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In response to the COVID-19 pandemic, Start Fund 
COVID-19 was launched in April 2020, providing rapid 
funding to allow Start Network members to respond to 
neglected and underfunded needs, provide assistance 
to vulnerable groups, and mitigate further spread and 
impact of the disease. Between April and June 2020, 
Start Fund COVID-19 funded 35 projects across 22 
countries, disbursing a total amount of almost £5 million. 

Although the Start Fund is not designed to tackle 
large-scale crises, it was well placed to respond to the 
pandemic due to the experience across the Start Network 
membership in managing and supporting responses to 
critical virus-related humanitarian needs. In addition, 
the pandemic presented a gap in programming where 
projects were either underfunded or donors were 
unwilling to adjust existing programmes to address the 
gaps. Drawing on the feedback and knowledge from 
members, the new Start Fund COVID-19 mechanism was 
established to respond to the changing needs within the 
scope of COVID-19. 

The objective of this report is to document and explore 
the programming that Start Fund COVID-19 supported, 
outline how members adapted to the new realities of 
COVID-19, and gather evidence from their experiences. 
It generates learning to inform future responses to 
COVID-19, and similar epidemics and pandemics. This 
report presents qualitative and quantitative analysis of 
various data sources, with triangulation of findings and 
identification of trends. Data sources include alert notes, 
project proposals and project reports, monitoring reports 
from members, as well as data gathered through online 
key informant interviews and focus-group discussions 

with Start Network members. The topline findings are 
highlighted below:

Start Fund COVID-19 projects specifically targeted the 
most marginalised communities and responses were 
aligned to WHO COVID-19 Response Plan.

Start Fund COVID-19 projects focused on Internally 
Displaced People (IDPs), refugees, migrants, and 
marginalised communities that live in overcrowded 
settings, lack access to services and reliable information, 
and face difficulties meeting their basic needs. These 
groups were not only more likely to be exposed to 
COVID-19 but were also more likely to be harder hit 
by the wider impact of the disease1. Projects aligned 
to the World Health Organisation (WHO) COVID-19 
Strategic Preparedness and Response plan, supporting 
in particular the Risk Communication and Community 
Engagement (RCCE) and Infection Prevention and Control 
(IPC) pillars. 

As COVID-19 is a new infectious disease, awareness 
raising about its transmission, how to prevent it, 
and what to do when experiencing symptoms was 
essential. This was especially important for vulnerable 
communities where access to reliable information 
was limited, and rumours and misinformation spread 
rapidly. Start Fund COVID-19 projects helped to raise 
awareness in the community using various mechanisms 
including messages through megaphones; Information, 
Education and Communication (IEC) materials; door-
to-door sessions; and smaller group discussions (with 
safety measures such as personal protective equipment 
[PPE] and social distancing in place). Along with 
hygiene promotion, projects supported communities 
by distributing essential items for prevention of the 
disease. This included distributions of PPE and IPC 
kits, medical supplies, cleaning supplies, dignity kits for 
women and adolescents, baby kits, and food packages. 
Post-distribution satisfaction surveys showed high 
levels of satisfaction with the quality and quantity of the 
items distributed.

EXECUTIVE SUMMARY

1 IFRC: Least Protected, Most Affected: Migrants and refugees facing extraordinary risks during the COVID-19 pandemic (September 2020)

COUNTRIES IN WHICH START FUND COVID-19 PROJECTS WERE IMPLELEMTED



Start Fund COVID-19 covered gaps in national 
responses and helped members to respond to the 
crises. However, the secondary impact of the disease 
remains largely unaddressed.

Funding available for global and national responses 
to COVID-19 has been limited, making it difficult to 
comprehensively prevent and respond to outbreaks. In 
various contexts, Start Fund COVID-19 projects were 
able to support critical aspects of national responses for 
which significant funding gaps existed, particularly for 
the RCCE and IPC pillars. Many Start Network members 
also indicated that Start Fund COVID-19 allowed them 
to quickly respond with activities during a window of 
opportunity that was rapidly closing, in which most 
donors had been relatively slow in making new COVID-19-
dedicated funding available or agreeing to adaptations 
in existing programming and budgets. Start Network 
members stated that the Start Fund COVID-19’s flexibility 
helped them adapt as the crisis developed, and in some 
cases, also helped bridge the period during which 
changes to existing programmes with donors were 
being discussed. 

As the pandemic continues to unfold, the secondary 
impacts of the disease have also become apparent. 
Several projects were designed to specifically address 
food security concerns, but the majority of projects 
prioritised Health and WASH interventions for the first 
phase to help prevent the further spread of COVID-19. 
However during their projects, members found that food 
security and livelihoods have also been significantly 
impacted, in particular by COVID-19-related restrictions 
on movement and public life, which many believe will 
need to be the focus of the next phase in programming. 
Additionally, members also raised concerns about 
children’s ability to access education as well as the 
psychological impact of COVID-19.

Start Fund COVID-19 projects have seen high levels 
of coordination and collaboration that enabled swift 
responses that reached vulnerable communities at a 
time when access became difficult.

In addition to aligning with national response plans, 
Start Fund COVID-19 projects have reported more 
consortium cooperation and an increase in partnerships 
with local non-governmental organisations, compared to 
regular global Start Fund projects. Members indicated 
that working in consortia was beneficial, as it led to 
greater coverage, stronger advocacy efforts, and laid 
down the foundations for future collaboration.

Members felt that collaboration with local partners 
was essential. COVID-19-related lockdowns and travel 
restrictions meant that a pre-existing presence in 
communities was even more important than usual and 
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helped ensure timely responses. Local partners know 
communities and their context well; this understanding 
and their existing networks helped to identify 
households that were most in need of support and 
to deliver effective RCCE. Various projects reinforced 
ongoing COVID-19 responses of local partners and 
actors, rather than starting from scratch and duplicating 
efforts.

Start Network members highlighted that targeting in 
the context of COVID-19 had been more complicated. 
For example, due to restricted access to communities 
limiting participatory processes, and the increase of 
people in need of support. Members underlined the 
importance of well-designed selection criteria and 
processes, as well as strong communication with 
communities.   

Lockdown and movement restrictions led members to 
adapt ways of implementation.

COVID-19 led to a wide range of measures affecting 
project implementation in many countries, including 
lockdowns, curfews, and significant restrictions to 
movement and gatherings. This has been accompanied 
by high levels of uncertainty and constant change, 
rendering planning and response more difficult. For 
example, in many places, procurement proved to be 
a challenge as processes took much longer than 
expected, prices increased or fluctuated significantly, 
and purchasing in bulk was no longer possible due to 
high demand. 

Members had to creatively adapt their usual ways of 
working and were required to be more flexible. Large-
scale activities, such as distributions and community 
meetings, were often split up into smaller ones; where 
possible, project activities were switched to remote 
modalities of implementation such as phone-based 
mental health sessions, online transfers of cash, and 
online stakeholder consultations; and monitoring, 
evaluation, accountability and learning activities were 
carried out through the use of telephone surveys, 
community volunteers or social media for complaint 
and feedback (CFM) mechanisms. Moreover, any face-
to-face interaction was undertaken in accordance with 
safety protocols, such as wearing PPE, maintaining 
sufficient distance, and ensuring handwashing facilities 
available during any activity. As a result, reports 
suggest that sharing information about accountability, 
and available feedback and complaint mechanisms, 
were often insufficient due to the limited face-to-face 
opportunities. 
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KEY TERMINOLOGY

Bosnia and Herzegovina         BIH

Complaint and Feedback Mechanism                                                                                          CFM

Disaster Risk Reduction         DRR

Food Security and Livelihoods        FSL

Internally Displaced People         IDP

Infection and Prevention Control        IPC

Information, Education and Communication       IEC

Mental Health and Psychosocial Support                                                                          MHPSS

Monitoring, Evaluation, Accountability and Learning                                                       MEAL

Non-Governmental Organisation          NGO
 
Occupied Palestinian Territories           OPT

Personal Protective Equipment           PPE

Post-Distribution Monitoring          PDM

Risk Communication and Community Engagement       RCCE

Water Sanitation and Hygiene           WASH

World Health Organisation          WHO

United Nations              UN

United Nations Office for the Coordination of Humanitarian Affairs      UNOCHA
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01 INTRODUCTION AND OBJECTIVE

As the COVID-19 pandemic started to spread and affect 
countries and communities all around the world, Start 
Network recognised the importance of utilising the 
experience of its members to manage and support 
responses to critical COVID-19-related humanitarian 
needs. As a result, a COVID-19 context-specific rapid 
response fund was established, drawing from the 
principles and best practices of the global Start Fund. 

Within the context of the pandemic, Start Fund 
COVID-19:

• Responded to, and prepared for, neglected or 
underfunded needs arising from the COVID-19 
pandemic in a specific country, filling a gap in the 
existing responses of public health and government 
structures, funding mechanisms, and other 
non-governmental organisations (NGOs) responses.

• Provided assistance to vulnerable groups that were 
not previously identified or covered by existing funding 
(either neglected communities or geographies).
 
• Mitigated further spread or impact of COVID-19 as 
much as possible by implementing early action and 
anticipatory activities (Infection Prevention and Control 
[IPC], awareness raising, prepositioning, etc).

COVID-19 presents new challenges to humanitarian 
actors and their ability to reach affected communities 
with timely, appropriate, relevant, and accountable 
humanitarian response. COVID-19 presents new 
challenges to humanitarian actors and their ability to 
reach affected communities with timely, appropriate, 
relevant, and accountable humanitarian response - 
generating a new and clear demand for learning within 
Start Network, as well as the wider humanitarian sector. 

The objective of this report is therefore to document, 
reflect upon, and highlight best practices and lessons 
from the programming that Start Fund COVID-19 has 
supported. This includes how projects have responded 
to the crisis with a specific focus on vulnerable 
communities; how members and their partners 
coordinated and collaborated while adapting to the 
new realities of COVID-19; and lessons from remote 
programming and implementation. Drawing upon specific 
examples and experiences from Start Fund COVID-19 
projects, the following aims to generate learning that can 
inform future responses to COVID-19 and crises.

It is important to note that the Start Fund concurrently ran 
a pilot programme that funded national organisations in 
the Democratic Republic of the Congo (DRC), India, and 
Pakistan to also respond to COVID-19, but these projects 
were subject to different reporting timeframes and 
funding conditions and as such, their data is not included 
within this document.

Training and prevention methods (hand washing) carried out by 
War Child in Yemen. 



02 METHODOLOGY

This review presents qualitative and quantitative analysis 
of various data sources, with triangulation of findings 
and identification of trends. Data sources include alert 
notes, project proposals and reports, monitoring reports, 
as well as data gathered through mid-point check-ins and 
learning exchanges. 

Mid-point check-ins are semi-structured key informant 
interviews that took place approximately halfway through 
the implementation phase of the project. These sessions 
facilitated the sharing of updates on project progress and 
the understanding of the Start Fund MEAL team on the 
challenges that members were facing, and the solutions 
found to address them. 

Learning exchanges are a standard component of the 
global Start Fund project cycle. Taking place once the 
project is finalised during the learning and evaluation 
phase of the alert cycle, these focus group discussions 
give an opportunity for members of Start Network to 
collectively reflect on their projects to learn and improve 
future responses.  

While Start Fund COVID-19 incorporated most aspects 
of the global Start Fund with alerts processed within 
72 hours, communities reached within seven days, 
and projects having a default timeframe of 45 days for 
implementation, the alert cycle for Start Fund COVID-19 
differed slightly.

 Start Network members agreed on a process in which 
those interested in obtaining funding could raise alerts 
through a time-bound ‘call for alerts’. This allowed for 
an equitable review of alerts, rather than agencies being 
awarded funding on a first-come, first-serve basis. To 
manage this process, which saw multiple alert notes 
submitted simultaneously, Start Network member 
representatives who had previously participated in 
decision making committees and rotas, were asked to 
carry out a several-tier decision making review, in order to 
ensure that the most appropriate alerts were selected 
for funding. 

Over 80 alerts were received and underwent several 
rounds of review. After this, project selections occurred 
using the standard global Start Fund processes.

2.1. SAMPLING

For this learning exploration and documentation exercise, 
a variety of documents and products were reviewed 
purposively. The sample covers all the 22 activated 
COVID-19 alerts in 22 countries, including data from all 
alert notes, 16 mid-point check-ins covering 16 projects, 
13 learning exchanges covering 22 projects, and 35 
project reports. PDM reports, KAP survey assessments 
reports and other monitoring, evaluation and learning 
reports were also reviewed and included in the sample. 
The comprehensive list of data sources can be found in 
Annex 1. 

Mid-point check-ins were designed using a purposeful 
sampling approach with the aim of ensuring that a 
diverse range of contexts and projects were represented. 
For example, if multiple projects were funded in one 
country, only one of the projects had a mid-point check-
in. Although not all projects had a mid-point check-in, 
data saturation was reached, in particular when the data 
was combined with learning exchanges. These learning 
exchanges took place for all COVID-19 alerts and covered 
all projects, with some learning exchanges covering 
multiple alerts during one exchange (e.g. a regional South 
East Asia learning exchange with implementing agencies 
in Laos, Myanmar, and Thailand). 

7
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2.2 LIMITATIONS

The following limitations should be considered when 
considering the findings of this review:

• Start Fund COVID-19 decision-making processes, 
such as the alert submission and activation process, 
and project proposal submission and selection, were 
not reviewed here. These processes fall outside of the 
scope of this report and will be covered in a 
different review. 

• Due to time constraints, it was not possible to 
conduct mid-point check-ins with all Start Fund 
COVID-19 projects. The Start Fund MEAL team opted 
for a representative sample and mid-point check-
ins were conducted with 16 out of the 35 projects, 
covering 16 of the 22 countries where alerts were 
activated for funding.  
 
• Most findings are based on information shared by 
Start Network members and their partners with the 
Start Fund team, whether through alert notes, key 
informant interviews, or project reports. However, the 
Start Fund MEAL team did not collect primary data 
from targeted populations for triangulation. 

• In addition, a significant proportion of information 
was drawn from learning exchanges and mid-
point check-ins with project leads, monitoring and 
evaluation, programme development and advocacy 
teams that may be affected to bias. Though the 
learning generated is extremely helpful for present 
and future similar programmes, the summaries and 
conclusions are not generalisable to all Start Fund 
COVID-19 projects. 

• Due to the 45-day limit of Start Fund projects, 
there was limited time to undertake more in-depth 
assessments, learning reviews, and reporting that may 
have generated richer data and analysis.
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COUNTRIES IN WHICH START FUND COVID-19 PROJECTS WERE IMPLEMENTED

LIBYA

CHAD
BURKINA FASO

BENIN

BOSNIA AND HERZEGOVINA

SYRIA

LEBANON
OCCUPIED PALESTINIAN TERRITORIES

AFGHANISTAN

YEMEN
SUDAN

SOUTH SUDAN

SOMALIA

BURUNDI
CENTRAL AFRICAN REPUBLIC

MYANMAR

LAOS

THAILAND

TIMOR-LESTE

HAITI

COLOMBIA

PERU

 PROJECTS FUNDED

35
   TOTAL AWARDED AMOUNT: 
   4,945,135.51 GBP 

    TOTAL EXPENDITURE: 
    4,834,704 GBP
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PERCENTAGE EXPENDITURE BY SECTOR 

 

  

   41.22% WASH

   28.65% HEALTH 

   12.26% CASH

    8.72% FOOD SECURITY & LIVELIHOODS

   2.66% PROTECTION

   2.55% SHELTER 

   1.97% OTHER

   0.95% EDUCATION 

   0.53% NUTRITION 

   0.48% DRR

TOTAL EXPENDITURE BY SECTOR 

WASH
£1,479,342

HEALTH 
£1,028,222

CASH 
£440,083

FOOD SECURITY & LIVELIHOODS
£440,083

PROTECTION 
£95,316

SHELTER 
£91,542

OTHER 
£70,867

EDUCATION 
£34,234

NUTRITION 
£19,022

DDR
£17,154

£828,129
OPERATION COST

£417,866
INDIRECT COST RECOVER/ NON-PROJECT ATTRIBUTABLE COSTS
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    LOCAL NGO/PARTNER EXPENDITURE           INGO EXPENDITURE

100%75%50%25%

DRR

NUTRITION 

EDUCATION 

OTHER 

SHELTER 

PROTECTION 

FOOD SECURITY & 
LIVELIHOODS

CASH 

HEALTH 

WASH

EXPENDITURE BY IMPLEMENTING PARTNER 

IN-KIND 
DISTRIBUTIONS 

CASH 
DISTRIBUTION

TRAINING, CAPACITY 
BUILDING OR PROVISION 
OF TRAINING MATERIAL

FACE-TO-FACE COMMUNICATION/ 
SENSITIZATION 

MASS 
COMMUNICATION 

597,89133,805 844,371 1,085,758 9,098,644

CUMULATIVE REACH BY ACTIVITY TYPE*

REACH1,702,328
INDIVIDUALS

54%46%

*INDIVIDUALS MAY BE COUNTED MORE THAN ONCE IF INVOLVED IN MORE THAN 1 ACTIVITY 
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PROGRAMMING SUPPORTED BY THE START FUND COVID-19

The World Health Organisation (WHO) COVID-19 
Strategic Preparedness and Response Plan (May 2020) 
outlines nine major pillars that may be used by national 
authorities, United Nations (UN) Country Teams, and key 
partners to prepare for and respond to COVID-19. The 
nine pillars are2:

1  Country-level coordination, planning and monitoring.
2  Risk communication and community engagement.
3  Surveillance, rapid-response teams, and case      
    investigation. 
4  Points of entry, international travel and transport. 
5  National laboratories. 
6  Infection Prevention and Control.
7  Case management.
8  Operational support and logistics.
9  Maintaining essential health services and systems    
    (added in May 2020).

The Start Fund COVID-19 funding mechanism 
intended to strengthen areas of these pillars that 
were underfunded, as well as mitigate further spread. 
Analysing project proposals and reports, most Start Fund 
COVID-19 projects specifically contributed to the Risk 
Communication and Community Engagement (RCCE) 
and Infection, Prevention and Control (IPC) pillars. Some 
83% of projects delivered activities that aligned to RCCE 
efforts, 91% supported IPC, and 31% delivered activities 
in support of case management. 

2 World Health Organisation, ‘COVID-19 Strategic Preparedness and Response Plan - Operational Planning Guidelines to Support Country 
Preparedness and Response’ (May 2020).
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Start Network members also supported country-level 
coordination through their engagement efforts in clusters 
with UN agencies and national governments. Although 
this was not captured as specific activities in project 
proposals and reports, coordination and collaboration 
are further explored in section 5.4 based on findings from 
mid-point check-ins and learning exchanges. 

In line with the focus on RCCE and IPC, most of the Start 
Fund COVID-19 projects included activities in the Water, 
Sanitation, and Hygiene (WASH) and Health sectors, 
80% and 69% of projects respectively. In addition, 29% 
of projects included a protection component and 29% 
covered Food Security and Livelihoods. Some 20% of 
projects funded through Start Fund COVID-19 included a 
cash component.

A more detailed analysis of project activities shows broad 
areas of intervention: 

• 29% of all project activities included awareness 
raising, and production and distribution of IEC 
materials on COVID-19, its prevention and hygiene 
practices. Campaigns and awareness raising sessions 
occurred through radios, door-to-door visits, text 
messages, and other methods.

 

ALIGNMENT OF PROJECTS WITH WHO COVID-19 
STRATEGIC PREPAREDNESS AND RESPONSE PLAN

%

COUNTRY-LEVEL COORDINATION, 
PLANNING & MONITORING

RCCE

SURVEILLANCE, RAPID RESPONSE 
TEAM & CASE INVESTIGATION

POINT OF ENTRY, INTERNATIONAL 
TRAVEL & TRANSPORT 

NATIONAL LABORATORIES

INFECTION PREVENTION 
& CONTROL

CASE MANAGEMENT

OPERATIONAL SUPPORT 
& LOGISTICS

MAINTAINING ESSENTIAL HEALTH 
SERVICES & SYSTEMS

 5.7%

 82.8%

 5.7%

 0%

 5.7%

 91.4%

 31.4%

 0%

 0%

%

WATER & SANITATION

HEALTH

PROTECTION INCLUDING 
GENDER BASED VIOLENCE

FOOD SECURITY 
& LIVELIHOODS

CASH

EDUCATION

SHELTER & 
NON-FOOD ITEMS

DISASTER 
RISK REDUCTION

 80%

 69%

 29%

 29%

 20%

 14%

 9%

 6%

PROJECT ACTIVITIES BY SECTOR 



• 16% strengthened capacity in health centres and 
health staff/response teams. This included health staff 
training, provision of PPE support, IPC kits, medical 
supplies and WASH facilities, and service support. 

• 16% involved the distribution of items such as 
hygiene and dignity kits, PPE, and baby kits to 
households.

• 6% distributed cash and food to vulnerable 
households. Cash distributions in these projects 
were predominantly multi-purpose and unrestricted, 
to ensure vulnerable households could meet their 
immediate basic needs, in particular to procure 
hygiene items to support recommended hygiene 
practices to prevent the spread of COVID-19. For 
instance, Venezuelan refugees in Peru reported 
using the cash to purchase food, accommodation, 
medicines, and education supplies. Money reached 
communities in less than 15 days3. 

• 4% developed capacity of community groups and 
structures.

• 6% supported WASH infrastructure at household 
and community level. At the community level, WASH 
infrastructure was built in central locations such as 
shops and local administration offices, along with 
mobilisation and training of community groups or 
hygiene promoters in support of RCCE efforts. 

• Other activities such as beneficiary selection, 
procurement, post distribution monitoring, feedback 
gathering, case studies comprised the remaining 22% 
of the total activities.

3 COVID-19 PDM report, 2020. Care International, Action Against Hunger, World Vision, SCI
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DETAIL OF ACTIVITIES IMPLEMENTED

AWARENESS RAISING ON COVID-19  22%

IEC MATERIALS  7%

WASH INFRASTRUCTURE (HOUSEHOLD LEVEL)  16%

WASH INFRASTRUCTURE (COMMUNITY AND INSTITUTIONS)  6%

 4%CAPACITY BUILDING OF COMMUNITY GROUPS

 6%CAPACITY BUILDING OF HEALTH STAFF AND RESPONSE TEAMS

 10%

 2%

STRENGTHENING OF HEALTH CLINICS AND ISOLATION CENTERS 

CASH TRANSFER

FOOD

OTHER

 3%

 24%

30%15%
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4.1 AWARENESS RAISING 

As COVID-19 is a new infectious disease, awareness 
raising about its transmission, how to prevent it (including 
hygiene practices), and what to do when experiencing 
symptoms was an essential component of most projects. 
This was important for vulnerable communities with 
limited access to reliable information, especially in 
contexts where rumours and misinformation spread 
rapidly, leading to further stigmatisation, fear, and anxiety. 
At the start of the outbreak, awareness of COVID-19 and 
how to prevent it was often not a priority nor a concern 
for communities, especially, in contexts where relatively 
few cases had been detected4. 

4 Low awareness of COVID-19 or lack of reliable information was reported by various Start Network members, for example during the Learning 
Exchange for Alert CV19-010 South Sudan, for CV19-40 Lebanon and for Alert CV-067 Benin, and in the Alert Note CV19-046 Haiti, CV19-057 Syria, 
CV19-068 Timor-Leste, and CV19-082 Laos.

5 Solidarités International, May 2020. Final Evaluation of Start Fund COVID-19 Project. KAP, PDM and satisfaction surveys.

Public awareness campaign in Haiti carried out by Mercy Corps 
and partners

Members widely recognised the importance of 
awareness raising, but some also highlighted that 
(lasting) behavioural change could be challenging to 

achieve and difficult to measure within the 45-60 day 
Start Fund project timeframe (projects were by default 
45 days in length with the option to extend to 60 days if 
deemed necessary). Evidence suggest that overall, there 
was an increase or change in knowledge and attitude 
among the people reached through awareness activities. 
Specifically, changes in knowledge and attitude were 
observed in identifying COVID-19 signs and symptoms, 
transmission, prevention mechanisms, and awareness 
of actions to undertake when symptoms of the disease 
became apparent. 

Awareness raising activities had to be adapted in many 
contexts, where travel restrictions and lockdowns meant 
that access to communities was limited, or face-to-face 
and/or gatherings were no longer possible. Therefore, 
various projects focused on remote means of awareness 
raising, such as radio, mass text messages, social media 
platforms and mobile applications, loudspeaker systems, 
etc. In contexts where organisations were able to access 
communities, awareness raising took place using 
megaphones, door-to-door sessions, or in much smaller 
groups (in line with safety measures such as wearing PPE 
and remaining at sufficient distance). Across contexts, 
projects also supported or led on the development of IEC 
materials and their distribution.

Following awareness campaigns through radio 
programmes and distribution of hygiene kits, a 
final evaluation study conducted in South Sudan 
by Solidarités International revealed an increase in 
knowledge and awareness compared to the baseline. 
Some 95% of surveyed households knew of at least 
two ways of transmission, where most respondents 
described transmission to be from close contact with 
droplets from an infected person or touching of the 
face with unclean hands. The evaluation also revealed 
increased knowledge of signs and symptoms, with 96% 
of the respondents mentioning 2-3 signs and symptoms 
including fever (98%), and a dry cough (93%). In terms 
of knowledge of prevention mechanisms, handwashing, 
sneezing on to the elbow, and avoiding touching were 
the key ones known among the population. Some 98% 
of the community was able to identify 3-4 prevention 
measures, a significant increase from the 33% at 
baseline. The knowledge of handwashing as a preventive 
behaviour was reported by 100% respondents while 88% 
of respondents could report three or more scenarios 
when handwashing would be critical. Knowledge of what 
to do when symptoms occurred increased from 54% to 
87%. However, despite the overall increase in knowledge, 
it was noted that social distancing was still not known or 
respected in public gatherings/places. 5



Members also reported the challenges of fighting 
widespread rumours and misinformation about COVID-19 
signs and symptoms, means of transmission and ways 
of treatment were a common occurrence in different 
contexts. For example, during the peak of the pandemic 
in Haiti, community members still did not acknowledge 
its presence. Conspiracy theories were widespread; some 
believed that the infectious disease was a government 
invention to manipulate and obtain money from the 
international community while others believed it to be a 
supernatural effect brought on by a Voodoo curse. 6

Concerns were also raised on how COVID-19 control-
related measures (e.g. movement restrictions and 
lockdowns) and their secondary impact (e.g. economic 
stress) have intensified gender-based violence (GBV) 
and other protection issues. 7 8  In response to this, some 
members operating in Laos, Haiti, Peru, and South Sudan 
integrated protection messaging into their awareness 
raising activities. In Myanmar, ActionAid integrated 
protection messaging in their project activities, and as a 
result of their experience with the Start Fund COVID-19 
project, reported intentions to expand this work into 
isolation centres to address this risk. 

15

6 Mercy Corps Report, Start Fund COVID-19 project. Haiti.

7 United Nations Development Programme, “UNDP Brief - Gender-based Violence and COVID-19” (May 2020).

8 Under the Start Fund, an alert was also raised and activated to respond to an increase in gender-based violence faced by women and girls due to 
COVID-19-related restrictions and confinement in El Salvador (April 2020).



4.2 DISTRIBUTION OF GOODS

Promoting hygiene practices was complemented by the 
distribution of hygiene kits and PPE kits to households, 
ensuring adoption of protective behaviour. Often, 
vulnerable households were unable to afford these items, 
would run additional risks to leave their homes to buy 
them, or found it difficult to obtain in local markets due 
to scarcity. Some Start Fund COVID-19 projects also 
included distribution of cleaning supplies, dignity kits for 
women and adolescent girls, baby kits as well as food 
packages. 

Action Against Hunger staff in Afghanistan providing orientation 
before distributing PPE to individuals. 

The majority of distributions included hygiene/sanitary 
packages (soap, bucket with a tap, jerry can), food 
packages, baby packages and/or cash and vouchers 
that aimed at assisting the more vulnerable to meet their 
essential needs. Post-distribution monitoring surveys 
revealed high satisfaction with the distributions and the 
support type delivered. Results show that:

• In Bosnia and Herzegovina, Save the Children 
distributed 1,100 food packages, 1,100 sanitary 
packages and 133 baby packages to 1,100 vulnerable 
households. Overall, it was noted that 88% of surveyed 
respondents were satisfied with the items they 
received and that they would not add to or change the 
items. However, some 20% of respondents indicated 
a need for other items at the time of distribution, 
such as sanitary pads, adequately sized baby diapers, 
additional baby products, and PPE. About 13% 
indicated they would have changed items from the kits 
they received.

• In Burkina Faso, ACTED, Solidarités International, 
Oxfam, and Doctors of the World worked in 
consortium, among others, to deliver hygiene kits 
to enable communities to adopt hygiene practices 
to prevent COVID-19 transmission. Some 7,000 
households were supported with a WASH COVID-19 

16

kit (items included soap, buckets with a tap, and jerry 
cans), reaching approximately 56,900 individuals. Post-
distribution monitoring of these kits across all project 
locations showed high levels of satisfaction with the 
items received, in particular the quality. However, some 
respondents indicated that the quantity of items was 
insufficient based on the size of their household. For 
example, in some project areas, the average household 
size was 12 persons, whereas the kits were usually 
designed for households of 7.

• In Colombia, Humanity & Inclusion (HI) distributed 
cash to 112 Colombian and Venezuelan families 
between May and June 2020. Individuals were selected 
from the municipalities of Maicao and Riohacha based 
on a vulnerability measurement survey and databases 
provided by partner organisation, Pastoral Social. 
Cash transfers were carried out in two rounds and 
in accordance with the guidelines of the Colombian 
government where each family received an amount 
ranging in value from 190,000 to 740,000 Colombian 
Peso according to the vulnerability criteria identified 
by HI. A PDM survey conducted following the cash 
transfer revealed that 96% of the households were 
either satisfied or very satisfied.  When asked about 
cash utilisation, 57% reported to have used the money 
to buy basic food items, 13% used it to pay the rent and 
11% used it for other expenses (mattress for children, 
machine to grind corn, milk and combs for children, 
transportation to the hospital).

• In the Occupied Palestinian Territories (OPT), Islamic 
Relief in collaboration with the Palestinian Federation 
of Industries (PFI) distributed vouchers to 1,304 
households (classified as vulnerable, mostly daily 
labourers who lost their earnings due to the pandemic). 
The support enabled them to purchase food and 
hygiene kit items. A total of 245 Israeli Shekels 
per household was distributed, 193 Israeli Shekels 
allocated for food and 52 Israeli Shekels allocated 
for hygiene. A PDM report following the distribution 
indicated that 96.9% of the households were satisfied. 
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4.3 SUPPORT TO HEALTH CLINICS AND HEALTH STAFF

8 of the 35 Start Fund COVID-19 projects focused on 
strengthening health clinics by providing support to 
health staff in clinics or isolation centres. Support 
included the provision of PPE and IPC kits, medical 
supplies, as well as the prepositioning of isolation units 
or centres.  

• In Libya, International Medical Corps helped to 
maintain essential health services by providing PPE 
for healthcare staff (such as gloves, masks, medical 
goggles, face shields, and quarantine suits/scrubs, 
etc.), training and IPC measures, as well as capacity 
building in seven health facilities in Misrata, Sabha, and 
Tripoli. Some 314 doctors and nurses took part in the 
capacity building activities.    

• In Lebanon, a consortium of Relief International, 
Action Against Hunger, Doctors of the World, 
Solidarités International, and Première Urgence 
Internationale supported the prepositioning of isolation 
centres with PPE for medical staff and other essential 
supplies. Additional health and WASH activities will 
be provided if, and once, the isolation centres are 
activated. IPC kits were also prepositioned for any 
families whose members would be admitted to the 
isolation centre.

• In Yemen, Islamic Relief supported the only hospital 
in the Al-Shaiyteen district in Taiz Governorate with 
PPE which included: 2,700 medical/surgical masks, 
400 respirators, 220 single use face shields, 12,000 
examination gloves, 500 heavy duty gloves, 100 boots/
closed work shoes, 5,000 shoe covers, 5,000 single use 
plastic aprons, and 1,994 surgical isolation gowns. A 
variety of essential medicines and medical supplies/
equipment was procured and delivered to the hospital 
for management of mild and moderate COVID-19 
cases in the targeted hospital. In addition, a total of 
43 frontline health care workers and support staff 
were given monthly incentives for the whole project 
period, while 25 other healthcare workers (general 
practitioners and nurses) and support staff from the 
hospital received IPC and case management training. 
Around 119 affected people received hygiene kits 
while 6,500 received IEC material in the catchment 
population.   

Trócaire and partners provided clean water to IDPs 
in Dolow, Somalia.
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05 
LEARNING FROM START FUND COVID-19 PROJECTS

The COVID-19 pandemic presented humanitarian actors 
with new challenges to reach affected communities with 
timely, appropriate, relevant, and accountable responses. 
This section of the report aims to explore trends across 
Start Fund COVID-19 projects, focusing in particular on 
how projects supported vulnerable communities, filled 
the gaps in national responses and adapted ways of 
working. Concerns over the ongoing secondary impact of 
the pandemic are also discussed.

5.1 SUPPORTING VULNERABLE COMMUNITIES

Start Fund COVID-19 enabled members to support a 
range of vulnerable groups. These groups are often at 
higher risk of contracting the disease and are likely to feel 
greater effects of COVID-19 due to other health-related 
implications, or by the economic and social instabilities 
that the pandemic causes (See Section 5.3).

Projects predominantly focused on supporting 
vulnerable groups such as Internally Displaced People 
(IDPs), migrants and refugees, or other marginalised 
communities. In many contexts, these groups were often 
not covered by national, governmental responses and 
relied on humanitarian actors for support, leaving them at 
greater risk. In addition to these groups, other vulnerable 
members of society such as older people, people 
with disabilities or chronic illnesses, female-headed 
households, and households with children under the age 
of five were the focus of many projects. Supporting these 
groups helped to prevent further transmission within 
many areas.

• In North West Syria, local NGO, luslararasi Insani 
Yardimlaşma Derneği (IYD), supported IDPs, in 
particular those in unregistered camps, those 
recently displaced, female-headed households, and 
older people. These doubly vulnerable groups were 
particularly at risk of COVID-19 due to poor living 
conditions with insufficient access to WASH facilities, 
a lack of access to medical facilities, and greater food 
insecurity. The Syria Expatriate Medical Association 
(SEMA) specifically targeted older people, with 
hygiene kits, awareness raising, creating supportive 
environments for them, and specific training of medical 
staff on how to support older patients.

• In Bosnia and Herzegovina, national level funding 
for the COVID-19 response was used to strengthen 
testing capacity and health facilities, whereas local 
health ministries were responsible for community 
level responses. However, vulnerable groups were 
not prioritised at this level. The COVID-19 restrictions 
increased the vulnerability of these groups, for 
example, isolated older people were only allowed to 
leave their houses at very restricted times and the 
social services that they are often reliant upon were 
no longer available. In addition, migrants and refugees 
not residing in formal government accommodation 
were not supported. These very groups, as well as 
Roma communities, did not have sufficient financial 
means to buy hygiene items and lived in overcrowded 
settings, increasing the chances of contracting 
COVID-19. Catholic Relief Services and local partner, 
Merhamet, International Rescue Committee and local 
partner Fresh Food Response, and Save the Children, 
all collaborated with municipalities, social welfare 
centres, and local NGOs to support these vulnerable 
groups with food packages, hygiene items, and reliable 
information about COVID-19. The success of these 
interventions was reported by a member’s staff: “this 
population does not usually receive support, they 
expressed so much satisfaction that someone cared.” 9

• In Sudan, Save the Children International and Mercy 
Corps supported migrant communities in Khartoum 
State with hygiene kits, PPE, and cash transfers. The 
majority of COVID-19 cases have been registered in 
Khartoum.10 Many migrants lost their livelihoods as 
measures to prevent the spread of COVID-19 led to 
the closure of many businesses in the informal sector, 
making it increasingly difficult to cover expenses such 
as rent, electricity, and basic needs. They were at 
additional risk due to crowded settlements and lack 
of access to social services and information. Most 
actors were working outside of Khartoum and in camp 
settings, but migrant communities in Khartoum, in 
particular Al Deyoum area, had not received support.

• In Colombia, HelpAge, Humanity & Inclusion, and their 
partners11 specifically supported households with older 
members and people with disabilities from migrant 
and host communities. Older people in the target area 
already faced significant challenges meeting basic 

9  Learning Exchange for Start Fund COVID-19 Alert CV19-062 Bosnia and Herzegovina (June 2020).

10 UNOCHA, “Sudan Situation Report - 23 July 2020”.



needs in January 2020 where for example, 78% did 
not have access to clean water, and the majority were 
unable to access sanitation facilities.12 Moreover, 
people with disabilities were less likely to access 
information about prevention and protection, may no 
longer be able to access services they depend on due 
to COVID-19 restrictions, and faced additional barriers 
to meet their needs. 

Start Fund COVID-19 projects also supported 
geographically remote communities, as well as 
communities in border areas, which were more exposed 
to imported cases due to porous border crossings. 
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11  Solidarités International, La Guajira Caritas Colombian Office (Secretariado de Pastoral Social); Entre Dos Tierras and Red Humanitaria.

12 HelpAge, “Rapid Needs Assessment of older people: La Guarija, Colombia” (January-May 2020).

Distributions by Catholic Relief Services to vulnerable community 
members in Bosnia and Herzegovina.

The consortium consisting of Oxfam, Care International, 
Mercy Corps, Catholic Relief Services, Plan International, 
and World Vision supported urban and peri-urban 
communities in Timor-Leste along the border with 
Indonesia. Another project was implemented by Trócaire 
in Somalia’s Gedo region bordering Kenya and Ethiopia, 
and Catholic Relief Services and local partner Caritas 
Bouar assisted 11 communities in the Central African 
Republic, near its border with Cameroon. In these  
instances, preventing community-based transmissions 
originating from imported cases in border areas was 
required to help minimise further spread. 

It is important to note that some Start Network members 
found targeting in the context of COVID-19 to be more 
challenging than usual. Some members faced practical 
challenges in terms of restricted access to communities 
and conducting participatory processes to identify the 
most vulnerable households. Members worked around 
this by switching to remote approaches or by working 
closely with community leaders (see Section 5.5). Others 
indicated that people in communities felt affected and 
worried by COVID-19, making the targeting process 
very sensitive (e.g. Start Fund COVID-19 project in 
Burkina Faso). In other contexts, the needs significantly 
increased. For example, Oxfam mentioned that during 
the project in Benin, the number of people in need of 
assistance at least doubled. Members underlined the 
importance of a well-designed selection criteria and 
processes, as well as strong communication with 
communities. The most recommended approach of 
defining and implementing selection criteria was to 
work closely with local authorities and leaders. Involving 
local leaders helped to spread awareness of the project 
objectives, identify the most vulnerable households, and 
link the community with implementing partners.
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5.2 UNDERFUNDED ASPECTS OF NATIONAL RESPONSES

Across many contexts, national COVID-19 preparedness 
and response plans were underfunded.13 Start Fund 
COVID-19 projects were able to support critical aspects 
of national responses for which significant funding gaps 
existed. These gaps in preparedness and response plans 
often overlapped with gaps in support to vulnerable 
communities. In other contexts, projects were a 
continuation of humanitarian support that members 
had been providing to vulnerable communities but 
required additional funding to meet the new needs 
arising due to COVID-19.

• In Lebanon, the Start Fund COVID-19 consortium 
specifically supported the prepositioning of isolation 
centres for refugees. The Lebanese government’s 
strategy for COVID-19 mitigation specifically targeted 
Lebanese citizens, asking non-governmental 
organisations and the international community to be 
responsible for the treatment of refugees. There was 
also a significant funding gap for the prepositioning of 
isolation centres.

• In Afghanistan, limited funding meant the Ministry of 
Public Health had to prioritise resources for isolation 
centres in provincial capitals, leaving community 
sensitisation and training for community health 
workers underfunded. Islamic Relief, Christian Aid, and 
the Organisation for Coordination and Humanitarian 
Relief implemented a project in two districts of 
Nangarhar province that specifically focused on 
awareness raising at the community level and provided 
PPE to frontline health workers. IDPs and returnees 
from Pakistan living in informal or semi-permanent 
settlements were especially vulnerable. Some 70% 
of respondents to a rapid needs assessment did not 
know preventative measures for COVID-19, while 
80% did not have essential items to adopt hygiene 
practices.14

• In Thailand, Save the Children, ACTED, Humanity & 
Inclusion, and their local partners15 provided support to 
refugees in camps along the Thailand-Myanmar border 
that were not covered by Thai governmental response. 
Moreover, the imposed lockdown prevented movement 
into, and out of the camps, severely limiting access to 
hygiene items to support essential hygiene practices 
and information that could help prevent the spread.

• In Haiti, Mercy Corps, Catholic Relief Services, 
Christian Aid and Humanity & Inclusion, in partnership 

with Viamo, focused on the underfunded aspect of the 
national COVID-19 contingency and response plan: 
behaviour change communication and community 
mobilisation. The project aimed to share messages 
that promote context-appropriate, inclusive self-care 
behaviours, protective measures, as well as tackling 
stigma, discrimination and violence against women 
and girls, people suffering from the virus, and other 
high-risk groups. Their approach complemented that 
of the national government, by focusing on vulnerable 
populations and stigmatisation.

• In Laos, the risk communication aspect of the 
national response focused mainly on communities 
that spoke Lao, making it very challenging for more 
remote, ethnic minority communities that speak 
other languages to access reliable information 
about COVID-19. In addition, due to government 
restrictions, staff could no longer regularly access 
communities to share information. Care International 
and Plan International therefore complemented the 
government’s efforts, by focusing on RCCE for these 
communities. They translated standardised COVID-19 
key messages into six different languages and created 
audio messages that could be broadcast on the radio 
and community loudspeaker systems.

In learning exchanges, members reflected on the 
timeliness of the Start Fund COVID-19 funding. Many 
members indicated that the fund had allowed them 
to quickly respond with activities that were critical 
to prevent or mitigate the spread of the infectious 

13  This was raised in various Alert notes, including for CV19-003 Libya, CV19-010 South Sudan, CV19-027 Burkina Faso, CV19-047 Haiti, CV19-089 
Afghanistan, CV19-091 Somalia.

14  Alert CV19-89 - Islamic Relief Worldwide project proposal ‘COVID-19 Humanitarian Response for IDPs, Returnees and Host Communities in 
Nangarhar province in Afghanistan’ (June 2020).

15 Adventist Development and Relief Agency (ADRA) Thailand and Karen Refugee Committee Education Entity (KRCEE).

Hygiene kits distributed by Save the Children and partners to refugees 
in camps along the Thailand-Myanmar border.



disease during a window of opportunity that was rapidly 
closing. Whereas Start Network members indicated that 
institutional donors were relatively slow in making new 
COVID-19 dedicated funding available or agreeing to 
adaptations in existing programming and budgets, the 
Start Fund COVID-19’s flexibility helped them adapt as 
the crisis developed; and in some cases helped bridge 
the period during which changes to existing programmes 
with donors were discussed and agreed. 

In some contexts, Start Fund COVID-19 projects also 
helped members leverage new funding, based on their 
now existing experience of implementing a COVID-19 
response. Subsequently, several members continued the 
responses started with Start Fund COVID-19 with newly 
acquired funding. As per the final reports, 74% of the 
projects (26 projects) had leveraged resources from other 
sources to respond to the impact of the pandemic on 
communities. A total of £16,595,968 in additional funding 
has been confirmed from various donors, the most 
common sources being ECHO, USAID, DFAT, UNHCR, 
UNICEF, OCHA, and internal emergency funds. In addition, 
a total of £6,880,218 for COVID-19 response activities 
was likely to be secured as it was either at the application 
stage or pending donor decision and approval. 

5.3 USE OF INNOVATIVE APPROACHES AND INITIATIVES 

Projects tested different innovative approaches and 
initiatives to overcome the unique challenges they faced 
while responding to the pandemic in different contexts. 
Members seem to have an increased appetite to adopt 
different technological solutions to overcome the 
challenges mainly due to lockdown and restriction of 
movement. Notable examples in this regard are:  

• In Haiti, Mercy Corps, Catholic Relief Services, 
Christian Aid and Humanity & Inclusion worked 
together with Viamo to establish a platform that could 
share information, through text messages and a 
hotline with interactive voice-response functions. The 
hotline received 17,500 calls throughout the project 
period, and the platform delivered 2,250,000 text 
messages and 77,500 automated voice calls. The most 
popular categories of information accessed by callers 
were ‘how to treat COVID-19’, ‘who to contact if you 
have a suspected case’, and ‘how to prevent COVID-19’, 
followed by information for children and information 
related to gender-based violence.  In addition, 1,692 
callers answered 28,6000 myth-busting questions 
about COVID-19 developed based on existing rumours. 

• In Myanmar, ActionAid teamed up with Koe Koe Tech, 
a Myanmar-based technology company to disseminate 
COVID-19 and GBV messaging in ethnic minority 
languages. They did so through the online MayMay 
maternal healthcare app and social media applications, 
such Facebook, Viber, and messenger chatbots. The 
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MayMay app has 25,000 subscribers in Karen State, 
where the project was implemented.

• Implementing agencies used innovative mechanisms 
to track rumour and misinformation, and implemented 
awareness raising around specific rumours. In this 
regard, Christian Aid in Myanmar used a digital tool 
called COMPASS to record and analyse rumours. 
While ACTED in Burkina Faso integrated triage and 
investigation of rumours into its activities that helped 
to identify contacts and suspicious cases while 
addressing misinformation.

Behavioural change messages created by Viamo for Christian Aid 
and partners in Haiti.  Translation: ‘Staying home can make you feel 
bored, stressed or depressed. You may even be angry with yourself. It’s 
normal. Here are some things you can do: Take a few minutes each day 
to breathe. Listen to music’



5.4 COORDINATION AND COLLABORATION

From the outset, Start Fund COVID-19 encouraged 
members to coordinate alert and proposal development 
with other national and local partners. Coordination 
and collaboration in the context of COVID-19 has taken 
different forms. 

• 18 Start Network Members funded as lead agencies
•  12 consortium projects (out of 35 projects)
•  9 projects sub-granted to local and national partners      
   (19 sub-granted local and national partners in total)
•  3 projects sub-granted to non-Start Network INGOs

Most of the funding, £3,392,388 (69% of the total 
funding) was channelled to international organisations 
that implemented the project alone or with another 
international organisation. Some 31% of the funding 
(£1,552,747) was channelled to an international member 
that implemented projects with a local or national 
implementing partner. While the role played by local 
partners in the COVID-19 projects is encouraging, more 
effort is needed to ensure partners can access direct 
funding from Start Fund COVID-19 in the next phases or 
any subsequent future call for alerts.

COORDINATION

Many Start Network members reported coordination 
with government agencies and departments, as well 
as United Nations agencies, including WHO. Some 
members emphasised the importance of reinforcing the 
work of national governments, in particular regarding 
RCCE activities. For example, in Haiti and Laos, the 
reach of existing government COVID-19 messages was 
significantly amplified through Start Fund COVID-19 
projects, by ensuring these messages or information 
sharing approaches were tailored to the needs of 
specific vulnerable groups. In Myanmar, Christian 
Aid and ActionAid’s project supported government 
mandated quarantine approach with PPE, disinfectant, 
water tanks, and handwashing stations. In Chad, 
Solidarités International, Action Against Hunger, and 
Care International coordinated with OCHA and local 
health authorities to operationalise the national response 
plan and worked in an area with relatively few other 
actors. Members have expressed the need for stronger 
coordination with UN agencies, health, and WASH actors 
in each country. 

Start Network members also coordinated through the 
cluster systems, which helped to avoid duplication. For 
example, in Burkina Faso, ACTED coordinated with the 
Health cluster to identify which health centres should 
be supported with equipment and capacity building. 
In some of the centres, ACTED and partners provided 

the IPC kits, which was complemented with training on 
how to use the kits carried out by other health actors 
(other health-focused NGOs or the regional authorities 
of the health department). In South Sudan, project lead 
Solidarités International was the only WASH actor in 
their implementation area. They therefore led the WASH 
cluster and coordinated closely with the Ministry of 
Health. 

On the other hand, some Start Network members 
experienced challenges in coordination. In contexts 
where the cluster system was not activated, coordination 
across organisations, other than those collaborating 
on the Start Fund COVID-19 project, was more difficult 
(e.g. the streamlining of hygiene items). COVID-19 also 
caused significant uncertainty, which meant that in some 
contexts, actors were not always able to meet their 
commitments (e.g. due to a delay in funding, challenges 
procuring items) which meant Start Network members 
had to be flexible. Other reported challenges included 
the difficulty in dealing with many different layers of 
government authorities or duplication of interventions.  
Members therefore recommended the strengthening of 
coordination in this regard.

COLLABORATION

With respect to consortium projects, members were 
generally positive and believed their work in consortia 
had been beneficial, either because it led to greater 
coverage, to stronger advocacy efforts, or to the building 
of foundations for future collaboration.

• In Lebanon, the Start Fund COVID-19 project brought 
together the consortium partners for the first time. 
A consortium member stated that “Working in this 
consortium has been really helpful. In different regions 
of Lebanon, the UN agencies function differently, so 
we have learned a lot from one another. Being in the 
consortium also gave us a position of strength when 
speaking to UN agencies, being able to offer WASH 
and Health support together at isolation centres”.16 
The consortium partners did not consider the project 
to be a ‘one-off’ and planned to work together again 
on a new 6-month project, building on the Start Fund 
COVID-19 project.

• In Peru, the consortium of Save the Children, Action 
Against Hunger, Care International, and World Vision 
considered their collaboration to be successful and 
built on previous experiences working together in the 
implementation area. In addition to regular online 
communication and coordination, the partners also 
established a shared database to avoid duplication in 
their assistance to communities.
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16  This  Mid-Point Check-In for Start Fund COVID-19 project ‘Integrated Health and WASH to reduce COVID-19 impact in overcrowded settings 
(IHWO)‘ in Lebanon (May 2020). 



• In Timor-Leste, consortium members were able to 
complement one another geographically, covering a 
significant number of communities without duplication, 
and delivered shared activities without major 
challenges. Their collaboration started at the alert 
stage and “the approach that each agency brought 
right from the beginning [...] was practical, focused and 
specific”.17

• In Colombia, the Start Fund COVID-19 project 
implemented by HelpAge, Humanity & Inclusion, 
and Solidarités International also brought together 
agencies that had not officially worked together before 
in this context. With often overlapping target groups, 
HelpAge and Humanity & Inclusion began exploring 
how to collaborate in the future. Collectively, they were 
also able to raise awareness about the needs of older 
people and those with disabilities in the Inter-Agency 
Mixed Migration Flows group (GIFMM). 

Start Network members implementing COVID-19 
projects also reported that collaboration with local 
partners was essential. COVID-19-related lockdowns and 
travel restrictions meant that a pre-existing presence 
in communities was even more important than usual 
and helped ensure timely responses. Local partners 
also know communities and their context well; this 
understanding and their existing networks helped to 
identify households most in need of support and deliver 
effective RCCE. Various projects reinforced ongoing work 
of local partners that were already responding 
to COVID-19. 

• Catholic Relief Services and Merhamet in Bosnia 
and Herzegovina coordinated and worked closely 
with working groups in each municipality, made up 
of representatives of the local municipalities and 
local organisations. These actors played a key role in 
identifying vulnerable older people in need of support 
within the targeted communities and helped deliver the 
food packages and hygiene items door-to-door. 

• In Chad, Solidarités International, Action Against 
Hunger, and Care International collaborated with 
community health workers and a local women’s 
organisation called ‘Damadji Platform Association’ 
to ensure awareness raising. The members indicated 
that these groups added great value: they are familiar 
with the area, speak the local languages, and know 
the culture. In addition, the women’s organisation has 
a wide network of influential women, who were much 
better placed to encourage behavioural change.

• Oxfam and Ma’an Development Centre, who 
implemented a Start Fund COVID-19 project in OPT, 
also worked closely with local organisations to 
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17  Learning Exchange for ‘Timor-Leste COVID-19 Response’ (June 2020).

identify female-led businesses and households most 
in need of cash support to maintain their livelihoods. 
These included local organisations that Oxfam both 
had and had not previously worked with. All of the 
local organisations worked in the same sectors 
and supported similar vulnerable groups as those 
supported by the Start Fund COVID-19 project. 

• In Myanmar, Christian Aid and ActionAid aimed 
to leverage the expertise and presence of local 
organisations. This was achieved by giving resources 
to local health partners who already had ongoing 
health programming in the target area, and by 
collaborating with a local group focused on people 
with disabilities and with a local technology company 
to develop online content about COVID-19.

Apart from the coordination and collaboration between 
agencies, members mentioned that strong collaboration 
between agencies and various community structures 
was key for the successful implementation of projects 
such as the COVID-19 response. Engaging and orienting 
community or faith leaders or groups, in particular 
women, was found to be essential in increasing the 
efficacy and reach of information as it is shared through 
existing and trusted channels. The local communities 
have the most up to date and relevant information about 
targeted populations and implementing organisations. 
As a result, it is imperative that existing community 
structures are included in the decision-making processes. 
Considering this experience gained, the positive impact 
would be twofold: it would build the capacity of local 
resources in response to current and future crisis, and 
could widen and diversify the reach in crisis situations. 

In addition, it is recommended to have pre-established 
relationships with local organisations. With the time limit 
of the intervention, coordination with the community will 
be better facilitated with pre-established relationships. In 
any given crisis, pre-existing experience and coordinated 
activities are a key determinant of the success of an 
intervention. As a preparedness measure, there should be 
the involvement of a sufficient number of actors, ideally 
with a mix of private organisations, NGOs and public 
entities. In addition, maintaining engagement with local 
communities on a long-term basis enables the building of 
trust that will extend past the project implementation phase.

5.5 ADAPTING WAYS OF WORKING 

COVID-19 has led to a wide range of measures affecting 
project implementation in many countries, including 
lockdowns, curfews, and significant restrictions to 
movement and gatherings. In some locations, Start 
Network members were fully affected by lockdowns, 
whereas in others, humanitarian organisations received 



special exemptions in order to continue delivering 
humanitarian assistance. This has been accompanied by 
high levels of uncertainty and constant change, making 
planning and response even more challenging. As a 
result, members had to adapt their ways of working in 
various ways and above all have had to be more flexible 
to ensure affected communities could be reached.  

LARGE-SCALE PROJECT ACTIVITIES

Many members indicated they had to significantly 
change their approach to large-scale activities such as 
distributions, community gatherings, and even training 
sessions, because of the aforementioned restrictions and 
additional measures to keep communities and staff safe 
(e.g. maintaining sufficient distance and wearing PPE). 
This often required breaking up activities into smaller-
sized ones, resulting in the need for more time and/or 
significantly more resources. 

• In Burkina Faso, the government put in place 
restrictions allowing only 50 people to gather at one 
time. In order to deliver 9,000 WASH kits within the 
project timeframe, ACTED, Solidarités International, 
Oxfam, and Doctors of the World identified an 
additional site for distribution and created two 
distribution slots per day to ensure that people 
attending the first distribution had already left when 
the second group arrived. This allowed for two 
distributions per day in each location so the team 
could reach 200 people per day.

• In South Sudan, government restrictions on 
gatherings meant that distributions from Solidarités 
International and CAFOD had to be spread out over 
approximately 20 days, instead of the usual three. 
To minimise risks, the implementing partners also 
organised distributions in one neighbourhood at a 
time, instead of bringing together people from multiple 
neighbourhoods. In addition, handwashing stations 
were established at distribution sites and hygiene 
promotion was conducted door-to-door rather than 
through gatherings. 

• In Syria, Uluslararası Insani Yardımlaşma Derneği 
(IYD) organised hygiene promotion sessions with 
only 12 people at a time and with sufficient distance 
between each participant, in line with the WASH 
cluster guidelines. All items used during the hygiene 
promotions were also cleaned with disinfectant. 

• In Timor-Leste, due to government restrictions, 
implementing partners were unable to organise 
community meetings to identify those in need of 
distributions. They had to rely on community leaders 
instead to gather information on the most vulnerable 
households and triangulate this information with their 
own pre-existing knowledge and that of their local 
partners.

• In Libya, International Medical Corps conducted 
training for health clinic staff in smaller groups to 
ensure sufficient distance could be maintained 
between participants. They mobilised additional 
medical coordinators to ensure extra trainings were 
completed in time.

Smaller scale and socially distanced distributions carried out by 
Catholic Relief Services in Central African Republic. 

REMOTE MEANS OF IMPLEMENTATION

In many contexts, members switched to remote means of 
implementation for their project activities, or to a mix of 
both direct and remote approaches. 

• In OPT, the cash transfer programme by Oxfam and 
Ma’an Development Centre had to verify and select 
targeted populations by phone. Oxfam indicated 
that adapting this process to remote means was 
only possible due to its pre-existing relationship with 
communities from which individuals were being 
selected. The communities’ trust in them and their 
work helped ensure this process did not create tension. 

• In Colombia, Start Fund COVID-19 implementing 
partners were forced to provide mental health services 
via phone calls. Implementing partners Humanity 
& Inclusion and HelpAge report that this had been 
challenging given that vulnerable groups are less likely 
to have phone access. Staff from both organisations 
collaborated closely to ensure that those staff still 
visiting communities could help put individuals in 
touch with staff providing remote mental health 
services. The team indicated that having identified 
participants prior to lockdown had made a significant 
difference to ensure mental health services could be 
provided without much disruption. 

• In Peru, implementing agencies had to consider how 
best to deliver their cash transfer programme. As the 
team could not access communities directly, digital 
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cash transfers were used. For this, the consortium 
of agencies in Peru partnered with a national bank 
to deliver aid faster and more efficiently. This was 
the first time that remote cash transfers had been 
undertaken by these agencies.

As described above, the role of local partners with 
existing presence in communities has been critical, as 
has the role of volunteers in communities. 

• In Burkina Faso, travel restrictions between project 
locations and Ouagadougou were put in place, making 
it difficult for staff to travel. This also caused increased 
security risks, as it limited the ability of partners to 
evacuate staff from project locations in case of an 
emergency/security incidents. To work around these 
restrictions, those staff who would normally split 
their time (50-50) between project locations and 
Ouagadougou were assigned to project locations on 
a full-time basis, to avoid any traveling and ensure full 
capacity in project locations to support the 
COVID-19 response.

• In the Central African Republic, Catholic Relief 
Services tried to limit the number of trips made to 
project locations by planning well in advance and 
combining multiple objectives into one trip.

With lockdowns in place and offices closed, any face-to-
face meetings that programme teams would normally 
organise to develop and plan for their project activities, 
were now done remotely. This was often problematic 
due to poor internet connectivity and the fact that 
coordination over the phone often took much longer. 
However, some members were also positive about the 
opportunities this had offered.

• In Chad, many offices of partners and local 
organisations had to close, which hampered 
coordination and made meetings very difficult. 
Unstable internet connectivity also made online 
meetings challenging, especially with teams in more 
remote areas.

• In OPT, Oxfam worked with a company to design 
awareness raising materials. Usually, these meetings 
and brainstorm sessions would be carried out during 
in-person meetings. The project team was worried this 
might affect the final product, however the materials 
produced were still creative and of high quality. The 
team subsequently considered adopting this way of 
working for the future.

• In Haiti, Mercy Corps and partners had to develop 
key messages for their different target groups. These 
sessions with stakeholders occurred online, which was 
sometimes challenging due to internet connection. 
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ADAPTATION OF ACTIVITIES

Due to specific contextual factors, activities were 
implemented in unprecedentedly different manners 
than initially planned across projects. 
To mention a few: 

• In Lebanon, Relief International’s approach shifted 
from emergency response to preparedness due to the 
context. Initially planned activities such as distribution 
of PPE to medical workers, provision of IPC kits to 
hospitals, provision of mental health and psychosocial 
support (MHPSS) support, and prescription of 
psychotropic medications to people diagnosed with 
mental health conditions were not all accomplished 
since there were no reported cases during the project 
period. The project therefore, shifted to procurement of 
items to strengthen preparedness. 

• In Syria, HelpAge’s approach to mass communication 
with radio was replaced by channelling information 
through WhatsApp groups for men and women 
between the ages of 18 to 50. Questions and queries 
from the community were also received and responded 
to via these groups.

• In Bosnia and Herzegovina, the International Rescue 
Committee team received feedback from the targeted 
population and adapted activities in various ways. 
While distributing food, the team increased quantities 
of non-durable food items and reduced bread quantity 
based on feedback. Due to Ramadan, the distribution 
time was also changed in a way that was more 
convenient for community members to collect 
their items.  

• In Yemen, War Child distributed masks, hand 
sanitisers, and gloves to health workers as a 
precautionary measure, which was not initially 
considered.



PROCUREMENT

Many members faced significant challenges procuring 
hygiene items, PPE, IPC, and other relevant materials. 
In many contexts, procurement took much longer than 
expected (especially when items had to be imported), 
prices increased or fluctuated significantly, and procuring 
in bulk was not always possible due to high demand. In 
addition, transportation of items was often complicated 
due to travel restrictions within countries and delays 
in permits (e.g. due to mandatory COVID-19 testing of 
drivers in order to receive travel permission). 

Some Start Network members were able to avoid or 
overcome these challenges. In Sudan and South Sudan, 
local procurement of hygiene items helped members 
avoid restrictions on inter-state travel. In Timor-Leste, 
members had anticipated that local procurement 
would be difficult and had budgeted for additional 
transportation costs. Agencies implementing in Syria 
worked with local suppliers, which had been identified 
before the start of the project, in order to procure items 
that could no longer be imported from Turkey. Other 
members, such as Oxfam in OPT and Save the Children 
in Bosnia and Herzegovina, indicated that framework 
agreements had made procurement easier and faster. 
In Chad, the implementing members advocated with the 
government to obtain travel permits for the transport of 
PPE kits. In general, members recommended starting 
procurement processes as early as possible.

In some locations, prices of items and services started 
to fall during the project. In Laos, costs for PPE were 
high at the start of the project, but due to a later drop 
in price, members were able to procure additional PPE 
and support more health clinics than anticipated. In 
Colombia, the government removed taxes on hygiene 
items, allowing implementing members to save costs on 
hygiene kits and use these savings to expand their food 
security and livelihoods support.

5.6 ADAPTING MONITORING AND ACCOUNTABILITY 
ACTIVITIES

Monitoring and accountability strategies were also 
adapted in different ways, depending on the level of 
restrictions in place and the possibilities to switch to 
remote means. For some members, this meant no 
access to communities at all and the need to switch to 
remote means entirely. For others, a balance between 
remote and face-to-face options were possible while for 
some, in-person options remained the norm. Various 
members acknowledged that remote methods have clear 
limitations, especially when working with communities 
with limited access to phone networks and internet 
connection.

MONITORING

With respect to monitoring, many members opted to use 
phone-based approaches to gather data. Project teams 
increasingly engaged with community-based volunteers 
who supported data collection and shared findings.

• In Peru, all of the monitoring for cash distributions 
were conducted with online surveys, using KoBo 
Toolbox, where links were shared with all targeted 
households. Surveys included questions on 
satisfaction with the support received, how the cash 
was used, the current situation of the households, and 
requests for any feedback or concerns. All consortium 
members used the same survey to streamline the data 
being collected.

• In the Central African Republic, local volunteers or 
‘animators’ who raised awareness about COVID-19, 
were also trained on collecting data for their activities 
as project staff were unable to frequently travel 
to project sites. A few of the local animators were 
appointed as focal points and collated and shared data 
with the project team.

• In Yemen, the Islamic Relief team faced significant 
challenges accessing the hospital to which the project 
was providing support. As such, local volunteers 
collected data and feedback for the project, relying 
largely on data collected via phone.

• In Burkina Faso, implementing agencies initially 
considered carrying out PDM over the phone. However, 
as the project progressed, travel restrictions eased. 
The team therefore went ahead with an in-person PDM 
using protection measures such as wearing PPE and 
maintaining sufficient distance. 
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Generally, feedback and complaint channels shifted to 
remote options to minimise interaction with communities 
and risk of transmission. Phone lines, email, and social 
media were established and promoted to share feedback 
and complaints with members. As per final project 
reports, 74% of projects used phone lines, 49% asked 
target populations to talk directly to staff, and 37% held 
group meetings as the major means of feedback and 
complaint. A range of projects also utilised SMS/Text/IVR 
Services, suggestion boxes, exit surveys, and helpdesks 
as feedback and complaint mechanisms. Members also 
made use of PDMs to actively gather feedback from the 
communities they supported. Where in-person interaction 
was possible, protective measures were implemented. 
Various projects also worked with community-based 
volunteers who helped gather feedback in-person that 
was then shared with project teams via phone.

• The hotline platform operated by Viamo in support 
of RCCE, as part of the Start Fund COVID-19 project 
in Haiti, not only helped share information, but also 
allowed callers to share feedback about the key 
messages they received. The platform also allowed for 
easy analysis of feedback to feed into the design of 
messages.

• In South Sudan, implementing members put in place 
feedback desks and feedback boxes at distributions, 
whilst ensuring physical distancing and enforcing 
mandatory handwashing at the site. Regularly received 
feedback and how these were addressed were shared 
during radio programmes that were broadcasted by 
Catholic Radio Network, one of the implementing 

partners. 

• In Bosnia and Herzegovina, implementing agencies 
relied on remote feedback channels such as phone 
lines and a dedicated email address. Catholic Relief 
Services specifically targeted older people with food 
support and ensured each food package had a paper-
based feedback survey.  

• In Laos, Care International and Plan International had 
very limited access to remote communities, which 
the project intended to reach. They switched their 
satisfaction surveys to remote ones over the phone 
to be able to gather feedback on the information 
materials they developed and broadcasted. The 
members also stayed in touch with community 
volunteers who would informally gather feedback. 

Organisations’ limited ability to engage with communities 
may have impacted information-sharing about the 
available feedback and complaint mechanisms. In 
various PDM reports, data showed that levels of 
awareness of the right to share feedback and complaints, 
and of available feedback and complaints channels, 
varied significantly across contexts but were generally 
relatively low. This ranged from 2% to 95%. 

Information-sharing is an essential component of 
being accountable to affected populations, in particular 
information related to feedback and complaints. 
Gaps in awareness of the right to share feedback and 
complaints can ultimately hinder identification of areas 
for improvement and serious concerns.
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5.7 SECONDARY IMPACT OF COVID-19

Major concerns exist about the secondary impact of 
COVID-19, in particular for those communities that were 
already vulnerable prior to the pandemic. Restrictions 
on movement and on public life, including the closing of 
businesses, shops and markets, have had far-reaching 
consequences, particularly for food security and 
livelihoods. These consequences were already visible 
when projects were implemented in April and May and 
members expect these to be further exacerbated in the 
coming months. 

• In Timor-Leste, Oxfam and implementing partners 
received feedback from communities that indicated 
that food security was becoming a major problem. A 
number of agencies in Timor-Leste commissioned a 
Rapid Food Security Assessment18, which gathered 
information on the effects of COVID-19 restrictions as 
well as recent agricultural shocks on rural households 
throughout Timor-Leste. The assessment uncovered 
that “81% of surveyed households reported the 
restrictions around COVID-19 had affected their food/
income sources; for 75% of households, more than one 
food/income source had been affected.” In addition, 
“household savings and food stocks are limited: 
64% of households have two months or less of food 
stored, including 18% who have no food stored. 58% of 
households rate their food storage levels as less than 
this time in a typical year.” Members are concerned 
that the COVID-19 response may lead to less attention 
to other pre-existing problems around malnutrition and 
maternal health. 

• In Colombia, the implementing partners19 supported 
caminantes, a term that refers to Venezuelan migrants 
who have migrated by foot to other countries in South 
America. In Colombia, Venezuelan migrants who had 
once walked from Venezuela to Colombia, decided 
to return on foot to Venezuela, because they had 
lost their sources of income in Colombia and were 
evicted from their homes when unable to pay rent. At 
the same time, members were also observing more 
caminantes coming into Colombia. The informal 
sector had been severely affected by the COVID-19 
lockdown, with many small businesses closed and 
street vending prohibited. One of the ways in which the 
organisations supported caminantes was by providing 
food packages for their journey. However, they noticed 
that the caminantes experienced such food insecurity, 
that rationing the food package was impossible, 
and additional hot food meals were provided to 
meet immediate food security needs. In addition, as 

18  USAID, Australian Aid, Mercy Corps, Oxfam, Adra, Catholic Relief Services, Tomak and World Vision International, “Rapid Food Security 
Assessment 2020: Full report - Timor Leste” (June 2020); 1,217 participants took part in the survey, from all 13 municipalities in Timor-Leste. 

19 HelpAge, Humanity & Inclusion, Solidarités International, La Guajira Caritas Colombian Office (Secretariado de Pastoral Social); Entre Dos Tierras 
and Red Humanitaria.

the COVID-19 project continued, even members of 
settled communities along the route (including both 
Venezuelans and Colombians) were also in need of 
food, as they too had lost sources of income. There 
are significant concerns that those groups who 
were considered potentially vulnerable, may now 
become significantly vulnerable, and in more need of 
humanitarian assistance.

• In the OPT, Oxfam and Ma’an Development Centre 
supported already vulnerable groups, who had been 
faced with increased challenges due to restrictions. 
They identified 250 individuals —female survivors 
of gender-based violence, households with child 
protection concerns, female-led small businesses to 
receive one-off cash transfers to help them maintain 
their livelihood activities.

• In South Sudan, in the initial phase of COVID-19, 
there were already concerns about the pre-existing 
humanitarian crises (e.g. locust plague) and the need 
for continued funding for humanitarian support. With 
the rainy and planting season rapidly approaching 
for example, there was already a tight window for 
distribution of seed and tools. A few months into the 
pandemic, the team indicated the main concern had 
now become food security and loss of livelihoods, 
which could fuel inter-communal violence and lead to 
additional protection risks.

• In the Central African Republic, Catholic Relief 
Services also reported on COVID-19’s impact on food 
security and livelihoods. With border closures and 
subsequent challenges of imports from neighbouring 
countries, basic goods are less available and 
transportation prices have increased, causing market 
prices to rise.

• In Bosnia and Herzegovina, Save the Children 
supported Roma communities. Looking ahead, there 
are not only concerns about the economic impact of 
COVID-19 on vulnerable communities, but there are 
also new needs arising in terms of the psychological 
impact of this crisis on parents and children, and the 
long-term consequences for children’s ability to attend 
school, in particular for those children who may not be 
able to access distance learning. 
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06 CONCLUSION

This review has documented and explored the 
programming that Start Fund COVID-19 has supported, 
how members have adapted to the new realities of 
COVID-19, and gathered learning from their experiences. 
The following summarises the key lessons from the 35 
Start Fund COVID-19 projects implemented so far:

• Awareness raising has been critical due to the 
novelty of the disease, the lack of access to 
reliable information and associated high levels of 
misinformation. The projects played indispensable 
roles in raising information about ways of 
transmission, prevention mechanisms and what to do 
when experiencing symptoms. The projects have been 
especially important for vulnerable and marginalised 
communities with lack of access to reliable 
information, where rumours and misinformation 
spread fast leading to stigmatisation, fear, and anxiety.

• In many contexts, vulnerable groups have been 
most at risk and likely to be hardest hit. These include 
IDPs, refugees, migrants, and marginalised groups 
that are often overlooked in national, governmental 
response plans, as well as communities in border 
areas with relatively low capacity to respond. Investing 
in prevention and response in these communities is 
critical, not only to mitigate the impact on the most 
vulnerable, but also to prevent wider spread within 
countries and potential second waves. Continued 
advocacy and coordination with governments is 
required to ensure these groups are considered and 
included in preparedness and response plans. 

• Access to hygiene items and other protective 
equipment is believed to have played significant roles 
in the prevention effort in targeted countries and 
communities. Start Network partners distributed a 
range of items including hygiene/sanitary packages 
that usually included soap, jerry cans, and buckets. In 
some instances, cash and voucher distributions were 
made to make sure that targeted communities could 
access these items based on their need while also 
stimulating local markets and economies. The post-
distribution consultations with targeted populations 
revealed that overall, there was a high level of 
satisfaction with the quality, quantity, and process of 
the distributions conducted. 

• Targeting processes have been challenging in the 
context of COVID-19, due to restricted access to 
communities limiting participatory processes and an 

increase in the number of people in need of support. 
Start Network members underlined the importance 
of well-designed selection criteria and processes, as 
well as strong communication with communities and 
utilising remote approaches.

• Within the scope of Start Fund COVID-19, there 
has been significantly more collaboration between 
members, as well as between members and local 
partners, than during global Start Fund projects. 
Benefits included stronger advocacy positions and 
larger coverage of communities through consortia, as 
well as faster and more appropriate responses through 
local partners. 

• Procurement has been challenging, with significant 
delays, skyrocketing or fluctuating prices, and 
difficulties to procure in bulk. Local procurement 
offered a solution in various instances, as did having 
framework agreements for specific items, as well as 
changing approaches to procurement, for example 
sourcing from multiple smaller vendors, instead of 
procuring in bulk. 

• Programme activities have been adapted in two main 
ways. On one hand, as much as possible, activities 
have switched to remote modalities of implementation. 
On the other, any face-to-face activities that can be 
implemented, have been adapted in line with safe 
programming approaches such as the wearing of PPE 
and maintaining sufficient distance. In addition, any 
large-scale activities have been split into smaller ones, 
which has taken more time, but ensured communities 
received much-needed support. As the pandemic 
evolves, organisations will have to continuously reflect 
and adapt, balancing face-to-face and remote means 
of programming.   

• Many members have adapted their monitoring 
approaches to remote methods to ensure a minimum 
level of monitoring can continue. However, remote 
methods relying on access to phones, mobile networks 
or the internet, may also limit organisations’ ability 
to reach more vulnerable groups. This will require 
additional attention as organisations continue to 
implement under restrictions. 

• With limited opportunities for face-to-face interaction 
with communities, many members have put emphasis 
on remotely accessible feedback and complaints 
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channels. However, it seems that awareness of 
the rights and opportunities to share feedback and 
complaints was limited in several contexts. In light 
of the challenges COVID-19 poses, organisations 
should pay additional attention to ensure appropriate 
information sharing approaches are in place, as well 
as accessible feedback and complaints channels, 
particularly for vulnerable communities. 

• The underfunded nature of responses in countries 
due to slow response from donor agencies coupled 
with the high secondary impact of COVID-19 on 
livelihoods has made the situation precarious. The 
secondary impact of COVID-19 manifests itself 
mainly through increased food insecurity and loss 
of livelihoods. In addition to key pillars of the WHO 
framework, COVID-19 responses will need to respond 
to increasing needs in these areas, as well as access 
to education, protection, and mental health services.

As the pandemic continues and evolves, so will the 
set of challenges humanitarian actors face to deliver 
humanitarian assistance to affected populations. 
Similarly, learning will need to continue to ensure that 
ways of working and programming continuously improve. 
The Start Fund remains dedicated to supporting its 
members with ongoing financing.
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COUNTRY LEAD AGENCY CONSORTIUM 
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Afghanistan Action Against 
Hunger

X X X

Islamic Relief Christian Aid X X X

Tearfund International 
Assistance 
Mission (IAM)

X X X

Benin Oxfam Engagement 
Action Sociale (EAS), 
Jeunesse et Emplois 
Verts pour une 
Economie Verte 
(EVEV), ASSOVIE  

X X X X

Bosnia and Herze-
govina

Catholic Relief 
Services

X X X X X

International 
Rescue 
Committee

Fresh 
Response

X X X X

Save the 
Children

X X X X X

Burkina Faso ACTED Solidarités 
International, 
Oxfam

Doctors Without 
Borders

X X X X X X

Burundi Christian Aid Conseil National des 
Eglises du Burundi 
(CNEB), Provincial 
Anglican Church of 
Burundi (PEAB), 
Réseau des 
Confessions 
Religieuses pour 
la Promotion de la 
Sante et le Bien-être 
Intégral de la famille 
(RCBIF)  

X X X

International 
Medical Corps

Le Conseil Pour 
l’Education et le 
Développement 
(COPED) 

X X X

Central African 
Republic 

Catholic Relief 
Services

Caritas Bouar X X X X

Chad Solidarités 
International

Care Internation-
al, Action Against 
Hunger

X X X X

Colombia HelpAge Humanity & Inclu-
sion, Solidarités 
International

Pastoral Social X X X X X X

ANNEX 1: 
TABLE OF START NETWORK MEMBERS AND SUB-GRANTED PARTNERS AND DATA SOURCES USED FOR ANALYSIS
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Haiti Mercy Corps Catholic Relief 
Services, Chris-
tian Aid, Humani-
ty & Inclusion

X X X X X

Laos Care
International

Plan 
International

X X X X X

Lebanon Relief 
International

Action Against 
Hunger, Doctors 
of the World, 
Solidarités 
International

Première Urgence 
Internationale

X X X X X

Libya International 
Medical Corps

X X X X

Myanmar Christian Aid ActionAid Karen Baptist 
Convention (KBC), 
Myanmar Physical 
Handicapped 
Convention (MPHA), 
Phyu-Sin Saydanar 
Action Group 
(PSSAG)

X X X X X

Occupied 
Palestinian 
Territories

HelpAge El-Wedad Society 
for Community 
Rehabilitation 

X X X X

Islamic Relief X X X X X

Oxfam Ma’an 
Development 
Center

X X X X X X

Peru Save the Children Action Against 
Hunger, Care 
International, 
World Vision

X X X X X X

Somalia ActionAid Plan 
International, 
Oxfam

X X X

Trócaire Somali 
Humanitarian Relief 
Action (SHRA) 

X X X

South Sudan Islamic Relief X X X

Solidarités
International

CAFOD X X X X X X

Sudan Save the Children Mercy Corps X X X X X
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COUNTRY LEAD AGENCY CONSORTIUM 
PARTNER/S 
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Syria Start Network 
Member

Uluslararası 
Insani Yardımlaşma 
Derneği (IYD)

X X X X X

Syria Start Network 
Member

Syrian Expatriate 
Medical Association 
(SEMA) 

X X X X

Thailand ACTED Humanity & 
Inclusion

X X X X

Save the Children X X X X X

Timor Leste Oxfam Care Internation-
al, Mercy Corps, 
Catholic Relief 
Services, Plan 
International and 
World Vision

X X X X X X

Yemen Islamic Relief X X X X

Oxfam X X X

War Child Yemen Women 
Union

X X X


