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	Abstract 
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	Abstract

	INTRODUCTION 
	

	Rationale 
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	Describe the rationale for the review in the context of existing knowledge.
	Introduction

	Objectives 
	4
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	Introduction

	METHODS 
	

	Eligibility criteria 
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	Methods– Table 1

	Information sources 
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	Methods

	Search strategy
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	Methods

	Selection process
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	Methods
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	Methods
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	Methods

	
	10b
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	Methods

	Study risk of bias assessment
	11
	Specify the methods used to assess risk of bias in the included studies, including details of the tool(s) used, how many reviewers assessed each study and whether they worked independently, and if applicable, details of automation tools used in the process.
	Methods
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	12
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	Methods
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	Methods

	RESULTS 
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	Results
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	19
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	22
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Table 1. Full Included Studies’ Characteristics
	[bookmark: RANGE!A1:I27]Title
	Author, year
	Peer-reviewed or Grey Literature
	Geographic scope
	Study Design
	Assessed Quality
	MNCH availability facilitators
	MNCH availability barriers
	Key Themes

	Individual- and community-level determinants of child immunization in the Democratic Republic of Congo: A multilevel analysis
	Acharya et al., 2018
	Peer-reviewed
	National 
	Multistage cluster sampling 
	30
	Availability of other MNCH services: ANC visits, institutional delivery, and postnatal care were significantly associated with higher full immunization coverage.
	Facility readiness: There is poor health infrastructure, including a weak cold chain system.

Geography: For 41.2% of mothers, health care access was challenged by distance to a facility.

Willingness to immunize children was hindered by expensive travel costs and long distances to facilities for poor people. 

Conflict: Authors suggest that militias and political instability may explain poor immunization coverage in Tanganyika.

Financing: Unreliable government funding was identified as a pitfall of the vaccination program.

Governance: Coordination, management and funding challenges include unreliability of government funding for vaccines, ineffective cold chain management, lack of proper support from health workers in certain regions and insufficient coordination of immunization stakeholders at provincial level. 
	Facility Readiness, Geography/Transportation, Conflict, Financing, Governance

	Health services for women, children and adolescents in conflict affected settings: experience from North and South Kivu, Democratic Republic of Congo
	Altare et al., 2020
	Peer-reviewed
	North and South Kivu
	Mixed-methods case study
	21
	Conflict: Availability of services in conflict zones varied, and technical/financial support resulting from the conflict likely facilitates health service coverage in North and South Kivu.

National surveys do not indicate that the conflict in North and South Kivu affected coverage trends in the two provinces  more severely than other parts of DRC. The reproductive, maternal, newborn, child, adolescent health and nutrition composite coverage index increased in North and South Kivu and nationally from 2000 to 2013. In North Kivu, it rose from  38.9 to 61.9% and in South Kivu, from 29.2 to 63.9%, compared to the national rise from 37.6 to 59.4%. 

There were mixed results for conflict-affected areas within the provinces, with some displaying lower service coverage and some displaying higher coverage than stable areas. Service availability varies by service (e.g. Vitamin A prescription vs. C sections).
	HRH: HRH challenges include low availability and retention of skilled personnel, insufficient financial resources to ensure health workers’ regular payment, lack of regular payment for health workers in non-supported facilities, low and rarely-paid salaries, high turnover, insecurity, and lack of formal training.

Facility readiness: Challenges include lack of basic materials and equipment, availability of medications, and facility running costs.

The sole certified distribution center for medicaments, which has frequent stockouts, curtails availability of medicaments. 

The rarity of referral transport systems (especially in North Kivu) adds to health facility inaccessibility.  

Geography/Transportation: Geography and transportation are a major challenge in DRC. Facility distance, road conditions, insecurity, and the rainy season make it difficult to access certain locations -some of which are only accessible with a motorbike or helicopter. 

Governance :Delivery is dependent on both public and private (e.g. faith-based, non-profit, and for-profit ) providers, though funding fragmentation results from differences in priorities and roles among funders. The presence of the UN and international organizations can confuse leadership structures.
	Facility Readiness, HRH, Geography/Transportation, Conflict, Governance

	From Insecurity to Health Service Delivery: Pathways and System Response Strategies in the Eastern Democratic Republic of Congo. 
	Altare et al., 2021
	Peer-reviewed
	North and South Kivu
	Mixed-methods case study
	22
	Facility Readiness: Adaptive capacity aims to mitigate access challenges. Specific strategies include distributing drugs at facility-level to reduce delivery issues.

Geography/Transportation: Adaptive capacity strategies include mobile clinics, contingency planning to limit staff exposure to insecurity, distribute drugs at patient-level (especially for chronic diseases) to reduce necessary transportation, and maternity waiting homes ("Binyolas") to allow women to commute to a facility during times of relative peace and stay there until labor.

HRH: Respondents suggested the following HRH strategies: task shift to local staff and lower level staff in response to mobility and resource challenges; rapidly train staff to take on additional roles, including supervision; and train a pool of staff to anticipate turnover and attrition.
	Conflict: Conflict is associated with violence, lack of mobility, and resource scarcity, which all impact service delivery and quality.

Geography/Transportation: Mobility is limited in conflict zones like North and South Kivu. Survey respondents identified delays in reaching care due to fear of violence, limited financial means for transportation or checkpoints, increase transportation costs (e.g. need for chartered services or alternative routes), and obstructed routes.

HRH: Authors note challenges in North and South Kivu including willingness to be stationed in a certain areas due to violence, stress resulting from violence, capacity to access the health facility given insecurity,  sustainability and motivation of conducting duties with limited resources, and limited training and supervision (which may not be considered essential duties).

Facility Readiness: Drug/equipment availability is affected by looting or damages resulting from violence, delays in delivery given mobility limitations, and/or delays in procurement affecting available resources - all are related to conflict.

Governance: Funding fragmentation can occur with NGOs.
	Facility Readiness, HRH, Geography/Transportation, Conflict. Governance

	Predictors of measles vaccination coverage among children 6–59 months of age in the Democratic Republic of the Congo
	Ashbaugh et al., 2018
	Peer-reviewed
	National 
	Multivariate logistic regression model
	21
	Conflict: Living in a province experiencing high levels of conflict-related displacement was predictive of measles vaccination. Authors note consistency with other studies and suggest the concentration of aid workers may explain it.
	Geography- Significant rural/urban disparities exist, and significant differences in vaccination rates exits between provinces.

Facility Readiness: Authors mention logistic and infrastructural limitations. Clinics are short-staffed, lack regular vaccine deliveries and may not possess equipment or have consistent electricity/generators needed to adequately maintain the cold chain.
	Facility Readiness, Geography/Transportation, Conflict

	Developing strategies to attract, retain and support midwives in rural fragile settings: participatory workshops with health system stakeholders in Ituri Province, Democratic Republic of Congo
	Baba et al., 2020
	Peer-reviewed
	Bunia, Aru and Adja health districts in Ituri Province
	Qualitative, mixed, and participatory research methods
	32
	HRH: (education) Recommendations include (1) creation of new nursing schools, midwifery training through churches, investment by the central government and promotion of nursing schools in rural areas to include midwifery training in rural areas. (2) selection and support of students from rural areas - community-based sponsorship scheme, where a local committee establishes the criteria and processes to ensure that local people are supported financially to attend training and return to serve locally. (3) demand generation through community awareness activities are churches, markets, schools, radio.

(regulation) Central government should prioritize civil service registration of midwives working in rural areas.

(financial incentives) Receipt of salary, rural and remote allowance, and risk allowance were commonly-cited strategies for HRH attraction and retention across districts. Participants also suggested government investment.

(personal/professional support) (1) the central government should provide more attractive living and working conditions (e.g. housing close to health facilities, supportive workplaces). (2)  HRH working conditions could be improved with adequate equipment and supplies, supportive supervision, solid facility-level leadership, and ongoing training opportunities. (3) Better road conditions, security, and communication would increase rural working conditions. (4) Retention is driven by good relationships within health facilities and with local communities.

(other) Suggestions include social events, integration of traditional birth attendants to support midwives, positive training/placement experiences for new midwives.
	HRH: In DRC, there are shortages and inequitable distribution of health workers (including midwives), particularly in rural areas and fragile settings.

Poor HRH Information systems and unattractive job postings (due to high workload, difficult working conditions, and no provision of salary) contribute to HRH shortages.

Rural HRH is a low-priority policy issue and most of the policies in relation to rural attraction and retention of health workers were developed at the central level and not implemented, whilst a few have been partially put in place. Policies are not implemented consistently.
	HRH, Governance

	Midwifery education, regulation and association in the Democratic Republic of Congo (DRC) – current state and challenges
	Bogren et al., 2020
	Peer-reviewed
	National 
	Qualitative, Quantitative and focus group discussions
	28
	HRH (education): There 16 institutions offering two types of midwifery education programs: a three-year direct-entry program (graduates receive a diploma), and a 12-month postgraduate program for nurses (graduates receive a certificate).

Authors recommend improving midwifery programs to meet international standards, increasing the competency of educators, and adapting programs to result in a bachelor's or master's degree. Authors emphasize the need to legislate and regulate the profession.

Governance: Clear communication and collaboration is needed between stakeholders.
	HRH: There are not enough midwives - 0.6 midwives, physicians, or nurses per 1,000 inhabitants. 

Although the midwifery association is established in DRC, the profession is not legislated.

There is a lack of teaching and training equipment for meeting the education needs. The academic qualifications of educators are low. Midwife education programs do not result in a bachelor's or master's degree.
	HRH, Governance  

	Midwives’ challenges and factors that motivate them to remain in their workplace in the Democratic Republic of Congo—an interview study
	Bogren et al., 2020
	Peer-reviewed
	Maniema in eastern DRC and Kasai in the central part of the country
	Focus group discussions
	21
	HRH (midwife retention): Facilitators to HRH retention and high-quality care include professional pride, loving the job, saving lives, and positive relationships with patients and communities.

Authors suggest regional and national coordination to attract and retain midwives. Examples include providing education programs that meet international standards, implementing policies for renumeration, including midwives associations in policy discussions, and ensuring work environments are safe and well-equipped. 
	HRH: The midwife workforce (1 midwife per 20,000 people) is insufficient for meeting maternal health needs and achieving the SDGs' target for maternal mortality.

Challenges for midwives include difficult work environment, low professional status, lack of appropriate and sufficient payment, poor work-related security, and lack of resources. 
 
The midwife profession is hindered by training programs that do not meet international standards and have educators with low-level academic qualifications. The profession is not regulated, so trained midwives often have to work outside the midwifery field.
 
Conflict: The history of conflict has greatly strained the health system, contributing to poor healthcare quality and 
	HRH, Conflict

	Facility conditions, obstetric and neonatal care practices, and availability of emergency obstetric and neonatal care in 72 rural health facilities in the Democratic Republic of the Congo: A cross-sectional study
	Carter et al., 2019
	Peer-reviewed
	Kwango and Kwilu 
	Cross-sectional study
	24
	Facility Readiness: Despite challenges with facility readiness in rural DRC, referral hospitals and primary health centers were generally able to provide EmONC care. Observers found high frequencies of basic components of labor and delivery care (though those requiring more knowledge were observed in lower frequencies).
	Facility Readiness: Availability of medicines and supplies at the facility-level affects delivery of high-quality care. In 72 facilities in Kwilu and Kwango, facility readiness was poor but differed across province and facility type. Antenatal, delivery, and postnatal services varied across facilities but were available.

Umbilical-cord-clamping materials and anti-hypertensive medicines and supplies were available in the lowest frequencies. Drinking water was available in 25.0% of all facilities. Electricity was available in 49.2% of labor rooms and 67.6% of delivery rooms in all facilities. Umbilical-cord-clamping materials were available at or under 40% of facilities and varied statistically significantly by province  (p<0.01).

Maternity wards and delivery rooms were available in the high frequency (>95% of all facilities). Stitching materials were available in 91.7% of GRH facilities but  only 58.3% of HC facilities, varying significantly (p<0.05). Antibiotics, anticonvulsants, and oxytocin were available in more than 68.9% of facilities.


HRH (training): Provision of antenatal care was observed across facilities, with results showing varying quality. Blood pressure was measured 94.9% of the time, whereas proteinuria was measured 14.7% of the time. Screening for HIV, anemia, and blood pressure were significantly different between provinces and facility types. Qualitative and quantitative data showed differences components of labor and delivery care requiring higher knowledge (e.g. partograms were not filled out or used correctly).
	Facility Readiness, HRH

	Community-based maternal and child health project on 4+ antenatal care in the Democratic Republic of Congo: a difference-in-differences analysis
	Lee et al., 2019
	Peer-reviewed
	Kwango
District (Kenge and Boko)

Boko - control site
	Baseline and endline Survey research 
	28
	HRH: Availability of CHWs including relais communitaires, nurses, midwives, pharmacists, and nutritionists, improve MNCH service availability.

To improve availability of services, the team trained health workers including nurses, midwives, pharmacists, and nutritionists to build HRH capacity.

Facility readiness: Facilitators include establishment of maternal and newborn healthcare units and supply of essential medicines.

Geography/Transportation: Transportation (ambulance, motorcycles, etc.) improved accessibility of health services, resulting in more facility visits.
	HRH: High care provider turnover; overcrowded facilities and high provider workload contributed to provider shortages and hindered ANC service delivery.
	Facility Readiness, HRH, Geography/Transportation

	Better than nothing? maternal, newborn, and child health services and perinatal mortality, Lubumbashi, Democratic Republic of the Congo: a cohort study
	Ntambue et al., 2016
	Peer-reviewed
	Lubumbashi
	Observational cohort study
	22
	N/A
	Facility Readiness: Maternity kits are often lacking at facilities in Lubumbashi, leaving families to purchase one themselves (cost estimated at between $20 - $60).

In instances where equipment such as oxygen is not available, the consequences can be life or death.  

Lack of consumables, medicines and equipment; inadequate training; and lack of protocols for the management of
complicated deliveries hinder availability of adequate services.
	Facility readiness

	Under-five mortality in the Democratic Republic of the Congo: secondary analyses of survey and conflict data by province
	Schedwin et al.,  2022
	Peer-reviewed
	National 
	Secondary data analysis research
	33
	Conflict (areas): Conflict is not independently predictive of poor child health. Under-five mortality was higher in conflict-affected provinces, but it was not statistically significant. Provinces with conflict had both the highest and lowest mortality rates and indicator coverages. For 13 of 23 indicators, the odds of coverage were higher in conflict-affected provinces. Provinces without conflict had higher odds of coverage on one indicator (sleeping under an insecticide-treated bed net).
	N/A
	Conflict

	Challenges of Implementing Antenatal Ultrasound Screening in a Rural Study Site: A Case Study from the Democratic Republic of the Congo
	Swanson et al., 2017
	Peer-reviewed
	Equateur Province in DRC 
	Case study
	19
	Facility  Readiness: The research team installed solar panels at health centers (on nearby poles since the thatched roofs of the health centers did not support installation) to provide the required power. However, solar panels were sometimes stolen or removed for security reasons.

HRH: Authors identified dedicated, skilled, and motivated staff as a facilitator of their ultrasound intervention.

Geography/Transportation: Feasible transportation means, including bicycle trailers and motorcycles (when available) improved transportation.

Financing: Donors/grants/funders can reduce the cost of care, as the DFID grant did by 80% in the Karawa Hospital area.

Conflict: To mitigate security concerns, the research team locked equipment in a centralized location each night. 
	Facility Readiness: Challenges included security, equipment maintenance and servicing, and access to consistent electricity. Supplies including blood and anesthesia were not always available - relatives with matching blood types often supplied blood and anesthesia was purchased outside the hospital.

Geography/Transportation: In Equateur Province, transportation limits women's access to health care. Though bicycles (and rarely motorcycles) are sometimes available, most women must walk to the hospital. Bicycle trailers with canopies and seats for passengers are available at some health centers. Transportation can be limited by the season.

Financing: For patients, the cost of hospital care was an important consideration and often a barrier to care for people living largely below the poverty line. The cost of a cesarean delivery at nearby hospital was US$50 and the cost of a vaginal delivery was US$10.
	Facility readiness, HRH, Geography/Transportation, Financing, Governance

	Measuring inequalities in spatial access to health care Democratic Republic of Congo
	Blankespoor, Brian
Bredenkamp, Caryn, 2010
	Grey Literature
	Haut-Katanga
	Survey research
	19
	Geography: Health posts can be used to reach populations that face geographic barriers (e.g. having to forge rivers) in accessing health care.
	Geography: Lack of access to a main road/poor road network hinders service availability.

There is poor spatial access to referral centers/hospitals - estimates put over half the population at over 4 hours travel time to these facilities. 

There is an uneven distribution of facility types, with private facilities concentrated around Lubumbashi.
	Geography/Transportation 

	Health facility readiness and provider knowledge as correlates of adequate diagnosis and management of preeclampsia in Kinshasa, Democratic Republic of Congo
	Nkamba et al., 2020
	Peer-reviewed
	Kinshasa
	Cross-sectional study
	29
	Facility Readiness: Authors found provision of some supplies such as stethoscopes and blood pressure machines at all facilities studied.

HRH: Providers demonstrated good knowledge of the diagnosis of pre-eclampsia. Severe pre-eclampsia was correctly diagnosed by 91.4% (95% CI, 86.5–94.6%) of providers.
	Facility Readiness: Challenges included poor availability of supplies to diagnose, prevent, and treat pre-eclampsia in Kinshasa. The median facility readiness score was 53.8%, corresponding with 7/13 commodities needed to manage pre-eclampsia present. Authors did not find any facilities with all commodities. Magnesium sulfate was available in 36.2% (95% CI, 24.6–49.6%) and calcium gluconate was available in 31.0% (95% CI, 20.2–44.4%) of facilities.

Poor health commodity provision may be due to weak supply chains and conflicting guidelines, with the national list of essential medicines providing for magnesium sulfate only at hospitals and EmONC guidelines recommending it at hospitals and PHCs. As a result, patients usually have to buy drugs, which can result in delay and worsen pregnancy outcomes. 

Readiness was higher (but not significantly so) at public versus private facilities and facilities receiving commodities from NGOs or government. Hospitals had significantly higher readiness scores than OPHCs.

HRH: The study found providers have poor
knowledge regarding pre-eclampsia prevention and management. Authors identified the need to strengthen provider knowledge of there-eclampsia prevention and management.

Midwives in public facilities were more knowledgeable than those in private facilities. One possible explanation is confounding by facility type, as most midwives included in public facilities were from hospitals while most in private facilities were from PHCs. Also, more providers in public facilities than in private facilities received in-service training on HDP.

Geography: Due to transportation issues, PHCs faced challenges in referring pre-eclamptic women to hospitals. Under 1/5 of facilities had an ambulance, though hospitals were significantly more likely to have an ambulance on their grounds than PHCs. The availability of ambulances at the hospital-level is still low (53.6%).
	Facility Readiness, HRH, Geography/Transportation, 

	Role of district health management teams in child health strategies
	Doherty et al., 2018
	Peer-reviewed
	Multi-country
	Strategic review
	14
	Governance: The DRC's decentralize approach improved service delivery through technical assistance and coaching to district management teams as part of the performance-based financing system.
	Facility Readiness: The DRC country assessment found that medicine stock-outs and lack of supplies hindered ICMI efforts.

HRH: There is limited availability of skilled healthcare professionals. Having a mobile workforce is a challenge.

Governance: Vertical programs and a plethora of stakeholders can hinder horizontal efforts like Integrated Management of Childhood Illness (IMCI). Management teams have to navigate competing priorities, differential funding levels, and varied reporting requirements across program areas.

Inconsistent funding and poor coordination are obstacles.
	Facility Readiness, HRH, Governance

	Assessing the Accessibility and Healthcare Quality of Maternal and Child Health Services in Health Facilities of Kasai Province in the Democratic Republic of the Congo: A Cross-Sectional Study
	Ndela et al., 2021
	Peer-reviewed
	Kasai Province
	Cross-sectional survey using mixed methods
	31
	Facility Readiness: Almost 95% of surveyed facilities had delivery and reporting tools (e.g. partograms), though they were complete in  73.5% of facilities and updated/maintained in 74.3%.
	Geography: There is a lack of access to quality MNCH healthcare services in Kasai Province due to facility distance - under 54% of the surveyed population had geographic access to MNCH services. Approximately half the population lived over 5 km away from the nearest health facility or faced physical obstacle (e.g., rivers, mountains)  which made the  commute over an hour on foot.

Facility Readiness: Health facilities in the Kasai Province were inadequate and lack basic resources, such as drugs and medical equipment.  70% to 90% of the surveyed facilities did not have minimum equipment or healthcare materials for RMNCH services.

Only 1/3 of surveyed facilities had infrastructures for RMNCH services (e.g., delivery room, examining table, safe water source, emergency cesarean section room, etc.). Approximately 80% of the health facilities' infrastructures were unsustainable, as they did not have 11 or more RMNCH services.

HRH: The existing health services are not adequately staffed, and there is a shortage of skilled health professionals in most surveyed facilities. 

Approximately half of healthcare providers were low skilled (nurses’ level A2). 18% of providers were trained in RMNCH services.  14% of  skilled nurses (nurses’ level A1) were also midwives.

Financing: Authors calculated cost of services relative to daily wages, finding that services were unaffordable except admission costs and essential drugs.
	Facility Readiness, HRH, Geography/Transportation,  Financing

	Community health workers in humanitarian settings: Scoping review
	Miller et al.,2020
	Peer-reviewed
	Multi-country
	Scoping review
	30
	Financing: Authors recommend flexible funding to support immediate and longer-term health goals, particularly in conflict zones.

HRH: CHWs can promote higher trust  (especially when local leaders were engaged and supportive) and have more access to the population during crisis and when travel is limited, enabling CHWs to delivery services and conduct care during acute crises. 

Mobile technology was used when travel was restricted to continue data collection and supervision activities. Using local supervisors also facilitated continuous supervision.

Financial compensation was important for motivation and retention. Community acceptance and appreciation of services and the CHW's desire to help communities were motivating factors for retention.  

Facility Readiness: Authors recommend parallel supply chains, buffer stocks, decentralized commodity storage.

Governance: Clear and consistent political support for MNCH services improves service coverage and delivery 
	Conflict: Conflict and insecurity can lead to population displacement and overwhelmed health facilities, travel barriers, security threats and trauma to CHWs, HRH shortages, disruptions to referral systems, and supply chain disruptions.

Geography/Transportation: Referrals are hindered by long distances, transportation limitations, and the cost of transportation.

HRH: CHWs reported lack of renumeration, overwhelming responsibilities, discrimination, lack of incentives, seeking better paid/urban employment, and family opposition to deployment as reasons for leaving.
	Facility Readiness, HRH, Geography/Transportation, Conflict, Financing. Governance

	Contextual factors influencing a training intervention aimed at improved maternal and newborn healthcare in a health zone of the Democratic Republic of Congo
	Bogren et al., 2021
	Peer-reviewed
	National
	Qualitative research design 
	30
	HRH: The presence of midwives is a facilitator of service availability.

Motivators for health professionals to participate in training include monetary incentives, the opportunity to gain new skills and knowledge, and patients' use and positive perception of services.

Facility Readiness: Facilitators include availability of delivery rooms, availability of delivery beds, electricity, and availability of obstetric equipment. 

Governance: Involvement of local health zone authorities  (e.g., health inspectors) improved implementation of the training by encouraging facilities to incorporate training into their schedules.
	HRH:  HRH challenges included lack of evidence-based knowledge about MNCH among health workers, limited human resources and skills. Healthcare professionals identified a lack of opportunity for training, especially from the public sector.

Facility Readiness: Barriers to implementing the HRH training included inadequate physical space in maternity wards, weak infrastructure (e.g. electricity), and lack of equipment at facilities.

Financing: Motivation was lower among health professionals who's monetary incentives had stopped than those who had never received money - indicating a potential pitfall of donor-funded projects without sustained funding.
	Facility Readiness. HRH, Geography/Transportation Financing, Governance

	Using a human resource management approach to support community health workers: experiences from five African countries
	Raven et al., 2015
	Peer-reviewed
	DRC, Ghana, Senegal, Uganda and Zimbabwe 
	Exploratory case studies
	26
	HRH: Coordinated management approaches that integrate front-line supervisors, program managers, and community members can ensure CHW expectations and program goals are met. Supervision should include support with direction, professional development, and resources.

Retention challenges may be fewer for locally hired CHWs.

Aligning management with CHW goals and expectations is important in bolstering performance and retention. CHWs' expectations of their role are serving the community, enhancing their skills, receiving financial benefits, and balancing their CHW role with other responsibilities.

CHWs can contribute to equitable distribution of health services, expand access to care for underserved populations, and build relationships with communities.
	HRH: CHW management does not consistently meet CHW expectations, hindering recruitment, retention, and performance.

Supervision for informal or volunteer CHWs presents a unique set of challenges. In the absence of salaries, managers/supervisors relay on rewards rather than penalties.

Recruitment and retention were impacted by unmet expectations. Salary, stipend, and compensation expectations were rarely met. CHWs were not always valued by their communities or health facility staff, despite expectations to the contrary. CHWs noted training should be more frequent to meet skill and knowledge expectations.
	HRH

	Barriers and facilitators to the implementation of antenatal syphilis screening and treatment for the prevention of congenital syphilis in the Democratic Republic of Congo and Zambia: results of qualitative formative research
	Nkamba et al., 2017
	Peer-reviewed
	DRC, Zambia
	Qualitative research design 
	34
	Governance: Facilitators include the existence of national guidelines for ANC best practice recommendations (including testing and counselling at first visit) and public health initiatives to improve quality of care.
	Governance: Barriers for the implementation of syphilis testing and treatment include fragmentation of the health system and the existence of ANC guidelines in conflict with the proposed intervention.

Geography: Authors reported poor geographic accessibility of clinics (e.g. long distances).

HRH: Staffing was a challenge, as were lack of knowledge and training about evolving best practices and reservations regarding same-day screening and treatment.

Facility Readiness: Other challenges include infrastructure (laboratory capacity, cold storage, and electricity), and product shortages at the PCCs.

Financing: Costs were borne by patients, and in review participants noted financial barriers to care for syphilis services and broader ANC.
	Facility Readiness, HRH, Geography/Transportation, Financing,  Governance

	Quality care during labor and birth: a multi-country analysis of health system bottlenecks and potential solutions
	Sharma et al., 2015
	Peer-reviewed
	Afghanistan, Cameroon, Democratic Republic of Congo (DRC), Kenya, Malawi, Nigeria, Uganda, Bangladesh, India, Nepal, Pakistan and Vietnam.
	Quantitative and qualitative research methods design
	33
	Financing: Workshop participants proposed innovative financing schemes to remove financial barriers to care (such as those aligned with UHC efforts in DRC) and strengthening national financing mechanisms to provide consistent and predictable funding.

HRH: MNCH service coverage can be increased through skilled care teams with capacity to provide services for normal labor and refer more difficult cases and complications.

To address HRH barriers, participants suggested improving job descriptions and career development opportunities, including financial incentives. Solutions should address recruitment, deployment, retention, and capacity building. Accreditation and scale-up midwives could improve coverage.

Governance: Solutions include proactive governance aligned with evidence-based practices (e.g., national guidelines for EmOC) and contextualized planning that considers underserved populations.

Facility Readiness: Strengthening national management systems; improving forecasting, supply, and availability of essential medicines; improving information systems; expanding national supply chains; centralizing blood donation and storage were possible solutions to facility readiness challenges. 
	Governance: Leadership and governance bottlenecks were determined to be significant in DRC, as were those for community ownership and partnership. Barriers include limited advocacy efforts, lack of effective leadership and political will, minimal availability of evidence-based guidelines for EmOC, and national planning efforts that are not tailored to local contexts.

Financing: National financing for essential childbirth services was inadequate and identified as a critical bottleneck for MNCH in DRC. Financial barriers to care seeking were widespread and the absence of adequate, multi-year, predictable financing limited the scale up of EmOC services.

HRH:  HRH bottlenecks were also significant, and they included lack of skilled personnel in rural areas, uneven distribution of skilled health workers, lack of adequate production of trained human resources, lack of comprehensive national human resource plans, limited opportunities for further training and career progression, low salaries, poor work environments and limited supervision, and poor quality of trainings and supervision.

Facility Readiness: Authors noted weak facility infrastructure and noted significant bottlenecks in essential medical products and technologies.

Supplies and equipment are limited by lack of nationally agreed minimum standards for drugs, supplies and equipment results in procurement from a variety of sources often leading to receipt of supplies of variable quality, weak infrastructure, national procurement and logistics management systems are weak, problems such as overstocking at the center and stock-outs in districts occur
	Facility Readiness, HRH, Financing, Governance

	Performance-based financing in the health
sector of the Democratic Republic of
Congo: Impact evaluation report
	World Bank 2022
	Grey Literature
	National
	Impact evaluation
	39
	Financing: Baseline and endline study data suggest positive trends for both the PBF and control health zones supported by the project, with coverage for many reproductive, maternal and child health services substantially increasing. Authors note it is reasonable to assume that the project contributed to these positive changes in at least some capacity. 
	Financing: DRC has low health expenditure per capita in comparison to other low-income and African countries.

External aid and out-of-pocket spending (each
accounting for about 39% of the total) are the largest sources of health expenditure.

HRH: A large share of the health workforce is un-salaried. Health facilities require user fees to pay operational costs and staff salaries.

There is evidence of low provider compliance with clinical protocols (e.g. low process quality).

Facility Readiness: Health facilities in many areas have bad infrastructure and low availability of equipment and other medical supplies (structural quality).
	Facility Readiness, HRH,  Financing

	Health Financing in the DRC: A summary of studies on the fiscal space of the National Health Development Plan (NHDP) and on the mobilization and allocation of health resources at central and local levels
	World Bank, 2020
	Grey Literature
	National
	Summary of studies
	17
	Financing: Decentralization plans could improve mobilization and allocation of health resources provincially.
	Financing:  Per capita health expenditure is low (21 USD in 2017). Only 2 USD of per capita health expenditure originates from the government resulting from a low budget allocation for health (10 percent in 2019). Meanwhile, household spending (9 USD per capita in 2017) and reliance on external funding (43 percent of total health expenditure) are high. DRC has low budget execution (54 percent in 2017), indicating that available resources are poorly spent.
	Financing

	Towards the achievement of universal health coverage in the Democratic Republic of Congo: does the Country walk its talk?
	Nyamugira et al., 2022
	Peer-reviewed
	National
	Secondary data analysis
	34
	Financing: UHC and financial risk protection policies are facilitators of financial accessibility. There was an increase in health insurance uptake following UHC policies in DRC. Following UHC policies, there was also a slight improvement in government health expenditure though the expenditure fell short of the 15% stipulated in the Abuja Declaration.
	Financing: There is a high cost of services and out-of-pocket expenditure. 

Per capita health expenditure (13 USD) is low and generally below that of other low-income and sub-Saharan African countries. In 2019, health financing accounted for 3.5% of  GDP and 8.5% of the DRC's budget. Out-of-pocket payments make up over 90% of household health expenditure, and most of the population is not covered by risk-sharing systems. Health insurance is particularly lacking among the poorest segment of the population.

Governance: Barriers include weak institutions, poor commitment, and weak governance. 
	Financing

	Quality of care for children with severe disease in the Democratic Republic of the Congo
	Clarke-Deelder et al., 2019
	Peer-reviewed
	National
	Cross-sectional observational study
	22
	Financing: The RBF program in this study financially rewards facilities where provider knowledge of IMCI protocols is high to improve quality of care. The impacts of the financial incentives are not yet known in this context.
	HRH: ICMI training began in DRC in 2004, but only 35.8% of patients were seen by a provider with any IMCI training, and 12.5% with recent ICMI protocol training at the time of the study. Providers did not always collect key diagnostic information - for patients meeting the IMCI severe febrile disease classification, nearly 40% were not tested for malaria, and only 33% received the correct treatments.

Low effort and motivation, high cognitive load, disagreement with clinical guidelines/protocols, fragmented compensation, and high caseloads may contribute to poor quality services.

Geography: Geographic inaccessibility of included health facilities may contribute to low rates of referral to in-patient care.

Facility Readiness: Supply of essential medicines is a barrier to quality care - the national Service Availability and Readiness Assessment (SARA) in 2014 found that only 50% of health facilities had amoxicillin in storage and only 23% had zinc.
	Facility Readiness, HRH, Geography/Transportation, Financing 

	The costs of integrated community case management (iCCM) programs: A multi-country analysis.
	Collins et al., 2014
	Peer-reviewed
	Cameroon, the Democratic Republic of the Congo, Malawi, Senegal, Sierra Leone, South Sudan and Zambia.
	Cross-sectional study
	21
	Financing: iCCM programs can be cost effective and affordable when they are well-utilized and recurring management and supervision costs are managed.
	Facility readiness: Medicine stock–outs were reported in several studies.

Financing: Countries with sub-national iCCM programs, like the DRC, had much higher average total recurrent costs per capita than the national programs in Malawi and Senegal. Authors pointed to economies of scale in the national programs, though they noted contextual differences between the countries.

Fixed management and supervision costs of staff contributed to program costs and affordability. In DRC and other sub-national programs, it was over 70% of total recurrent costs. Authors suggested they would lower relatively with program scale-up and government involvement.

Training new CHWs following attrition also contributed to high iCCM program costs. Authors did not measure the effect of renumerating CHWs. There was some evidence that iCCM programs reduce other healthcare costs, such as in primary care facilities.

iCCM programs may be higher cost in small, remote villages, where programs may be hindered by challenges with supplies and supervision.

HRH:  CHW attrition was estimated at 40%.

CHWs had high caseloads: The average number of children a CHW was responsible for in the DRC was 171, higher than four of the six other African countries studied. CHWs in the DRC reported the highest number of available hours per week for iCCM at 371.
	Facility Readiness, Geography/Transportation, HRH, Financing  
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