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Supplement 1 Figure. Barriers and Facilitators of CRC supported CHW projects
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Barriers
Contextual Factors
*  Political:
. International sanctions and border closures impeded access to project sites (Mab, 2016-2021)

. Post-electoral crisis resulted in delay of activities (car, 2020.2023)
. Conflict areas resulted in fear and facilities 2019.2022)
. Security situation hampered activities (Kenya, 2012-2015)
¢ Climate:
. Flooding and rainy season impeded access to project sites (Scuth Sudan, 2011-2012; Guines 2014-2018;
Kenya 2012-2015)

*  Pandemics and Outbreaks:
. COVID-19 Pandemic delayed start project (CaR, 20202023)
. Lockdowns delayed implementation of activities (somaliand, 20212022}
*  Infrastructure:
. Target villages were remote, difficult to access and had high incidence of malaria (kenya, 2012.2015)
. Geographic, economic, and social barriers caused limited access to health services in addition to
Ebola Outbreak (Ubera 2012-2015)

Organizational Structure
. RQSOU rces:
Umited funding and resources to secure adequate medication stock for integrated
community care management (iICCM) (Ubers, 2012.2015)
. Umited budget to purchase pharmaceutical kits for CHW (mall, 2011-2015)
. Instability in availability of medical equipment, which causes major risk to sustainability of
skill transfer (Guines, 2014-2018)
+  Poororganizational structure, mutually acceptable operational modality and inefficient
project management impeded implementation {Guinea, 2014-2018; Liberia, 2014-2018)
¢ Human Health Resources:
. Low literacy levels led to the poor organization of record keeping and reporting (Ubers, 2014
2018 Liberia, 2012-2015; Kenya, 20122015
. High staff turnover due to competing household demands (Uberia 2012.2015)
. and low (Guinea, 2014-2018)
. Transportation and district coverage was challenging given the long distance (Guinea, 20142018

Training of CHWs
. Literacy and Developmental Levels
. Low literacy levels among (Uberia, 2014-2018; Liberia, 2012:2015)

. Poor record keeping and reporting (Uberia,2014-2018; Uberi, 2012-2015; Kerwa, 2012-2015)

Barriers

Participatory Approaches
. Engagement:
. Challenges to mobilize communities (uiberia 2012.2015)
. Mistrust within medical institutions developed during Ebola outbreak, which affected
prevention and identification of Ebola virus (Guinea 2014-2012)
. Home visits to women who gave birth traditionally not done by men when there are no
female CHWs this presents a barrier to access (Mal, 20112015}

Integration of CHWs and Programs into Local Health Infrastructure
* Infrastructure

* High staff tumover due to competing household, business, and family demands (uberia 2012.2015)
*  Weak health care infrastructure makes it difficult to implement health programs (uiberia 2012-2015)

Facilitators
Comnxtual Factors

Open, timely, communication with MoH activities and engaging with community leaders (mall,
20112015

. Local volunteers/actors can help with access when security issue for expatriate staff; partner
with local actors to leverage resources (i.e., example of UNICEF) (Mal| 2011.2015)

«  Mitigate risks of migration by providing local authorities with early warnings of insecurity based
on survelllance system to detect changes in communities (Kenya, 2012.2015]

. Regular reporting process and monthly updmes, challenges aml lessons learned between
partners to fadlitate (Xenya 2012-2015)

. Field presence of partner national societies (i.e., CRC) for technical support and training of staff
and volunteers integral to managing project implementation (scmaléand, 2021-2022).

+  Working with communities and relevant Ministries to scale-up delivery of basic health services
to poor people living in rural areas (Kenya, 20122015}

. Agility and flexibility in project implementation and planning despite unforeseen risks (i.e., no
in-country partner delegate, pivoting to provide MNCH services while also helping with Ebola
outbreak) (Lberla, 2012.2015)

Drpnlntional Structure

Ensuring proper stock monitoring of medications to allow for timely access to pharmaceuticals

(Lberia, 2012.2015).

Negotiations with UNICEF who agreed to provide all components of the kits.

Regular joint visits not only of CHWs, but they also ensured

proper stock monitoring of medication for timely access to pharmaceuticals (mai, 2011.2015).

*  Regular coordination meetings were organised by the project national, regional and district teams

in pannsshln with the Ministry of Health. This also lnduded tha MNCH task force and national

groups. open and timely on at the district and

naﬁonal levels, and helped integrate supervision and monltomu. share lessons learned etc. (Mall,

2011-2015)

Collaborative meetings with the community leaders, the MoH, CRM local chapters and national

Heads Quarters to develop the project sustainability plan. This plan defined the role and

responsibility of the different stakeholders (Mall, 2011-2015)
and

*  Continuous supp , of the project, which ensured
effective implementation and aocountabllltv {Uberia, 2012.2015)

+ Regular joint (e Visits CHWS, increased
CHW capacities and vlslbllnv, relnlovclng learning and practical aoplu:alm {Guinea, 2014-2018; Mall,
2011.2015)

Coaching approach used resulted in more acceptance and created an effective leaming space for
staff (Gunea, 20142018

. a book where and imon plans for each
visit are recorded for follow up and purposes, and ff to abide
the anlov\ plans (Guinea, 2014-2018)

'motivation and performance (Uberia, 2012.2015)

NSs provided volunteers for the project through their network of volunteers (mal 20162021,
Kenya,2012-2015)

+ Community meetings resulted in communities agreeing to participate and the training of
volunteers. 154 volunteers were identified following these visits {car, 2020.2023)

MoH provided public health officers from local heaith facilities (Kenys, 2012.2015 )

Training of CHWs

* Training and capacity building of volunteers, which enhanced their knowledge and skills to
provide quality health services. (Liberia, 2012-2015)
Regular joint i (l.e, CHW visits CHWS,
Iincreased CHW capacities and vlslbillly reinforcing learning and pvmlal application (Gunea,
2014-2018; Mall, 2011-:2015)
Coaching approach used resulted in more acceptance and created an effective leaming space
for staff (Guinea, 2014-2018)
Starting each visit with a whe! d action plan of the previous
visit is reviewed help keep on track, “responsibilise”/empower staff and improve
Implemeﬂtaﬂon of recommendations by the staff. Locally-designed & developed toolbox used

by increases interest & attention during
the sessions, hence messages retention
Facilitators
Paniclpmvy Approaches
Strong support from local leaders, and and used a driv
approach that 10 take of the project (Liberia, 2012-2015).

Integrati

Partnership and collaboration with the Ministry of Health and Sodal Welfare, and other stakeholders (Uberis,

2012-2015).

In South Sudan, lromlhe was very high. C

the very onset of the project, and

assessed through regular meetings at the facility,

facility in the long run (south Sudan, 2019.2022)

To ensure f the project’s nd to initiate the process of identifying
field visits ganised to meet with the various communities. These meetings

brought together in each village visited, in addition to community members, village chiefs, women's

leaders, youth birth healers, religious leaders and community

Judges. (caR, 20202023)

Strong support from local leaders, and

Use of a community-driven approach that ies to taki of the project.

Partnership and collaboration with the Ministry of Health and Sodal Welfare, and other stakeholders.

Sensitization sessions lead by key community influencers (e.g., imams in mosques) vmh suppnn from RCV

Increases coverage, reduces resistance, and increases practice of

members (Guinea, 2014-2018).

Male CHWs were accompanied by female Mali Red Cross volunteers to fadilitate SRHR work with

women/girls (Mab, 2011-2015).

members were involved from
Activities were and
trong will from the to runthe

ion of CHWs and Programs into Local Health Infrastructure
Critical for plans to be integral/ integrated with MoH Plans (Guinea)
The CRC and CRM established six districts coordination teams which bring together the MoH and
CRM. These teams worked closely with the MoH staff at each district to ensure the effectiveness and
relevance of interventions, to facilitate learning and ensure coherence with MoH strategic objectives
(Mall, 2011-2015)
Enhanced and through with the MoH and local
partners. The community level involved introducing the project to leaders and community members
to ensure their participation. Handover sessions and events were organized at various levels,
including reviewing trainings, providing , and
plan. Despite challenges, the stable and reliable ﬂeld team contributed to the pmjen‘s success,
working independently during a period of instability. {ubers, 2014-2018)




