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A B S T R A C T   

Background: Multisectoral collaboration is crucial in effectively managing public health emergencies. The One 
Health approach, which emphasizes the interconnectedness of human, animal, and environmental health, has 
gained recognition as an effective strategy. This study analysis the factors influencing the implementation of the 
One Health approach in Cameroon and examines its effects on public health emergency management. 
Method: A survey was conducted among 44 stakeholders from key sectors involved in implementing the “One 
Health approach” in Cameroon. Data were collected with a structured questionnaire using a self-administered 
approach. Statistical analysis using the Ki Square test was conducted to identify associations between variables. 
Results: The findings revealed that stakeholders in Cameroon lacked prior training on the One Health approach, 
primarily due to its absence in their academic programs. However, ad hoc trainings during public health 
emergencies were effective in involving various sectors. Limited communication and collaboration between 
different sectors, often operating in silos, posed significant challenges. Stakeholders with previous collaborative 
experiences and existing relationships demonstrated a greater propensity for multisectoral collaboration. The 
involvement of environmental health professionals in collaboration activities was limited, highlighting the need 
for improved engagement. Strong leadership, supported by coordination structures and platforms, played a 
critical role in facilitating collaboration during public health emergencies. Communication channels, such as 
regular multisectoral meetings, were essential in fostering relationships and trust among stakeholders. However, 
financial constraints hindered cross-sector cooperation. 
Conclusion: To enhance multisectoral collaboration in public health emergency management, there is a need to 
prioritize training on the One Health approach and promote cross-sector communication and collaboration. 
Strengthening coordination structures and platforms, improving resource allocation, and fostering a culture of 
accountability and trust are crucial for effective implementation. This study provides insights into the challenges 
and opportunities in implementing the One Health approach in Cameroon and offers valuable lessons for other 
countries seeking to enhance their multisectoral response to public health emergencies.   

1. Introduction 

In May 2005, the 58th World Health Assembly adopted the Inter-
national Health Regulations (IHR), mandating States Parties to develop 
and maintain capacities to prevent, detect, and respond to Public Health 
Emergencies of International Concern (PHEIC) [1]. Addressing the 
complexity of such emergencies requires collaboration across multiple 
sectors, as the health sector alone cannot adequately address all aspects 
[2,3]. The One Health approach, grounded in the interconnectedness of 

humans, animals, and ecosystems [4,5] is crucial for building IHR ca-
pacity. The devastating impact of the COVID-19 pandemic serves as a 
stark reminder of the necessity for collective capacity across human 
health, animal health, and environmental sectors [6]. 

While the utilization of the One Health approach in activities has 
intensified in many countries, effective sector alignment and collabo-
ration between relevant structures and disciplines remain limited [5,7]. 
Challenges persist in the design and implementation of One Health in-
terventions, including conflicts between sectors and disciplines, power 
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struggles, and conflicts of interest [8]. Multisectoral collaboration has 
been recognized as a fundamental aspect of the One Health approach, 
highlighting the need for coordinated efforts [6,8]. Weak institutions, 
fragmentation, and inadequate political commitment further hinder 
progress [9]. 

The absence of joint preparedness and established collaborative 
mechanisms can result in disorganization and delays in response in-
terventions, ultimately leading to poorer health outcomes. Coordinated 
planning, information sharing, evaluation, and control activities across 
sectors are essential for effective health program implementation. 
However, studies and reporting on the successes, challenges, and out-
comes of the One Health approach in responding to public health 
emergencies remain limited, indicating the need for improved research 
efforts [10]. The identification of factors and conditions facilitating the 
effective implementation of the One Health initiative is crucial for 
informed decision-making and the improvement of policies, partner-
ships, and practices [10]. While previous studies have described the 
institutionalization process of multisectoral coordination mechanisms, 
few have explored the factors influencing successful implementation of 
the One Health approach, limiting the ability to learn from past expe-
riences [11–14]. 

In Cameroon, despite efforts and progress since the adoption of the 
National One Health Strategy in 2012 [23], operationalizing the 
approach remains challenging [7]. A mapping exercise conducted in 
2021 identified weak coordination of multisectoral and multidisci-
plinary activities due to the absence of a coordinating structure 
responsible for monitoring and evaluating One Health themes. Outdated 
regulatory texts in various sectors, such as wildlife, environment, and 
agriculture, fail to explicitly integrate the One Health approach, hin-
dering engagement. There are inconsistencies between sectoral strate-
gies, a lack of multisectoral workforce planning, and insufficient 
partnership development projects. Moreover, the implementation of 
One Health activities is concentrated at the central level, leading to 
delays in triggering multisectoral collaboration [7]. Therefore, this 
study aims to explore the institutional, individual, and network factors 
influencing the implementation of the One Health approach among In-
ternational Health Regulations actors in Cameroon for responding to 
public health emergencies. 

2. Methods 

Operational research was conducted using a cross-sectional study 
design. The study targeted public health professionals working in key 
ministries involved in the implementation of the One Health approach in 
Cameroon at both the central and decentralized levels. The ministries 
included were the Ministry of Public Health, the Ministry of Livestock, 
Fisheries, and Animal Industries, the Ministry of Environment, Nature 
Protection, and Sustainable Development, the Ministry of Higher Edu-
cation, the Ministry of Agriculture and Rural Development, and the 
Ministry of Defense. A non-randomized sampling technique was 
employed to select participants for the study. Public health professionals 
serving in the targeted ministries at the time of the study and who 
provided their informed consent were included in the study. Re-
spondents who did not provide consent to participate in the study were 
excluded. A total of 44 public health professionals were targeted to 
participate in the study. Data was collected through a structured ques-
tionnaire consisting of 50 questions (open and closed) divided into four 
parts: respondent identification, individual factors, network factors, and 
institutional factors. The questionnaire was developed based on the 
framework developed by Errecaborde [10] and was auto-administered. 
The questionnaire was given to respondents during a workshop and 
collected three days later, from December 5th to December 7th, 2022. A 
pre-test of the questionnaire was conducted on August 11, 2022, in 
Yaounde, involving five public health professionals working at the 
central level in the ministries responsible for public health, animal 
health, and environmental health. Feedback from the pre-test was used 

to improve the clarity and understanding of certain questions. Data 
entry was performed using Excel software, and statistical analysis was 
conducted using SPSS 2.0 software. The Chi-square test was used to 
assess the association between qualitative variables, with odds ratios 
and confidence intervals used to quantify the strength of the associa-
tions. A significance level of p-value ≤0.05 was considered statistically 
significant. 

2.1. Ethical considerations 

Ethical clearance was obtained from the Regional ethics committee 
of the Centre Region Public Health Delegation before data collection. All 
participants provided informed consent by signing a consent form, 
indicating their voluntary participation in the study. A note explaining 
the study's purpose and confidentiality was provided to each 
respondent. 

3. Results 

3.1. General information about the study population 

In our study population, the average age was 41 years, with a range 
of 23 to 56 years. A significant majority of respondents (56.7%) were 
aged 40 years or older. Regarding gender distribution, 69% of the par-
ticipants were female. Furthermore, 55.2% held at least one executive 
position within the administration, indicating their senior roles and 
responsibilities. In terms of professional backgrounds, 40% of the re-
spondents came from the environmental health sector. It is noteworthy 
that all participants in the study were employed in the public sector, and 
a majority (67.7%) worked at the central level of the government, 
suggesting their involvement in high-level decision-making and policy 
implementation (Table 1). 

Individual Factors: Our analysis revealed that 50% of respondents 
had not received prior training on the One Health concept before their 
collaborative experience. Additionally, 69.2% of respondents had no 
previous collaborative experience, and 52% did not have formal or 
informal multi-sectoral relationships prior to their involvement in 
responding to public health emergencies. 

In terms of training during the public health emergency, only 32% of 
respondents received ad hoc training. The topics covered included risk 
communication, COVID-19 case management, cholera response, COVID- 
19 response, mpox response, Incident Management System, community 
resilience, and integrated disease surveillance and response. Among 
those who did not receive training, 66.6% cited the absence of a training 
plan and 33.3% mentioned the program's focus on other profiles as 
reasons for their lack of participation. Out of those who received ad hoc 
training, 71.42% reported the involvement of other sectors. Addition-
ally, 66.6% of respondents did not receive any supervisory team support 
during their training. 

Network Factors: Prior to the public health emergency, several 

Table 1 
Demographic and professional characteristics of respondents.  

Variable Modality Frequency % 

Age (year) <40 13 43,3  
≥ 40 17 56,7 

Gender F 9 31  
M 20 69 

Position cadre 16 55,2  
Deputy Director 13 44,8 

Discipline Environmental health 12 40  
Animal health 8 26,7  
Human health 10 33,3 

Sector Public 31 100  
Private 0 0 

Level of intervention Central 21 67,7  
Regional 10 32,3  
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mechanisms and structures for multi-sectoral coordination/collabora-
tion were in place in Cameroon. The majority of respondents (72.22%) 
stated that these coordination mechanisms operated based on a minis-
terial decree with terms of reference, and 89.47% indicated that the aim 
of these mechanisms was to achieve common objectives among stake-
holders. Around 73.68% of respondents mentioned that these coordi-
nation mechanisms had qualified human resources for effective 
operation. However, 83.3% of respondents reported insufficient finan-
cial resources for coordination activities. Despite this, all respondents 
acknowledged the political will in Cameroon to facilitate the develop-
ment and institutionalization of effective collaborative structures. 

According to respondents, 73.68% identified a leading agency or 
institution responsible for leading the coordination mechanism during 
the public health emergency. About 66.6% considered the leadership to 
be strong and committed, attributing this strength to adherence to the 
administrative hierarchy, respect from all stakeholders, and support 
from the Governor, who engaged all relevant sectors. Joint actions 
carried out within this mechanism included information sharing, 
decision-making, joint planning, and strategic risk communication with 
sector authorities. 

Regarding coordination approaches during public health emergency 
management, 52.63% of respondents reported regular (informal) mul-
tisectoral meetings, while 26.31% mentioned the established coordi-
nation mechanism, structure, or platform. Strategies for managing the 
coordination mechanism involved developing and sharing guidance, 
engaging in technical discussions with the community, raising aware-
ness about the coordination platform, sharing data and reports among 
stakeholders, implementing joint public communications, and promot-
ing behavior change among involved actors. 

Approximately 55% of respondents considered the coordination 
mechanism's communication during the public health emergency to be 
timely and contextualized. The coordination platform, periodic multi-
sectoral follow-up meetings, and periodic reports were identified as the 
most frequently used communication channels. 

Respondents noted that stakeholder engagement was maintained 
during the public health emergency by reflecting the needs of the 
community and involving the community in the planning process. The 
bottom-up approach was also utilized. 

About 68.75% of respondents reported the existence of a monitoring 
and evaluation process during the management of the public health 
emergency. This process aimed to track objectives, assess the effec-
tiveness of sensitization efforts, and demonstrate the advantages of in-
terventions. Methods such as meetings, supervision, surveys, and intra- 
action reviews were cited as the primary means of monitoring and 
evaluation. 

According to respondents, material resources were allocated through 
designated supply locations and a subcommittee for supply manage-
ment. Human resources were deployed through staff assignments to 
strengthen the workforce. 

4. Discussion 

4.1. Individual factors 

The findings of our study indicate that approximately 50% of re-
spondents stated that they had not received training on the One Health 
concept before their participation in public health emergency manage-
ment. This lack of training can be attributed to the concept not being 
addressed in their academic programs or a lack of opportunities for in- 
service training. These findings align with the research conducted by 
Lokossou, which reported limited awareness of the One Health collab-
oration among technical and political actors in the West Africa region 
[15]. Interestingly, a statistically significant association (P-value =
0.025) was found between the One Health approach and training before 
the onset of the public health emergency, suggesting that prior training 
plays a crucial role in promoting the implementation of the approach. 

This is supported by a study conducted in Uganda, which found suc-
cessful implementation of the One Health approach in specific colleges 
at Makerere University [16,17]. However, challenges remain in imple-
menting the approach across other university departments, possibly due 
to the misconception that One Health only addresses animal and human 
ailments [8,18]. In addressing this gap, experts have emphasized the 
need for One Health education as a foundation for the practice of 
medicine and global health [19]. Customizable One Health training 
modules have been developed to transfer knowledge and skills to a 
multidisciplinary audience and can be integrated into existing courses 
and curricula. These modules cover a wide range of topics and are uti-
lized at both the initial and continuing education levels [20]. To 
strengthen policy support and financing, it is crucial to have qualified 
and trained professionals who can effectively communicate the One 
Health approach to policymakers and the general public [8]. This was 
demonstrated in a study conducted in Kenya, where staff training on the 
One Health approach enhanced outbreak investigations [21]. 

During the management of public health emergencies, stakeholders 
received ad hoc training on various topics, including risk communica-
tion, COVID-19 case management, cholera response, mpox response, 
Incident Management System, community resilience, and integrated 
disease surveillance and response. These findings complement the re-
sults of a mapping of One Health activities and policy analysis in 
Cameroon, which identified prevention, surveillance, and response as 
important training topics [7]. The lack of training on the One Health 
approach was attributed to the absence of a training plan. However, the 
availability of open online courses and educational materials on the One 
Health approach has increased, providing individuals with greater ac-
cess to high-quality content [19]. The lack of knowledge and training in 
the human health sector and the absence of comprehensive training 
programs are reported as barriers to the implementation of the One 
Health approach [12]. Therefore, there is a need for increased sensiti-
zation and awareness among One Health stakeholders regarding the 
existing training opportunities to enhance their capacities. During the 
management of public health emergencies in Cameroon, it is noteworthy 
that other sectors actively participate in ad hoc trainings, a practice 
supported by several authors [12,17,18,22]. The lack of communication 
between sectors and the “siloed approach” has been identified as a sig-
nificant constraint to the successful implementation of the One Health 
approach [15,18,23–25]. 

Before their involvement in public health emergencies, stakeholders 
had established official or informal multisectoral ties, with a statistically 
significant association between previous collaborative experiences and 
existing relationships (P-value = 0.022) [26]. However, workers in 
environmental health have limited prior collaboration experience, 
indicating a barrier to the implementation of the One Health approach 
(P-value = 0.048) [15]. Indeed, only 1% (2/225) of One Health activ-
ities had been carried out by the Ministry in charge of the environment 
[7]. Notably, there were no significant associations between the One 
Health approach and age, sex, position, or level of intervention (P-value 
>0.05). Central-level personnel have been more involved in One Health 
operations compared to regional-level employees, reflecting the ongoing 
process of institutionalizing the approach (P-value = 0.028), especially 
with regard to the development and revision of legal frameworks, pol-
icies, processes, and procedures for collaboration, which are the central 
level's responsibility [7]. The findings emphasize the need for improved 
intersectoral collaboration and decentralized implementation of the One 
Health approach in Cameroon. 

4.2. Network factors 

During the management of public health emergencies in Cameroon, 
it is evident that the involvement of other sectors in ad hoc trainings is 
considered a good practice [12]. The “siloed approach” and lack of 
communication between sectors have been identified as significant 
constraints to the successful implementation of the One Health approach 
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[12,18,28]. To address these challenges, it is crucial to establish a solid 
network of stakeholders with a robust coordination structure and strong 
leadership [10]. The existing network architecture in Cameroon, 
including the International Health Regulation National Focal Point 
(IHR-NFP), the National Program for the Prevention and Control of 
Emerging and Remerging Zoonotic Diseases (NPCERZD), the National 
Health Emergency Operations Center (NHEOC), and the national com-
mittee for the fight against epidemics, provides a foundation for effec-
tive collaborative actions among institutions [10]. These network 
structures have facilitated formal relationships at all levels and 
improved communication approaches and coordination during crises 
[10,27,30]. Similar successful examples of coordination and communi-
cation have been observed in Kenya at the sub-national level, with One 
Health functional units enhancing collaboration among key ministries 
and stakeholders [21]. 

Effective network leadership and management processes play a 
critical role in multisectoral response efforts to public health emergen-
cies [10]. Assigning a lead agency with strong and committed leadership 
has proven effective in coordinating meetings, mobilizing resources, and 
facilitating communication among all parties involved. Regular multi-
sectoral meetings and the development of network-wide management 
rules and protocols have been identified as good practices that promote 
collaboration [10]. 

Timely and contextualized communications from the primary coor-
dinating agency, conducted through various channels such as coordi-
nation platforms, multisectoral follow-up meetings, and periodic 
reports, have fostered relationships and trust among stakeholders [10]. 
Regular and frequent communication that involves all stakeholders at 
different levels is crucial for effective collaboration [10]. Monitoring 
and evaluation are essential for analyzing collaborative processes, out-
comes, and performance during response [10]. However, challenges in 
monitoring and evaluation hinder interest and political support for the 
One Health approach [8]. 

The primary coordinating agency operates based on a ministerial 
note containing terms of reference, aiming to fulfill shared objectives 
among relevant parties [27]. This approach enhances multisectoral co-
ordination and strengthens existing relationships while ensuring com-
munity involvement [26,27]. Lack of transparency can hinder 
collaboration by leading to protectionism and underutilization of 
network services [26]. 

Qualified human and professional resources are essential for effec-
tive coordination mechanisms during public health emergencies. 
Mobilizing human resources through staff assignments helps augment 
the workforce. However, limited financial resources impede cross-sector 
cooperation and pose challenges to achieving efficient collaboration 
[15,26]. Financing priorities and imbalances in resource allocation 
among sectors are observed as limiting factors [18,21,25,28]. Demon-
strating the cost-effectiveness of the One Health approach through 
economic analysis and research can help garner support from policy-
makers [24]. Proper allocation and management of physical resources 
along the supply chain are crucial for successful material resource 
management [10]. 

Stakeholder engagement has been maintained during the manage-
ment of public health emergencies by reflecting the needs of the com-
munity and involving them in planning. The bottom-up strategy 
employed in emergency management has contributed to maintaining 
stakeholder engagement throughout the response. However, no signifi-
cant associations were found between the One Health approach and 
network factors before and during public health emergencies, possibly 
due to the study's small sample size and low statistical power (P-value 
>0.05) [10]. 

4.3. Organizational factors 

The organizational factors that influence the One Health approach 
play a role in both the initial conditions and the collaborative activities. 

Stakeholders with previous collaboration experiences emphasized the 
significance of structures, policies, protocols, systems, organizational 
cultures, and human resources in the success of the One Health 
approach. However, there was no significant correlation found between 
the One Health approach and organizational characteristics (P-value 
>0.05), possibly due to the study's limited statistical power. This con-
trasts with previous literature that highlights the importance of orga-
nizational factors for effective collaboration within the One Health 
context [10]. 

Organizational structures are crucial in facilitating effective collab-
oration within the One Health approach. Technical guidelines, standard 
operating procedures, and management, response, and communication 
strategies and protocols are identified as success factors [10]. High-level 
political commitment and adequate resources and budgets are also 
important for successful implementation [12,29,31]. Alignment of ter-
minology, priorities, and concepts across disciplines and sectors, clarity 
in policies and guidelines, and addressing uncertainties and inputs are 
additional factors that need to be considered [28,32]. 

Organizational culture plays a significant role in supporting the 
successful implementation of the One Health concept. A culture of 
accountability, ownership, cultural participation, diversity, trust, and 
credibility is crucial [10]. Challenges such as lack of uniformity in 
incorporating research findings into government policy, staff resistance 
to change, and legal or structural barriers to cooperation can impede 
implementation [12,28], 18]. Restricted access to data, conflicts of in-
terest, and self-interest are additional limiting factors [12,25]. Estab-
lishing a data-sharing policy can help overcome barriers and promote 
collaboration [31]. 

Regarding human resources, ongoing training is essential to ensure 
the capacity of personnel involved in coordination mechanisms and 
platforms. Professionals should have well-defined roles and re-
sponsibilities and be able to mobilize their efforts at the network level 
[10]. Factors such as available human resources, capacity building, 
shared vision, and strong decision-making capacity contribute to the 
success of the One Health approach at the organizational level [27]. 

4.4. Study limitations 

The non-random selection of participants from specific ministries 
involved in the One Health approach may limit the generalizability of 
the findings and the ability to extrapolate them to the broader popula-
tion engaged in IHR implementation in Cameroon. However, to mini-
mize this limitation and enhance the strength of the findings, various 
measures were implemented. The selected participants held key posi-
tions within their respective departments, providing valuable qualita-
tive data on the factors influencing the One Health approach in 
Cameroon. Participant selection was diversified to capture diverse per-
spectives and experiences, and the findings were validated through 
comparisons with existing data sources. Another limitation arose from 
potential information bias associated with the questionnaire data 
collection method, given the questionnaire's length and limited response 
timeframe. To mitigate this bias and strengthen the findings, the ques-
tionnaire design was carefully developed, pilot tested, and supple-
mented with clear instructions. A follow-up strategy and rigorous data 
validation were employed, and other data sources were considered for 
triangulation. These steps helped minimize potential biases and main-
tain the robustness of the findings. 

5. Conclusion 

It was observed that stakeholders in Cameroon lacked specific 
training on the One Health approach before their involvement in the 
response to public health emergencies. However, continuous training 
and in-service learning were utilized to enhance the capacities of pro-
fessionals. The study revealed that collaboration experiences and 
existing relationships among stakeholders prior to public health 
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emergencies contributed to the advancement of the One Health collab-
oration in Cameroon. Network structures and coordination mechanisms, 
such as the IHR-NFP, the NPCERZD, the NHEOC, and the local forum of 
public service managers, played a crucial role in fostering formal re-
lationships and facilitating collaboration. Strong and dedicated leader-
ship within the lead agency proved essential in coordinating 
multisectoral efforts and promoting effective communication and 
decision-making. Organizational factors, including structures, culture, 
and resources, were identified as key determinants of successful 
collaboration. Technical guidelines, standard operating procedures, and 
management strategies were crucial in promoting collaboration and 
aligning priorities across sectors. However, challenges such as the lack of 
uniformity in policy implementation, resistance to change, and barriers 
to data sharing were noted. Human resources were found to be critical 
for effective coordination. Ongoing training and capacity building were 
necessary to ensure that professionals had the necessary skills and 
knowledge to contribute to the One Health approach. Strong decision- 
making capacity, shared vision, and a culture of accountability and 
trust were identified as favorable organizational factors. Despite the 
presence of coordination mechanisms and qualified human resources, 
the lack of adequate financial resources posed a significant challenge to 
coordination operations in Cameroon. Insufficient funding hindered the 
implementation of the One Health approach and limited resource allo-
cation between sectors. To further strengthen the One Health approach 
in Cameroon, it is recommended to enhance training programs, establish 
a national platform for promoting and monitoring the approach, foster a 
culture of collaboration and trust across sectors and address financial 
resource constraints by advocating for increased investment in One 
Health initiatives through awareness raising about the interconnected-
ness of human, animal, and environmental health. Indeed, highlighting 
the potential benefits and cost savings of adopting a One Health 
approach can attract additional funding and support.By addressing these 
factors, Cameroon can enhance its multisectoral coordination efforts 
and improve its overall public health emergency response. 
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