Additional Document 1: Formative Evaluation: Methods
The formative evaluation employed a Consolidated Framework for Implementation Research (CFIR) lens, with additional domains and constructs recommended for application in Low- and Middle-Income Country (LMIC) contexts.1 
Study site
The formative evaluation was conducted in a rural, arid coastal region of northern Peru. Three municipal health districts, serving a total population of [~55,000], participated in this phase. The districts were selected to represent a diversity of contexts for primary health care delivery in rural and peri-urban endemic areas. 
Stakeholder engagement
After contacting the regional health department director to introduce the study, we obtained authorization from the regional health directorate (DIRESA) research ethics committee. The study team then met with health facility leaders to describe the study, confirm interest in participating, and identify key personnel responsible for different health programs, such as zoonoses or health promotion. Additionally, we held meetings with external parties to the health system who could potentially collaborate on RT implementation, such as the agricultural department (SENASA); however, these institutions were ruled out as participants based on their missions and available resources. A total of 9 meetings were held with 12 organizational leaders to determine the participating sites for the formative evaluation.
A Template Analysis using the extended CFIR
Using the CFIR interview guide tool,2 we conducted semi-structured interviews with health staff, focused on identifying their anticipated barriers and facilitators to successful RT implementation. We selected questions focused on the following domains and constructs: Intervention -  relative advantage, adaptability, complexity; Inner setting - networks, culture, tension for change, compatibility, relative priority, goals/feedback, resources; Individuals - intervention knowledge/beliefs, self-efficacy; Process - opinion leaders and evaluating. All interviews were conducted in Spanish, audio recorded, and transcribed. Using qualitative analysis software and an expanded LMIC-optimized CFIR codebook with 56 constructs across 6 domains, a team of analysts reviewed the transcripts, identified quotations that represented relevant constructs, and assessed the strength and valence of each barrier and facilitator.
We applied template analysis to analyze the semi-structured interviews. Template analysis is a form of thematic analysis that uses hierarchical coding following a structured framework3. Using ATLAS.ti 9 qualitative analysis software and an expanded LMIC-optimized CFIR codebook, a team of five analysts reviewed the transcripts and coded identifying statements that represented relevant constructs. Afterward, each team member assigned the strength and valence of each construct to identify the barriers and facilitators. The valence component is determined by the coded data's influence on the implementation process. Positive and negative valence refer to the construct's influence on the implementation process (i.e., contextual factors that facilitate or hinder implementation). Undefined or neutral valence indicates a mixed, neutral influence of the construct on the implementation process. Strength is assigned based on the level of agreement among participants, the strength of language, or the use of a concrete example. Neutral strength is selected when the construct is not clearly mentioned as a factor in the implementation; weak strength is assigned when the construct is mentioned as a factor in the implementation, but the extent of its influence is not described. Lastly, a strong strength is assigned when a construct is mentioned as a strong factor in implementation. The average strength and valence per construct were combined into a single table.
Social Network Analysis 
We used a modified social network approach to identify leaders within the health system and members of their professional networks. Our goal was to understand the health system’s inner and outer settings, including the extent to which health facilities are connected to other agencies and organizations, and to identify the roles considered best suited to overseeing RT’s functions. We collected network data from healthcare workers, professionals, and community members. We began with a roster of healthcare staff and used a snowball sampling approach to identify those considered essential to the success of the RT implementation across the three municipal health districts. The total sample sizes for the small, medium, and large districts were 38, 76, and 226, respectively.  

We reviewed each step of RT with the participants and asked them to nominate a person, unit, or organization best suited to the corresponding role. For instance, for the first step of RT of receiving the report of an infected pig or meat, we asked: “Who should receive the report of the case of porcine cysticercosis?” Respondents were asked to provide the full name, the job title, and the institution of the nominated person, as well as the reason why they consider this person the best to perform the task, and if the respondent and the nominee have worked together before. We assessed the direction of the nominations using network centrality measures, such as in-degree (i.e., the number of nominations received by an individual), to identify the best-suited for each role, so that those with the highest scores had more peers considering them best suited to perform the task. We used RStudio 4.4.2 for data transformation and UCINET 6 to create the network figures4,5. 

Process Mapping
Process mapping is one of the key elements of the Systems Analysis and Improvement Approach (SAIA), an innovative systems engineering strategy to improve the implementation of evidence-based interventions in different settings6,7. Process mapping is a quality improvement tool that facilitates understanding of practices and processes into which new interventions are introduced to advance patient outcomes and improve health care efficiency. We facilitated a workshop attended by healthcare staff, including the health center's chief, community health agents, and other relevant healthcare providers involved in the RT implementation activities. They were divided into groups, and each group created a visual representation of the RT process, identifying the appropriate sequence of activities, including those performed in the community setting. Participants presented the proposed RT processes to the whole group, and everyone discussed how to adapt the processes to their programs, identified the entities involved, and described the roles and responsibilities at each step. 
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