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Abstract  

Background: Sexual and reproductive health (SRH) care services are essential to improving the 

lives of women and achieving the Sustainable Development Goals. The Catholic Church is one 

the biggest non-governmental suppliers of health care in sub-Saharan Africa, including Cameroon 

but their role in providing SRH care is restricted by religious norms and values. This study 

explored doctors’ experiences and perceptions of providing SRH care at Catholic hospitals in a 

conflict affected area in Cameroon. 

Methods: A qualitative study was conducted using ten semi-structured interviews with general 

practitioners from three Catholic hospitals in North-West region in Cameroon. Qualitative coding 

was done with assistance from Nvivo 12.0, data was analyzed using thematic analysis. 

Results:  The findings are presented in three main themes. Respondents describe (1) strict rules 

and a broad range of challenges to providing comprehensive sexual and reproductive health care 

services. Nonetheless there is evidence of (2) doctors overcoming obstacles to providing sexual 

and reproductive healthcare through referrals, provision of care in secrecy and occasional 

negotiating with the hospital administration. Despite overcoming challenges, participants describe 

numerous examples of (3) poor sexual and reproductive health care and poor health outcomes, 

including avoidable deaths.  

Conclusion: This study shows that understanding the intersect between religion and women’s 

health remains important, particularly in improving access to sexual and reproductive health to 

vulnerable populations in conflict affected areas. It further provides insight into doctors’ 

motivations to practicing medicine and how doctors cope and make efforts to provide care and 

minimize harm 

 

Keywords; Sexual and reproductive health, doctor’s experiences, Catholic Hospitals, Cameroon 
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Plain English Summary 
The main aim of this study was to explore doctors’ experiences and perceptions of providing sexual 

and reproductive health care services at Catholic hospitals in a conflict affected area in Cameroon. 

In Cameroon, sexual, and reproductive health services are lacking, thereby contributing to a very 

high maternal mortality rate of about 456/100000 live births, far from the Sustainable 

Development Goal Agenda 2030. The Catholic Church remains one of the biggest suppliers of 

health care services in Cameroon and receives huge amounts of funding from donors, but their role 

in providing SRH care is restricted by religious norms. This study therefore uses semi-structured 

interviews with doctors from Catholic hospitals in the North-West region to explore their 

experiences in providing SRH in a conflict region. Qualitative coding was done with NVivo, and 

data analysed using thematic analysis. The respondents described strict rules and a broad range of 

challenges to providing comprehensive sexual and reproductive health care services. Nonetheless 

there is evidence of doctors overcoming obstacles to providing SRH care despite the religious and 

political climate. However, while attempting to overcome challenges, participants describe 

numerous examples of poor SRH care and poor health outcomes. The study highlights the 

importance of understanding the intersect between religion and women’s health, particularly in 

improving access to SRH to vulnerable populations in conflict affected areas. It further provides 

insight into doctors’ motivations in practicing medicine, and how doctors cope and make efforts 

to provide care and minimize harm. 
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BACKGROUND 

Sexual and reproductive health and rights (SRHR) are an intricate part of promoting gender 

equality, ensuring good health for all and are integral to achieving the Sustainable Development 

Goals (SDGs) especially goals 3, 4 and 5 (1). Accessing good quality SRHR services are essential 

to improving lives of women world-wide, particularly in Sub-Saharan Africa where there is a high 

burden of disease and mortality associated with limited access to SRHR (2). Reproductive health 

influences a woman’s quality of life and lack of access to SRHR services can lead to unintended 

pregnancies, unsafe abortions, sexually transmitted infections, gender-based violence, disability and 

maternal death (3).  

Faith-based health providers are organisations that deliver health services to their populations, but these 

services are underlined by principles and morals based on religious beliefs (4). Faith-based health 

providers have a long-standing history of providing health care to populations in many countries in 

Sub-Saharan Africa, where reports have estimated that this type of providers contribute about 30-

70% of all health care (5). Faith-based health providers have been able to reach extended 

communities, assisting people most in need by complementing the services provided by the public 

health sector, and at the same time promoting their religion (6). They have also been involved in 

sexual and reproductive health care services especially providing family planning and HIV/AIDS 

(Human immune virus/Human immunodeficiency syndrome) services in Sub-Saharan Africa. For 

example, the Global Fund to Fight Aids, recognized the importance faith-based actors as partners 

and has channelled almost 2 billion dollars through these organizations to strengthen  programs 

aimed at addressing AIDS, Tuberculosis and Malaria (7). Some reports have further claimed that 

about 25% of all HIV/AIDS related services in the world are provided by the Catholic church (8).  

The Catholic church is one of the largest non-governmental provider of health in the world (6). 

However, all the institutions under the umbrella of the Catholic church need to serve the population 

in accordance with the norm and values of the church (9). These directives are very strict and allow 

little flexibility with regards to SRHR (10,11). The Catholic church for example, forbids the use 

of all forms of modern contraception including sterilization and the use of condoms (12), and 

further forbid abortions when directly intended to end a pregnancy after conception (13). 

Moreover, Catholic health care services are prohibited from providing access to emergency 
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contraceptives (14). Instead the Catholic church promotes abstinence for the unmarried and 

encourages fidelity among married couples as the only morally acceptable and most effective way 

of preventing sexually transmitted infections (15). The Catholic church does not support 

comprehensive sexual education, and argues that it is the right of the parents to educate their 

children on matters of sexuality, with emphasis on teachings which obey the moral obligations of 

its doctrine (10). 

Catholic health providers in Cameroon 

The Cameroonian health system is governed by the Ministry of Public Health. Health service is 

provided by the Public, Private and Traditional health care services (16). About 40% of health care 

delivery which is provided by the private sector is composed of faith-based actors, NGOs and 

private institutions (17). The Catholic Church plays a pivotal role in health service provision in 

Cameroon and provides about a third of all faith-based health care in the country (18). Faith-based 

health providers hold a good reputation in Cameroonian communities, in particular for their quality 

of care and compassionate service (19). Despite strict rules and norms surrounding SRHR, in the 

recent decade in Cameroon, faith-based health providers, including Catholic health providers have 

been engaged by donors in several sexual and reproductive health programmes (20). For example, 

Catholic health providers have been included in Performance Based Financing initiatives, funded 

by the World Bank that aim to increase access to sexual and reproductive health care, and 

HIV/AIDS programmes as well as midwifery training (21). In spite of this, SRHR indicators in 

Cameroon continue to be poor, with an unmet need for family planning at 23%  and very high 

maternal mortality of  467/100000 live births, far from the goal set by the SDG (23). There is also 

some evidence to suggest that SRHR efforts have not been successful at Catholic health providers 

in Cameroon (22). The North-West region of Cameroon where this study took place has been 

severely affected by conflict since 2016 (24).  This conflict has further hampered access to health 

care services including SRHR as there has been growing need to provide healthcare to its 

population (25). Given these poor SRHR outcomes, the high unmet need and the continued 

programmatic support of Catholic hospitals, it remains important to understand delivery of sexual 

and reproductive health services at Catholic hospitals, particularly in conflict affect areas which 

have an additional limited access to healthcare.  
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Conceptual framing  

The conceptual framework that has guided this study is situated at the interface between gender 

and religion, particularly Catholicism, and health care provision in fragile health systems. The 

research explores and builds on research on tensions between Catholicism and sexual and 

reproductive health and posits these in a context where the health system is fragile due to conflict 

(11). Civil conflict has been shown to directly affect the health outcome of a population leading to 

poor health outcomes particularly in women. In regions with already fragile health care structures, 

conflict further exposes these weaknesses and leaves the population stranded. A study on post-war 

effects of conflict showed that long term death and disability as a result of direct and indirect 

causes of civil war disproportionately affects women and children (26). It draws on literature and 

builds on the idea that faith-based health care providers can reach communities in the context of 

conflict because they appear more flexible and manage to withstand the stress of the crisis 

(26)(27,28)(29). In this research we explore this concept with specific focus on sexual and 

reproductive health care needs of women. This conceptual framework guided the following aim: 

To explore the experiences of doctors when providing sexual and reproductive health care at 

Catholic hospitals in conflict affected region. 
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RESEARCH METHODS 

Study design 

This is a qualitative study using semi-structured interviews to explore doctors’ experiences in the 

delivery of sexual and reproductive healthcare at Catholic hospitals. The study was reported 

following the Consolidated Criteria for Reporting Qualitative Research (COREQ) (30).  

Study Setting 

Cameroon is a lower middle income country located in Central Africa and has a population of 

about 26,545,863 inhabitants (31). This bilingual (English-French) country is made of 10 

administrative regions divided into 189 health districts (32). The English-speaking part constitute 

two of the 10 regions and makes up about 20% of the country’s population (33). The population 

of Cameroon is made up of 38.4% Catholic, 26.4% protestant, 20.9% Muslim and about 14% other 

beliefs (33). The main health financing sources are the government, public enterprises, foreign aid 

donors, private enterprises, households, religious missions and non-governmental organisations 

(NGOs) (34).  

This study was conducted in the North-West region of Cameroon, one of two Anglophone regions. 

The anglophone regions have been undergoing what is controversially known as the “Anglophone 

Crisis” characterised by civil protest, strikes, evolution of arm groups and militarization of the 

region till date (24). Reports by Human Right Watch have indicated that hundreds of thousands of 

civilians have been displaced and/or killed, including death of many of the armed separatist and 

military men since the beginning of the crisis (35). The crisis has caused destruction of many health 

care structures in an already fragile health care system leaving its population in the North-West 

region of about 2 million inhabitants (36) very vulnerable to disease and death (25). There are 

about 20 Catholic health providers in the North-West Region of Cameroon of which only a few 

have remained functional since the onset of the crises. These services have primary, secondary and 

tertiary health structures in the region (55). Three Catholic hospitals, which were still functional, 

were purposefully selected for this study based on them offering general consultation services, 

which included sexual and reproductive health care services such as maternal and childcare 

services to the population. The names of the hospitals are purposively omitted to protect the 

anonymity of the research participants. Cameroon as a case study was selected because it was 

accessible to the research team despite the fact that it is a conflict-affected area.  
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Study population and sampling 

Purposive sampling was used to select 10 medical doctors working at three different Catholic 

health care facilities. Selection criteria were general practitioners who have worked at a Catholic 

hospital for at least one year. General practitioners were selected because they have first-hand 

exposure to all patients who present at the hospital, including women seeking sexual and 

reproductive healthcare services. Specialist were excluded because the range of patients they saw 

were very specific and would not cover the scope of this paper. The participants included three 

females and seven male doctors available for the study and whose working experience ranged from 

two to seven years in Catholic hospitals. We reached the maximum number of participants at these 

hospitals. Selecting further sites was not possible due to security reasons. 

Data collection 

All interviews were conducted in English by AAF with the use of an interview guide (annex 1) 

within a six-week period. Some interviews were conducted over Zoom while others were done at 

the doctors’ offices. Interviews lasted for approximately 40 minutes and were recorded using the 

cell phone and computer. The interviews were transcribed. Information was stored in the 

researcher’s laptop and safely kept using a password known only by the principal investigator to 

ensure confidentiality of sensitive information. 

Data analysis 

Data was analysed using the principles of thematic analysis by Braun and Clark (37). The analysis 

began by transcribing the recorded data within 4 weeks after the interviews. The recorded data was 

listened to twice to ensure information was not lost and underlying meaning was represented in 

the transcription. The data was re-read, making notes of explanations. 

Double open coding, by AAF and SHvW was done with the assistance of the NVivo version 12.0 

(38). Initial coding involved analysing the meaning of text, including all data that were potentially 

relevant to the research aim into different or similar codes. The next stage of coding included 

recoding and rechecking original codes. After this, similar codes were grouped into subcategories, 

categories and themes. Later, the researchers had to re-examine and re-evaluate the themes and 

categories to make sure there was no overlapping of ideas and the interpretation within and 

between the themes were coherent. This led to some changes by looking for latent meaning of the 

data and resulted in merging, deleting, and renaming some of the subcategories and themes. After 
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repeating this process a few times and ensuring that each theme had a distinct focus, were not 

repetitive and answered the research question, a final version of three themes were developed.  

Ethical consideration 

Ethical approval (2021/292H/uba/IRB) was sought from the Ethical review board of the 

University of Bamenda, Cameroon to carry out this study. Permission was also sought from each 

hospital to allow the researcher to conduct interviews with their staff. All participants were 

informed of their rights to participate or not in the research project and their right to redraw at any 

moment during the duration of the project. All interviewees signed a written consent form and 

agreed to audio recording.  

Reflexivity 

During the research process, it is important that researchers are aware of their own role in carrying 

out the research and analysis and how this might influence the outcome of the study. AAF has 

previously worked as a doctor at a Catholic hospital, consequently the participants felt at ease and 

were open to discuss very sensitive issues with her. AAF also tried to ensure that the information 

collected was a true representation of participants’ ideas by asking many follow-up questions for 

clarity. AAF also made a conscious effort of not expressing her own opinion during the interview 

and analysis process. Avoidance of personal bias was possible through regular reflections in a 

research diary and continuous discussion of progress and findings with the research team.  
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RESULTS 
The qualitative data analysis resulted in three major themes presented in table 1.  

 

 

 

 

Sub-category  Category  Theme  

The institution’s rules: SRHR at Catholic 

hospital 

Rules   

Navigating rules and dilemmas when 

providing SRHR Atmosphere of fear 

Responsibility towards the patient and 

community (people want SRHR services!) 

Dilemmas 

 

 

 

 
 

Responsibility towards the administration 

Personal faith 

Administration agreeing to some 

procedures 

Partnership with other hospitals or 

organizations 

Negotiating with multiple 

partners to find solutions 

 

 

Overcoming obstacles to providing SRHR 

care  

Referring patients 

Advising patients 

Providing SRHR care in secret 

 

Doctors put patients first 

Patient overload 

Poor post rape care 

Missed opportunities 

Crisis effects  

 

Unfortunate effects of 

conflict  

Unsatisfactory SRHR care 

Tragedies and 

abandonment 

 

 

        Poor SRHR and outcomes 
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Navigating rules and dilemmas when providing SRHR 

While working at Catholic hospitals, the doctors are expected to abide by the rules of the Church. 

This includes a ban on advising, prescribing, or performing any form of modern family planning 

within the hospital and a ban on the prescription of emergency contraceptives in the event of rape 

or incest. Abortions, although this is not only limited to Catholic hospitals in Cameroon, are also 

strictly prohibited, even in the case of medical necessity. Instead, if patients request information 

about family planning, they received counselling on the natural family planning method from a 

reverend sister: 

…we see patients who come in for family planning, or just counselling on the 

reproductive health…you have a limited number of things that you can say to 

that patient, as a doctor working in a Catholic hospital. For example, like the 

Catholic Church pushes only for the natural method of contraception that is 

a woman knows her safe and unsafe days. (Interview 2) 

 

Some of the doctors were told of these rules prior to their practice, while others were expected to 

learn about them during their practice. The strict rules and regulations affect the working 

environment, which the interviewees describe as an environment of fear from the religious 

hierarchy:  

…I know many health personnel who shy away from interaction with the 

hierarchy. ... There is this fear. You're working with fear…. (Interview 1) 

 

This environment of fear influences practice with regards to SRHR. Doctors have to navigate rules 

by the administration, best practices in medicine and what is best for their patient, as well as their 

own beliefs: 

… it's very difficult to observe everything as a Catholic, or everything as a 

medical doctor. So you have to join between the two and know what is good 

for the patient. (Interview 3) 

 

The doctors explained of receiving constant demands and desperate request from patients who 

need SRHR care and are not aware that these services are not provided at Catholic hospitals. These 
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demands were mostly concerning emergency contraceptives in young adults and sterilisation for 

women with multiple children. In an example, where a woman with multiple previous caesarean 

section needed sterilization, the doctor felt that rejecting assistance could lead to subsequent very 

high-risk pregnancies and even death. These kinds of situations were troubling for many of the 

doctors, especially those who were Catholics, when trying to find a balance between their faith 

and moral duties to the patient. 

it makes it difficult, you know, when you see someone who is in need, you 

see patients and because of some rules, you cannot cater to the patient. 

There is this saying the patient is the king. So do you tell the King Sorry, I 

cannot serve you. (Interview 4) 

 

Overcoming obstacles to providing SRHR care  

Yet, despite the rules and regulations regarding SRHR provision at Catholic hospitals, doctors find 

ways to navigate these challenges and manage to provide services to the best of their abilities. 

Three different ways of doing so emerged from the data analysis. 

Firstly, doctors opt to refer patients to government hospitals or other hospitals that offer SRHR 

services that they cannot. Some Catholic hospitals were against referrals but have no way of 

monitoring referrals by doctors since these were done during consultations, whilst other Catholic 

hospitals considered referral an appropriate alternative.  

The truth is that we are there for the patient. And if the hospital has a 

policy that they don't permit this contraceptive to be offered here. But you 

see that that patient needs it. So, I advise the patient that this is where you 

can get it, and this is where you can get a better management. (Interview 

2) 

 

Doctors would also refer victims of sexual violence to non-governmental or international 

organizations that provide emergency contraceptives.  

The Church says you should not give the patient (emergency) contraception, 

but it doesn't say whether you should tell them about the availability of 

contraception. So, there's this grey area that you can manoeuvre. I can tell her 
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that we cannot give but you can go somewhere … it boils down to their choice 

whether they want to have it or not. (Interview 8) 

 

Secondly, doctors have managed to cooperate with the Catholic hospital administration to assist 

patients. If the doctors could demonstrate potential direct risk to a woman’s life if an intervention 

is not done, some administrations would agree to allow some interventions.  

I've had a patient that has had an ectopic pregnancy on an intrauterine 

device. For the case of ectopic pregnancy, she was 46 years and she wanted 

to stop having children. …So, in that case, I had to operate. And because of 

that, I advised the institution that it was better for us to do the tubal ligation 

[female sterilization]. After several conversations they finally accepted. 

(Interview 5) 

However, such an approval was highly dependent on the administration involved as some of them 

would completely deny such requests.  

A third way of overcoming challenges was repeatedly described as how doctors put patients first 

and provided SRHR without involvement of their institutions, in other words they would break the 

rules to help a patient. In some instances, the doctors would discuss with their colleagues’ on ways 

to assist patients. This help came in the form of performing procedures within the hospital milieu 

in secrecy, advising patients on all the various options available for any SRHR services and/or 

referring patients to hospitals where they knew they could receive appropriate care.  

You know, we have our own code. In as much as you are in a held institution, 

we have our small community as doctors, where we have situations, we first 

of all discuss among ourselves as doctors. (Interview 3) 

 

Moreover, doctors mentioned that they mostly avoid conflict surrounding this topic and get on 

with their own role as a doctor:  

You have to maybe act like you agree with the hierarchy but deep down you're the 

person in contact with the patient.” (Interview 10) 
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Poor SRHR care and outcomes 

Even though doctors do their best to address SRHR needs at Catholic hospitals, they describe a 

high unmet need, suboptimal SRHR care and dangerous practices in the region affected by 

conflict.   

Doctors describe very high unmet need for SRHR services which has worsened during the crisis 

in the North-West region, firstly as a result of less available functional hospitals, overcrowding 

of existing hospitals, and impoverishment of people due to conflict who are desperate to receive 

healthcare.  

…the crisis has made everything worse. The people here don’t have any 

money to pay for bills, it’s not even safe for them to go to the farm to earn 

a living. Many of them in the other villages ran away including myself. All 

the hospital staff left. I heard my previous hospital is now a hiding spot for 

the fighters. It’s very complicated (Interview 2)  

 

With increased demand for and reduced access to health care, doctors describe several missed 

opportunities where a women could prevent more unwanted pregnancies. Such as immediately 

after delivery of a new baby, or post rape. The doctors believe that the availability of postnatal 

counselling for family planning could prevent the observed early repeated pregnancies: 

 

Women are already pregnant again when they come to vaccinate their babies 

at eight weeks old. But now, you cannot do anything about it in the hospital. 

(Interview 9) 

 

Moreover, even in cases where referrals could be seen as an option, doctors are concerned about 

missed opportunities for care due to the referrals they sometimes make for modern family 

planning, especially in times of conflict. The distance to the other hospitals, the long waiting times 

and limited availability of contraceptives begs the question whether they get access to these 

services despite referrals. This becomes even more frustrating when it comes to appropriate post 

rape care which is time dependent.  
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… after rape, there's a timeframe in which you needs to take the medication, so 

when they come to us, by the time we're done all the tests, talking to them, 

making them feel better, and referring them to pharmacy, it takes a very long 

time, sometimes they don’t even want to leave when they come to the hospital, 

they spend hours and hours crying, we might have to find a family member who 

will need to go and buy the medications. If it [emergency contraception] was 

readily available, something that the moment they come and they've been raped 

that's the first they should take coz it depends on the hours, right? That was 

one of the times that Yeah, I wish I really used to feel like we could have done 

more. (Interview7) 

 

Doctors further describe challenges around providing SRHR care in secrecy. This poses a problem 

especially regarding recording of patient medical history. In extreme cases, they exaggerate or 

falsify medical records to justify reasons to provide some services such as sterilization. While at 

other times, they carry out procedures and do not record them in the file to avoid getting caught 

by the administration.  

 

… Um, yeah, they had like, for example, there are cases where because there are 

some reverend sisters [nuns in charge of the hospital] who when they are present 

in the theatres know exactly what we're doing. And the woman really, really 

wants bilateral tubal ligation [female sterilization]. So, we just discussed with 

our colleagues and discuss with a patient, and we'll be like, okay, you said you 

had three surgeries, just say you have four surgeries, we would write that in your 

book so that the sisters can allow us to do this for you. (Interview 8) 

 

Doctors further describe the challenges with managing the implications, such as what if a patient 

changes their mind and decides to report to the administration on their secret activities. Moreover, 

they have to communicate with each other to ensure that continuity of care can be provided, 

especially since medical records cannot include certain information.  
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… the rest of us have to know what was done because we sometimes follow up 

the same patient and we need to have the same language in front the sisters 

right? So that we don’t tell one sister something and then other doctors say 

actually this patient didn’t go through this procedure and you get in trouble. 

(Interview6) 

 

The doctors describe that the consequences of not freely providing SRHR are not always optimal. 

It can lead to anger, and frustrations during work especially if a patient loses their life over a 

preventable cause. In the words of a doctor: 

 

There was an incident that happened with a girl who was pregnant. She was 

about 19years old and wanted to do a pregnancy test. Unfortunately for her there 

was a reverend sister there, she did a test the reverend sister refused to tell her 

the results and told her to call her parents. So this girl refused to make the call, 

got desperate and left … I don't know what she did… this lady came back to the 

hospital about a week later, and had developed sepsis... she had an unsafe 

abortion… And we couldn't save her life. (Interview 10) 
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DISCUSSION 
This study focuses on the experience and perceptions of doctors in providing sexual and 

reproductive healthcare in Catholic Hospitals in conflict affected areas in Cameroon. The findings 

echoes previous literature pointing to the challenges of provision of SRHR at faith-based health 

providers (39,40). For example, a reproductive health programme in Burkina Faso, examined the 

effect of faith-actor engagement on gender inequality and health it was found that the faith-actors 

did not provide condoms (41). Moreover, in the context of the studied community, it is socially 

acceptable for men to have extra-marital affairs but not for women. The faith-actors do not account 

for these gender imbalances, which leave women more vulnerable to unwanted pregnancies and 

sexual transmitted infections, including HIV/AIDS (41).  

This study further shows that doctors disagree with strict hospital policies about SRHR and 

continually face dilemmas where they have to balance the needs of the patients, regulations of the 

hospital and personal beliefs. Just as in other studies, health care workers in faith-based hospitals 

do not always agree with hospital policy, and often face very difficult ethical decisions in their 

patient management(40,43). This sometimes causes distress to them especially when they feel the 

patients outcome is a direct consequence of their actions (44,45).  

One of the core findings of this study is that doctors find ways to overcome the barriers to providing 

sexual and reproductive health services at Catholic hospitals. Whilst this is a promising finding 

and arguably increases women’s access to the services they need, there are many problems with 

clandestine provision of sexual and reproductive healthcare. This is problematic in a setting where 

resources are scarce and it takes time to find ways to provide the services without involving the 

administration (16). It also complicates issues such as health record management, which could 

pose problems if post-operative complications emerge. Moreover, referral of patients may be the 

solution that doctors highlight but given the challenges with regards to transportation in the North-

West region and the insecurity linked to moving around it is likely that women were unable to seek 

public services that offer the sexual health services they would have required (25,46).  

Consequently, the finding that doctors continuously observed poor sexual and reproductive health 

outcomes including inability to provide emergency contraception on time, inability of advising 
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young women on family planning, witnessing of backstreet abortions and the consequences thereof 

is not surprising, and similar to those made in Cameroon (47)(48).   

The results from this study highlight there is a treatment gap for SRHR needs, and that Catholic 

values on SRHR undermine this. This finding is important in light of the fact that donors invest 

substantially in faith-based health providers in Cameroon (20,22). It is also an important finding 

in light of the growing treatment gap as a result to enduring conflict in the region. Whilst we do 

not argue for a discontinuation of donor investment, we argue for more dialogue on this topic and 

exploration of solutions, particularly in times of conflict where resources are scarce and SRHR 

needs are especially high. For example, referrals appear to be an acceptable solution (although not 

always) for Catholic hospitals, however, these are currently expensive, not systematic and without 

follow up. Systematic and specific collaborations between Catholic and public hospitals, or 

between Catholic hospitals and non-governmental actors that provide services such as emergency 

rape care should be encouraged. We also suggest that doctors receive guidance and support on the 

issue of facing dilemmas at the interface between religion and medicine as described in this study 

as part of their medical education. 

A further important finding is that despite the fact that the conflict requires adaptation and 

responses to growing needs for women’s health, the results in this study show that adaptation does 

not happen in this case study, and Catholic norms and values prevail. This is contrary to previous 

literature where faith-based health care providers have shown to be more resilient in providing 

health care especially during conflict, and complement the activities of the public sector (27,28). 

A study carried out in Ghana, Malawi, DRC and Sudan, for example, showed that faith-based 

health care providers play a major role in strengthening the health care system and are able to 

withstanding the stress as a result of crises (38, 40). The results from our study show that although 

Catholic hospitals are important in the context of a conflict, they do not address specific sexual 

and reproductive health needs of vulnerable women. 
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CONCLUSION 
This study shows that doctors try to overcome barriers to providing SRH care at Catholic hospitals. 

However, doctors remain frustrated with treatment dilemmas and witnessing of poor health 

outcomes, tragedies and missed opportunities. Women further lose out to urgent needs SRH 

services. The findings from this study show that innovative solutions need to be tested to address 

both doctor’s difficult position and a missed opportunity for much needed sexual and reproductive 

healthcare, particularly in conflict affected areas.  
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