: old lessons for new epidemics. Philos Trans R Soc
Lond B Biol Sci. 2017,372(1721):20160297.

27.

28.

29.

30.

31

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

Page 12 of 13

Raven J, Baral S, Wurie H, Witter S, Samai M, Paudel P, et al. What adapta-
tion to research is needed following crises: a comparative, qualitative
study of the health workforce in Sierra Leone and Nepal. Health Res
Policy Syst. 2018;16(1):6.

Rogers JH, Jabateh L, Beste J, Wagenaar BH, McBain R, Palazuelos D, et al.
Impact of community-based adherence support on treatment outcomes
for tuberculosis, leprosy and HIV/AIDS-infected individuals in post-Ebola
Liberia. Glob Health Action. 2018;11(1):1522150.

Delamou A, Ayadi AME, Sidibe S, Delvaux T, Camara BS, Sandouno SD,

et al. Effect of Ebola virus disease on maternal and child health services in
Guinea: a retrospective observational cohort study. Lancet Glob Health.
2017,5(4):e448-57.

Camara BS, Delamou A, Diro E, Beavogui AH, El Ayadi AM, Sidibe S, et al.
Effect of the 2014/2015 Ebola outbreak on reproductive health services
in a rural district of Guinea: an ecological study. Trans R Soc Trop Med
Hyg. 2017;111(1):22-9.

United Nations Development Programme. Getting Beyond Zero: Early
Recovery and Resilience Support Framework: Guinea, Liberia and Sierra
Leone. United Nations Development Programme; 2016.

Sesay T, Denisiuk O, Zachariah R. Paediatric morbidity and mortality in
Sierra Leone. Have things changed after the 2014/2015 Ebola outbreak?
F1000Res. 2019;8:796.

Decroo T, Delamou A, Reeder JC. Operational research: did health
systems in Sierra Leone recover after the 2014-15 Ebola outbreak?
F1000Res. 2019;8:792.

Kluge H, Azzopardi-Muscat N, Figueras J, McKee M. Trust and transforma-
tion: an agenda for creating resilient and sustainable health systems. BMJ.
2023;380:651.

Johnson O, Goronga T. Why communities must be at the centre of the
Coronavirus disease 2019 response: Lessons from Ebola and human
immunodeficiency virus in Africa. Afr J Prim Health Care Fam Med.
2020;12(1):e1-3.

World Health Organization. Pulse survey on continuity of essential health
services during the COVID-19 pandemic. Interim report. Geneva; 2020.
Contract No.: WHO/2019-nCoV/EHS_continuity/survey/2020.1.

World Health Organization. Second round of the national pulse survey
on continuity of essential health services during the COVID-19 pandemic.
Interim report. Geneva: World Health Organization; 2021. Contract No.:
WHO/2019-nCoV/EHS_continuity/survey/2021.1.

World Health Organization. Third round of the global pulse survey on
continuity of essential health services during the COVID-19 pandemic.
Interim report. Geneva: World Health Organization; 2022. Contract No.:
WHO/2019-nCoV/EHS_continuity/survey/2022.1.

Ozawa S, Sripad P. How do you measure trust in the health system? A
systematic review of the literature. Soc Sci Med. 2013;91:10-4.

Arthur RF, Horng LM, Bolay FK, Tandanpolie A, Gilstad JR, Tantum LK, Luby
SP.Community trust of government and non-governmental organiza-
tions during the 2014-16 Ebola epidemic in Liberia. PLoS Negl Trop Dis.
2022;16(1): €0010083.

Ryan MJ, Giles-Vernick T, Graham JE. Technologies of trust in epidemic
response: openness, reflexivity and accountability during the 2014-2016
Ebola outbreak in West Africa. BMJ Glob Health. 2019:4(1): e001272.
Gurley N, Ebeling E, Bennett A, Kashondo JK, Ogawa VA, Couteau C, et al.
National policy responses to maintain essential health services during the
COVID-19 pandemic. Bull World Health Organ. 2022;100(2):168-70.

Africa Centres for Disease Control and Prevention. Guidance for the Con-
tinuation of Essential Health Services during COVID-19 Pandemic. 2020.
RobI K, Fischer H-T, Delamou A, Mbawah AK, Geurts B, Feddern L, et al.
Caregiver acceptance of malaria vaccination for children under 5 years of
age and associated factors: cross-sectional household survey, Guinea and
Sierra Leone, 2022. Malar J. 2023;22(1):355.

O'Brien BC, Harris 1B, Beckman TJ, Reed DA, Cook DA. Standards for
Reporting Qualitative Research: A Synthesis of Recommendations. Acad
Med. 2014;89(9):1245-51.

Richie J, Spencer L. Qualitative Data Analysis for Applied Policy Research.
In: Bryman A, Burgess B, editors. Analyzing Qualitative Data. London:
Routledge; 1994.

Braun V, Clarke V. Conceptual and design thinking for thematic analysis.
US: Educational Publishing Foundation; 2022. p. 3-26.


https://www.acaps.org/fileadmin/Data_Product/Main_media/f_impact_on_health_service_utilisation_in_sierra_leone_march_2015.pdf
https://www.acaps.org/fileadmin/Data_Product/Main_media/f_impact_on_health_service_utilisation_in_sierra_leone_march_2015.pdf
https://www.acaps.org/fileadmin/Data_Product/Main_media/f_impact_on_health_service_utilisation_in_sierra_leone_march_2015.pdf
https://www.who.int/news-room/spotlight/one-year-into-the-ebola-epidemic/guinea-the-ebola-virus-shows-its-tenacity
https://www.who.int/news-room/spotlight/one-year-into-the-ebola-epidemic/guinea-the-ebola-virus-shows-its-tenacity
https://www.who.int/news-room/spotlight/one-year-into-the-ebola-epidemic/guinea-the-ebola-virus-shows-its-tenacity

Baldé et al. BMC Public Health

48.

49.

50.

51

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

68.

69.

(2024) 24:2710

Gale NK, Heath G, Cameron E, Rashid S, Redwood S. Using the framework
method for the analysis of qualitative data in multi-disciplinary health
research. BMC Med Res Methodol. 2013;13(1):117.

World Health Organization. Monitoring the building blocks of health
systems: a handbook of indicators and their measurement strategies.
Geneva: World Health Organization; 2010.

Boyatzis RE. Transforming qualitative information: Thematic analysis

and code development. Thousand Oaks: Sage Publications, Inc; 1998.

p. 144-60. xvi, 184-xvi.

Saldana J. The Coding Manual for Qualitative Research. Second edition
ed. London: Sage Publications Ltd.; 2013. p. 440.

Morse B, Grepin KA, Blair RA, Tsai L. Patterns of demand for non-Ebola
health services during and after the Ebola outbreak: panel survey evi-
dence from Monrovia, Liberia. BMJ Glob Health. 2016;1(1): €000007.
Amara PS, M'Cormack-Hale FA, Kanu M, Bash-Taqi R, Kanu A. The effec-
tiveness of the Sierra Leone health sector response to health shocks:
Evidence from the COVID-19 perception survey. United Kingdom; 2021.
Nuriddin A, Jalloh MF, Meyer E, Bunnell R, Bio FA, Jalloh MB, et al. Trust,
fear, stigma and disruptions: community perceptions and experiences
during periods of low but ongoing transmission of Ebola virus disease in
Sierra Leone, 2015. BMJ Glob Health. 2018;3(2): e000410.

World Health Organization. WHO Continuity Survey of essential health
services during COVID-19 pandemic. 2020.

Sevalie S, Youkee D, van Duinen AJ, Bailey E, Bangura T, Mangipudi S, et al.
The impact of the COVID-19 pandemic on hospital utilisation in Sierra
Leone. BMJ Glob Health. 2021;6(10):2005988.

Millimouno TM, Dioubaté N, Niane H, Diallo MC, Maomou C, Sy T, et al.
Effect of the COVID-19 pandemic on maternal and neonatal health
services in three referral hospitals in Guinea: an interrupted time-series
analysis. Reprod Health. 2023;20(1):50.

Aborode AT, Tsagkaris C, Jain S, Ahmad S, Essar MY, Fajemisin EA, et al.
Ebola Outbreak amid COVID-19 in the Republic of Guinea: Priorities for
Achieving Control. Am J Trop Med Hyg. 2021;104(6):1966-9.

Maffioli EM. How Is the World Responding to the Novel Coronavirus Dis-
ease (COVID-19) Compared with the 2014 West African Ebola Epidemic?
The Importance of China as a Player in the Global Economy. Am J Trop
Med Hyg. 2020;102(5):924-5.

Kruk ME, Myers M, Varpilah ST, Dahn BT. What is a resilient health system?
Lessons from Ebola The Lancet. 2015;385(9980):1910-2.

Geurts B, Weishaar H, Mari Saez A, Cristea F, Rocha C, Aminu K, et al. Com-
municating risk during early phases of COVID-19: Comparing governing
structures for emergency risk communication across four contexts. Front
Public Health. 2023;11:1038989.

Salve S, Raven J, Das P, Srinivasan S, Khaled A, Hayee M, et al. Community
health workers and Covid-19: Cross-country evidence on their roles,
experiences, challenges and adaptive strategies. PLOS Glob Public Health.
2023;3(1):e0001447.

Bhaumik S, Moola S, Tyagi J, Nambiar D, Kakoti M. Community health
workers for pandemic response: a rapid evidence synthesis. BMJ Glob
Health. 2020;5(6):e002769.

Ignoffo S, Margellos-Anast H, Banks M, Morris R, Jay K. Clinical Integra-
tion of Community Health Workers to Reduce Health Inequities in
Overburdened and Under-Resourced Populations. Popul Health Manag.
2022;25(2):280-3.

Mirzoev T, Kane S. What is health systems responsiveness? Review of
existing knowledge and proposed conceptual framework. BMJ Glob
Health. 2017;2(4): e000486.

Enguita-Fernandez C, Alonso Y, Lusengi W, Mayembe A, Manun’Ebo MF,
Ranaivontiavina S, et al. Trust, community health workers and delivery of
intermittent preventive treatment of malaria in pregnancy: a comparative
qualitative analysis of four sub-Saharan countries. Glob Public Health.
2021;16(12):1889-903.

World Health Assembly 72. Community health workers delivering pri-
mary health care: opportunities and challenges. Geneva; 2019.

Dr. Ochiawunma Al, Dr. Doudou D. Global Health Security: Empowering
Community Health Workers to Halt Infectious Disease Outbreaks 2023
[Available from: https://healthsystemsglobal.org/news/global-healht-
security-empowering-chw/.

Barr A, Garrett L, Marten R, Kadandale S. Health sector fragmentation:
three examples from Sierra Leone. Global Health. 2019;15(1):8.

70.

71

72.

73.

74.

75.

76.

77.

78.

79.

Page 13 of 13

Raven J, Wurie H, Idriss A, Bah AJ, Baba A, Nallo G, et al. How should
community health workers in fragile contexts be supported: qualitative
evidence from Sierra Leone, Liberia and Democratic Republic of Congo.
Hum Resour Health. 2020;18(1):58.

World Health Organisation. Health policy and system support to optimize
community health worker programmers. Geneva: World Health Organiza-
tion; 2018.

Zulu JM, Perry HB. Community health workers at the dawn of a new era.
Health Res Policy Syst. 2021;19(Suppl 3):130.

Agarwal S, Kirk K, Sripad P, Bellows B, Abuya T, Warren C. Setting the
global research agenda for community health systems: literature and
consultative review. Hum Resour Health. 2019;17(1):22.

Africa CDC inaugurates the First-ever Continental Community Health
Coordination Mechanism [press release]. Africa CDC2023.

Medicines sans Frontier. Restoring trust among communities fearful of
Ebola 2019 [Available from:https://www.msf.org/restoring-trust-among-
communities-fearful-ebola-drc?component=image-265172.

Kanu S, James PB, Bah AJ, Kabba JA, Kamara MS, Williams CEE, Kanu JS.
Healthcare Workers'Knowledge, Attitude, Practice and Perceived Health
Facility Preparedness Regarding COVID-19 in Sierra Leone. J Multidiscip
Healthc. 2021;14:67-80.

Koontalay A, Suksatan W, Prabsangob K, Sadang JM. Healthcare Work-
ers'Burdens During the COVID-19 Pandemic: A Qualitative Systematic
Review. J Multidiscip Healthc. 2021;14:3015-25.

Delamou A, Sow A, Fofana TO, Sidibé S, Kourouma K, Sandouno M, et al.
A rapid assessment of health system preparedness and response to the
COVID-19 pandemic in Guinea. J Public Health Afr. 2022;13(2):1475.
Spieske A, Gebhardt M, Kopyto M, Birkel H. Improving resilience of the
healthcare supply chain in a pandemic: Evidence from Europe during the
COVID-19 crisis. J Purch Supply Manag. 2022;28(5):100748.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


https://healthsystemsglobal.org/news/global-healht-security-empowering-chw/
https://healthsystemsglobal.org/news/global-healht-security-empowering-chw/
https://www.msf.org/restoring-trust-among-communities-fearful-ebola-drc?component=image-265172
https://www.msf.org/restoring-trust-among-communities-fearful-ebola-drc?component=image-265172

	Responding to fluctuations in public and community trust and health seeking behaviour during the COVID-19 pandemic: a qualitative study of national decision-makers’ perspectives in Guinea and Sierra Leone
	Abstract 
	Background 
	Methods 
	Results 
	Conclusion 

	Background
	Methods
	Document review
	Key informant interviews
	Data analysis

	Results
	Reignited fears and uncertainty among the population
	The memory of Ebola
	A Fear of COVID-19 diagnosis or misdiagnosis
	A lack of PPE contributed to fear of infection
	Adaptations to sensitization and community engagement efforts
	Communication and community sensitization
	Important role of community health workers in the pandemic response
	Building on the legacy of Ebola as a continuous process

	Discussion
	Maintaining trust and essential services
	Early risk communication
	Community engagement and community health workers
	Ongoing support of heath care workers
	Limitations

	Conclusion
	Acknowledgements
	References


