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ABSTRACT
Introduction The Ugandan Tiny Target programme is an 
example of an international vector control partnership that 
held specific capacity strengthening objectives in support 
of a disease elimination goal. Drawing on this experience, 
we sought to derive transferable lessons that may 
inform capacity strengthening approaches within other 
partnership- based vector control programmes.
Methods A longitudinal qualitative study encompassing 
semistructured interviews conducted with Ugandan 
partners working on the Tiny Target programme. Data 
analysis was informed by a general inductive approach.
Results Capacity strengthening priorities evolved over 
time initially focusing on the immediate capacities needed 
to perform roles and responsibilities assigned within the 
partnership and then shifting towards more advanced, 
transferable knowledge and skills. A distinction between 
operational and systemic priorities was observed: the 
former was necessary to support successful programme 
implementation whereas the latter reflected fundamental 
limitations or complexities within the Ugandan context 
that were bypassed by including an international partner. 
Systemic priorities were fewer in number than their 
operational counterparts, although substantially harder 
to resolve. The largest apparent threat to the long- 
term sustainability of reported capacity gains was their 
concentration within a small number of individuals.
Conclusion Our study highlights three key lessons that 
may inform the design of national capacity strengthening 
activities conducted within the context of international 
vector control partnerships, including (1) Multiple 
approaches to strengthen capacity are needed and that 
can adapt to changing capacity strengthening priorities 
over time; (2) Balancing operational and systemic 
capacity strengthening priorities, the latter becoming 
increasingly important within longer- term partnerships 
and (3) Partnership members in focal country/ies should 
be supported to actively facilitate the transfer of newly 
acquired knowledge and skills to relevant colleagues/
communities outside of the partnership. The generic nature 
of these recommendations suggests they are likely to be 
of benefit to many and diverse international partnerships 
within the wider global health space.

INTRODUCTION
Human African trypanosomiasis (HAT), also 
known as sleeping sickness, is caused by two 
parasites, Trypanosoma brucei gambiense and 
Trypanosoma brucei rhodesiense, transmitted by 
tsetse flies and is generally fatal if not treated. 
The Gambiense form of the disease (gHAT) 
accounts for over 90% of cases.1 There were 
three major gHAT epidemics in the 20th 
century, the most recent occurring in the 
1990s when over 35 000 cases were reported 
in some years.2 This led to a concerted inter-
national effort, coordinated by the WHO, to 

WHAT IS ALREADY KNOWN ON THIS TOPIC
 ⇒ Strengthening vector control capacity is a founda-
tion of the WHO’s global vector control response, 
2017–2030.

 ⇒ International vector control partnerships are one 
means by which vector control capabilities can be 
strengthened in less well capacitated countries. 
However, there are few research- derived accounts 
of how capacity strengthening opportunities can be 
optimised within the context of such partnerships.

WHAT THIS STUDY ADDS
 ⇒ We provide pragmatic, research- derived recom-
mendations for designing and implementing capaci-
ty strengthening activities within international vector 
control partnerships.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE OR POLICY

 ⇒ International vector control partnerships, as well as 
bodies that fund such partnerships, can draw on 
these recommendations to inform more impactful 
capacity strengthening practice. As the recommen-
dations are relatively generic in nature, they are also 
likely to be of value to a broad range of partnerships 
working in the global health space.
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bring the disease under control. These efforts brought 
the case numbers down to below 10 000 per year by 2009.3 
In 2012, WHO targeted HAT for elimination as a public 
health problem by 2020,4 defined as fewer than 2000 
new cases reported annually and a 90% reduction in the 
areas at moderate or higher risk compared with 2000–
2004.5 The first target was reached in 2017 and has been 
sustained while the second target was narrowly missed.2 
A new 2021–2030 roadmap has been published where 
gHAT is targeted for elimination of transmission.6

Historically, control of gHAT has primarily relied on 
the detection and treatment of human cases.7 However, 
the role of vector control in gHAT elimination efforts has 
assumed greater prominence in recent years following the 
development of a cost- effective vector control technology, 
‘Tiny Targets’. Tiny targets are insecticide- impregnated 
screens comprising a blue panel and a black mesh panel; 
the colour attracts tsetse which takes up insecticide on 
contact and is subsequently killed. Tiny Targets are cheap, 
logistically easy to deploy and have been shown to reduce 
tsetse densities by >80%; modelling has demonstrated 
that a sustained 72% reduction of tsetse populations will 
stop HAT transmission.8–13 Analyses have shown that Tiny 
Target interventions significantly reduce the incidence 
of gHAT, thus demonstrating the value of adding vector 
control to screening and treatment efforts.9 11 14

Tiny Target implementation in gHAT endemic coun-
tries has taken place within the frame of international 
partnerships. For example, the Liverpool School of Trop-
ical Medicine (LSTM) based in the UK has partnered with 
relevant national organisations in Cameroon, the Demo-
cratic Republic of Congo and Uganda in support of Tiny 
Target- based vector control programmes.12 13 15 Interna-
tional partnerships of this type can be highly successful 
with respect to the underlying disease control, prevention 
or elimination objective/s. As a case in point, Uganda 
received validation from WHO in 2022 that gHAT has 
been eliminated as a public health problem, driven in 
large part by international partnerships focused on 
supporting both case detection and treatment and vector 
control.16 17 International partnerships can also enhance 
vector control capacity and capability in less well capac-
itated partner countries,18 a foundation of the WHO’s 
global vector control response, 2017–2030.19 Despite 
this potential, there are few research- derived accounts in 
the published literature on how capacity strengthening 
components embedded within international vector 
control partnerships function or perform. Research of 
this type is needed to ensure capacity strengthening prac-
tices within such partnerships are optimised.

In this paper, we present findings from a qualita-
tive study conducted in support of national capacity 
strengthening within the ‘Targeting Tsetse’ vector 
control project. Targeting Tsetse was an international 
partnership between LSTM and the Coordinating Office 
for Control of Trypanosomiasis in Uganda (COCTU). 
This partnership formally commenced in 2014 with 
the primary objective of implementing a Tiny Target 

programme in support of Uganda’s gHAT elimina-
tion goal. The partnership further supported national 
capacity strengthening in vector control operations 
through the provision of technical assistance, a ‘learn- by- 
doing’ implementation model and via a bespoke capacity 
strengthening action cycle (described further below). 
Overarching aims of these capacity strengthening activ-
ities were to ensure national partners were sufficiently 
capacitated to implement the Tiny Target programme as 
intended and to facilitate a shift towards greater national 
independence in tsetse control, that is, less reliance on 
international partners to implement tsetse control as 
needed. Our study had multiple objectives, including 
(1) identifying the capacity strengthening priorities of 
the Ugandan partners in the project; (2) exploring the 
project- specific capacity strengthening processes, expe-
riences and outcomes; (3) informing future directions 
within the partnership and (4) deriving transferable 
lessons that may inform national capacity strength-
ening approaches within other partnership- based vector 
control programmes.

Capacity strengthening is often not defined when 
discussed in the literature and standardised defini-
tions have not been widely agreed.20 However, contem-
porary descriptions typically refer to three levels of 
capacity strengthening, including the individual, the 
organisational and the societal (or national), empha-
sising a ‘whole system’ approach to capacity strength-
ening in the focal area.21 22 Terminology also varies 
with the phrasing ‘capacity strengthening’, ‘capacity 
building’ and ‘capacity development’ often used inter-
changeably,20 despite efforts to differentiate between 
the terms.23 Traditional notions of capacity strength-
ening have been critiqued in the Global Health litera-
ture on the grounds that they perpetuate assumptions 
of ‘Northern’ superiority over ‘Southern’ counter-
parts and/or Southern knowledge systems.24 As such, 
the notion of bidirectionality or multidirectionality in 
capacity strengthening which recognises all members 
of any partnership, irrespective of their respective loca-
tion or existing capacities, gain new knowledge, skills 
or experience as a result of the partnership is increas-
ingly promoted22; although recognising that within an 
equitable partnership, some members may require addi-
tional capacity strengthening support as compared with 
others. While our study focuses solely on the capacity 
strengthening process, experience and outcomes of 
Ugandan partners within a UK–Uganda partnership, 
we wholeheartedly recognise that the capacity gains 
were bidirectional. Our focus on the Ugandan partner 
experience within this paper is primarily informed by 
the explicit call from the WHO to build vector control 
capacity within the Global South19 and recognition that 
international, disease control and elimination partner-
ships of which the Tiny Target is just one of multiple 
examples can afford an excellent opportunity to do so if 
appropriately designed and delivered.
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METHOD
Study design
We employed a highly pragmatic, operational research 
design as our overarching aim in undertaking this study 
was to inform capacity strengthening activities that could 
be delivered at mid and late stages of the Tiny Target 
partnership (following the first and second rounds of 
interviews, respectively).

Study setting
Targeting Tsetse was initially a 4- year project with funding 
to implement tsetse control over a 2500 km2 area in five 
districts (Arua, Koboko, Maracha, Moyo, Yumbe) of NW 
Uganda working through entomologists employed in 
the respective district administrations. During the first 
year of the project, LSTM was responsible for coordi-
nating activities (sensitisation, biannual deployment 
of targets, quarterly entomological monitoring) with 
the district entomologists across the five districts and 
COCTU provided some on- the- ground supervision and 
was involved in some aspects of training. From late 2015, 
COCTU assumed the lead role for coordinating project 
implementation with LSTM taking a supporting role. 
Since the beginning of the project, tsetse control has 
been successfully implemented across the intervention 
area with multiple rounds of Tiny Target deployment 
and results from entomological monitoring demon-
strating impact on tsetse populations.13 Operations were 
further expanded with additional funding awarded in 
2017 under the Trypa- NO! grant that led to a further 
2500 km2 of control including introduction of Tiny 
Targets in two new districts as well as expansion in pre- 
existing intervention areas. Trypa- NO! was renewed in 
2020 with tsetse control scale- back introduced during 
this phase and a subsequent renewal for 2023–2025 will 
see a complete withdrawal of Tiny Targets and a shift in 
focus to postelimination monitoring.

Capacity strengthening activities initially focused on 
imparting the technical and operational skills and knowl-
edge necessary for successful programme implementation 
and to support the phased transition between LSTM and 
COCTU leadership. This included such things as training 
on how to assemble and deploy Tiny Targets, training on 
GPS use and GPS data management which were variously 
directed towards COCTU staff with programme responsi-
bilities, district entomologists engaged in the programme 
and the deployment teams who worked under their direc-
tion. In late 2017, by which time COCTU and district 
staff had successfully deployed Tiny Targets for multiple 
rounds, a complementary capacity strengthening ‘action 
cycle’ was introduced. Based on the five- step approach to 
capacity strengthening,25 the action cycle was designed 
to identify and address remaining capacity gaps as priori-
tised by COCTU staff and the district entomologists with 
a view towards ensuring programme sustainability and 
greater national independence.

Sampling
All district entomologists tasked with leading deployment 
of the Tiny Target programme in their respective district 
and all COCTU staff with assigned programme responsi-
bilities were included in this study.

Procedure
All data were collected prospectively via semistructured 
interviews (SSIs) completed at two time points, November 
2017 and November 2022. The Tiny Target programme 
was operating at maximum scale in all seven districts in 
the first of these time periods and had been scaled back 
in four districts by the second. An introductory email 
outlining the aims of the study and with the formal infor-
mation sheet attached was sent to all prospective partici-
pants at least 2 weeks prior to interview on both occasions. 
The email text and the information sheet clearly stated 
that participation was voluntary and that a decision not to 
participate would not affect their involvement in the Tiny 
Target programme in any way. Written informed consent 
was obtained prior to participation in all cases. All inter-
views were conducted in- person at the workplace of the 
respective participant during regular working hours and 
followed a topic guide tailored to the role of the partici-
pant and/or the stage of data collection (online supple-
mental file 1). In the first round of interviews, the topic 
guide primarily focused on challenges experienced in 
programme implementation to date, threats to sustain-
ability and remaining capacity gaps. During the second 
round, the topic guide primarily focused on experience 
and outcomes of the capacity strengthening process to 
date, ongoing threats to sustainability and future part-
nership aspirations. All interviews were conducted in 
English, were audio recorded, typically lasted between 
45 and 60 min and were subsequently transcribed in full. 
Field notes were taken at the time of interview by one of 
the two lead interviewers (by turn).

Reflexivity statement
The interviews were conducted by the lead authors (JP 
and SA), who hold PhD and master’s degrees, respectively. 
The lead interviewer (JP) was a white male independent 
of all operational aspects of the Tiny Target programme, 
although was an LSTM employee himself. The colead 
interviewer (SA) was a male Ugandan contracted by 
LSTM to support this study as well as the development of 
programme- specific information, education and commu-
nication resources. Given both lead interviewers had 
some, although minor, affiliation with the Tiny Target 
programme and given one lead interviewer was Ugandan, 
it is unclear as to whether participants afforded them 
‘insider’ or ‘outsider’ status. This ambiguity may have 
influenced participant responses, although the degree 
and type of any such influence would likely have varied 
across participants (depending on the conclusions each 
participant drew regarding the interviewers’ position-
ality). All except two participants were male, suggesting 
any gender- related biases resulting from a lack of female 
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representation within the interview team were likely to 
have been minimal. Both lead interviewers have several 
years’ experience conducting interviews within the frame 
of qualitative research in Uganda (SA) and throughout 
sub- Saharan Africa (JP) and codeveloped and piloted the 
topic guides prior to use. These experiences undoubt-
edly influenced the wording and style of participant 
interviews, which were open yet somewhat formal and 
intended to convey respect for their contribution to the 
Tiny Target programme and the professional district or 
government positions in which all were employed. Tiny 
Target project management staff from both LSTM (AH) 
and COCTU (JBB) were present for most interviews. We 
recognise the presence of these project management staff 
may have biased participant responses towards more posi-
tive or less contentious comments. However, participants 
were repeatedly reassured that they could provide open 
and honest answers without fear of consequence, and all 
understood that their responses (especially during stage 
one interviews) would directly inform capacity strength-
ening activities within the partnership. Thus, there was a 
clear incentive to explicitly acknowledge any challenges 
and capacity gaps experienced.

Data analysis
All interview transcripts were uploaded into NVivo soft-
ware (V.12). Transcripts were not provided to partici-
pants for comment or correction, although workshops 
were held with participants at the end of each interview 
round in which formative summaries of the collected 
data were discussed. Data analysis was informed by a 
general inductive approach,26 aligning emerging themes 
identified in the data with predetermined focal areas 
relevant to the overarching study objectives. Transcripts 
were initially coded by the lead author (JP), resulting 
in a draft data framework. A second author (SA) then 
conducted a second round of coding against this frame-
work. The subsequent framework, including primary 
themes, subthemes and a draft narrative, was then criti-
cally reviewed by three coauthors (JP, AH and SA). Final 
coding decisions were agreed upon consensus opinion.

Patient and public involvement
No patients or members of the public were involved in 
the design, conduct or reporting of this study.

RESULTS
Participation
11 SSIs were completed at each interview round, resulting 
in a total of 22 SSIs completed with 14 individuals, 8 of 
whom were interviewed at both time points. Where the 
same individual was not interviewed twice, this was due 
to a change in staffing over the course of the project. No 
one invited to interview declined to participate. In total, 
14/22 interviews were completed with district entomol-
ogists and 8/22 with COCTU staff. Participant quotes 
presented below have been anonymised. The codes ‘DE’ 
and ‘C’ refer to district entomologist and COCTU staff, 

respectively. Codes were individualised, so the same code 
is always applied to a quote from the same individual, 
with the letter ‘b’ indicating the quote was taken from 
the second interview with the same person.

Capacity strengthening priorities
Participants identified a wide range of capacity strength-
ening priorities, which were broadly categorised into two 
types: ‘operational’ and ‘systemic’. Operational priorities 
were categorised as such as they generally pertained to 
the assigned Tiny Target programme responsibilities of 
COCTU or district staff. Most of these operational prior-
ities were identified in the first round of interviewing 
with many presenting as essential to address to ensure 
successful or safe programme implementation such as 
operating a global positioning system (GPS) unit, creating 
maps using geographical information system (GIS) soft-
ware or training on the management of field risks. Oper-
ational priorities identified in the second round of inter-
viewing were typically less essential, in the sense that they 
were not necessary for ongoing programme implementa-
tion (or safety), yet participants recognised the value in 
gaining greater proficiency in these areas. For example, 
one participant was keen to learn more advanced func-
tions on their GPS unit that had not been needed for 
Tiny Target deployment:

I have been training the deployers on GPS. On that, GPS 
has so many functions. Some of them I’ve not exploited. 
I’ve not entered into those, some of the functions. (DE1b)

Systemic capacity strengthening priorities, on the other 
hand, in no way impacted the implementation of the Tiny 
Target programme as currently operationalised. That is, 
they did not need to be resolved to achieve the primary 
objective of eliminating gHAT as a public health problem 
in Uganda within a partnership model. Rather, systemic 
priorities reflected fundamental limitations or complex-
ities within the Ugandan context that were circum-
vented by the inclusion of an international partner. In 
other words, because of capacity constraints in these 
areas, COCTU and the Ugandan district entomologists 
were unable to implement the Tiny Target programme 
as conceived independently. Systemic priorities were far 
fewer in number than their operational counterparts, 
although they presented as being substantially harder to 
resolve. Key systemic capacity gaps included the supply 
of Tiny Targets which were procured internationally by 
LSTM, complex financial management and procurement 
bureaucracies as well as limited programme funding:

The reason why COCTU would go out to partner with de-
velopment partners to help these activities is the fact that 
the funds for entomological work are not there [within 
Uganda]. Some of these things, we are undressing before 
you. You know very well it is not enough. Each time these 
funds are brought [by development partners], including 
the district officials, they are happy that at least something 
is on the ground going to help the population. That is the 
truth. There are no funds. (C2)
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Capacity strengthening experience
All participants reported capacity gains stemming from 
their involvement in the Tiny Target programme. Most 
of these gains were ‘operational’ in nature and most were 
realised at the level of the individual, as illustrated by the 
following quote:

I think this project has really exposed me also, first of all, 
knowing the GPS, how to operate. Administratively it has 
helped me, so that I’m able to manage the deployers in 
terms of administration. And the project has also made me 
to be the person to account, make use of funds as intend-
ed…and the accountabilities are all complete, meaning 
that it has built my potential of being able to account for 
the resources. (DE8b)

There were comparatively fewer examples of capacity 
strengthening within the ‘systemic’ priority areas. 
Programme funding and complex bureaucracies were 
considered equally problematic at the time of the second 
interview as they were at the first, although some initial 
steps had been taken regarding Tiny Target supply as 
indicated in the following quote:

The government provided some seeding money to train a 
team of 21 youth and women who were trained for about 
two weeks. They were provided with the skills to manufac-
ture these Tiny Targets as a trial. Throughout that process 
they could have made about 20 targets. But what disturbs 
the whole arrangement about the Tiny Target is the knowl-
edge that [name of commercial manufacturer] has put in 
place in terms of how they manufacture the Tiny Target. 
Because we have been told that the cloth is factory- treated, 
that the chemical is within. This is what complicates the 
process. Even if we made a target using the normal mate-
rials, how long are we able to keep the active ingredient in 
that piece of cloth? (C1b)

Capacity gains were not uniform across participants, 
with variance in the number, type and magnitude of gains 
reported. Some of this variance is related to the different 
programme responsibilities, and therefore different 
learning opportunities and capacity strengthening prior-
ities, between participant groups. In other cases, the 
variance reflected the different ‘starting points’ of partici-
pants, even among those with the same role and responsi-
bilities. One district entomologist, for example, revealed 
that his participation in the Tiny Target programme 
represented his first- ever opportunity to use a computer:

The knowledge that I’ve got on computers has really 
helped me a lot. That is one very important thing that I’ve 
got from the project, yes, the knowledge on computers. Be-
cause at the beginning, if the project was not even coming, 
I may not have even taken the initiative to learn computers. 
(DE7b)

The reported capacity gains were facilitated by 
multiple mechanisms. Proficiency and new capac-
ities in most routine programme activities were 
typically gained relatively early via learn- by- doing 
approaches, with subsequent capacity gains primarily 
facilitated through formalised ‘action cycle’ activities. 

Constructive feedback, from LSTM to COCTU, and 
from COCTU to district entomologists, over the dura-
tion of the programme was also identified as a capacity 
strengthening mechanism, especially in relation to the 
preparation of detailed budgets and programmatic/
technical reports. Mentorship also played a role in 
some cases as did peer support. Illustrative examples 
of two mechanisms, learn- by- doing and constructive 
feedback, are presented below:

Most of the improvements [in own capacity] have been 
operational. You pick up things as you move along. (C1b)

We have not been doing things in isolation. Many times, 
I’ve called [name of COCTU staff member] in Kampala. 
I’m looking at this, can you please help me here? I’m a 
bit stuck. Yes, that’s how we have been doing, how we have 
been succeeding in our work. We consult, a lot. (DE7b)

Clear threats to the sustainability of reported 
capacity gains were evident. The biggest threat was 
the apparent concentration, at district level, of essen-
tial knowledge and skills within a single person: the 
district entomologist. If this person leaves their district 
post or is incapacitated in some way, then the loss of 
experience and knowledge at district level may not be 
easy to replace:

You remember I’m alone in the district, in the office of the 
District Entomologist. I’m just alone as I talk right now. I 
have no assistant. (DE7)

In some cases, district entomologists who had experi-
enced Tiny Target scale back at the time of the second 
interview also reported that they were beginning to forget 
knowledge or skills acquired during the programme:

I tried to make maps, but after the scale- down, I’m not do-
ing any practising. Somehow, you’ll find you start forget-
ting the steps. (DE2b)

Some steps had been taken to mitigate the risk of 
losing knowledge through the departure of a staff 
member or lack of practice, including the provision 
of programme manuals and job aides at district level, 
although these had been misplaced in some instances 
and in other instances participants were unaware of 
their existence as illustrated below:

We don’t have any manuals. I think even the DE before he 
died I don’t think he had any manuals given to him. So, I 
think we need manuals for the Tiny Target work. (DE3) 
(Nb. Manuals and job aides had been provided to this dis-
trict office).

However, there were examples of programme- acquired 
capacities being embedded within organisational 
structures or being applied outside of the Tiny Target 
programme for different purposes (examples below). 
Reported capacity gains are more likely to be sustained 
in these cases.

When you look at the entire management at COCTU level, 
we have had small but meaningful things that have been 
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changing. Those are all dependent on the comments that 
come up in terms of improvement from LSTM. (C1b)

I’ve used the GIS [resources and training supplied by the 
Tiny Target programme] for locating beekeepers and 
beehive sites [in the district]. Now, all their sites are refer-
enced. It has been very useful. And when I submit reports 
to the Ministry, they always feel happy. In fact, I was cited as 
one of the staff who gives accurate data on the locations of 
beehive sites in the district. (DE2b)

There were also some examples of participants 
transferring knowledge and skills acquired during the 
programme to colleagues outside of the Tiny Target 
programme, although many participants lacked the 
confidence to do this. For example, when asked if 
they felt able to provide the training and knowledge 
acquired through participation in the Tiny Target 
programme to other staff in their district office, one 
participant replied:

I could be more confident when I’m trained a second time. 
This is what I was thinking, so that I pick the missing gaps. I 
cannot say that now I’m confident, until I pick the missing 
gaps. (DE1b)

Future directions
Without exception, all participants described their involve-
ment in the Tiny Target programme in positive terms and 
expressed a desire for continued partnership beyond the 
current project end date. Underlying this positive appraisal 
was a mix of pride in what the Tiny Target programme had 
achieved, broad experience of the partnership as respectful, 
equitable and mutually beneficial and a recognition that 
the systemic issues such as limited national funding for 
programme implementation (as noted in the quote below) 
that the partnership had been able to circumvent remained 
problematic.

Getting independent funding is not something that is ob-
vious. If you got independent funding somehow, you will 
need the technical support. Yes, one may say the time must 
come when you should be independent, but we’re saying 
that it’s not advisable to have a quick breakaway. (C1b)

Having achieved the primary programme objective, WHO- 
accredited elimination of gHAT as a public health problem 
in Uganda, there were mixed opinions as to what form an 
ongoing partnership might look like. Many participants raised 
concerns that communities would be unhappy to lose access 
to the Tiny Targets as they were effective in reducing tsetse 
numbers. The corresponding reduction in biting nuisance 
was perceived to be highly valued by community members 
and may even have been considered the primary benefit of 
programme participation for many, given the relative scarcity 
of sleeping sickness even at the time of programme onset. 
Thus, there was strong interest in continuing to deploy Tiny 
Targets as a tsetse control measure independent of a disease 
control objective:

When we move to the villages especially at the water points 
they tell us they used to be bitten so much by flies when 

they were washing along the river, but now it has reduced, 
and they keep thanking us for the activities. (DE2)

Nevertheless, the potential for new partnership activi-
ties beyond the continuation of a Tiny Target programme 
was also recognised:

This partnership was started with the programme of Tiny 
Targets and the elimination of sleeping sickness in West 
Nile, the one I have with LSTM. But I’m also aware that 
LSTM has capacity beyond the partnership we are having 
So, looking forward, I want this true partnership which we 
have piloted. To me, on behalf of [COCTU], I regard it as 
hugely successful. (C7)

DISCUSSION
Our study examined the capacity strengthening 
process that took place within the context of an inter-
national vector control partnership, from the perspec-
tive of the national partners located within the inter-
vention country, Uganda. Our findings revealed that 
many of the capacity strengthening priorities of the 
national partners evolved over time; initially focusing 
on the immediate capacities needed to perform roles 
and responsibilities assigned within the partnership 
and then shifting towards more advanced, transferable 
knowledge and skills even though such capacities were 
not strictly needed for successful programme imple-
mentation. A distinction between operational and 
systemic priorities was also observed, with the former 
more numerous, primarily focused on individual skills 
and knowledge, often necessary to support successful 
programme implementation, yet also often relatively 
easy to address and, indeed, were the most cited exam-
ples of capacity strengthening gains obtained because 
of programme participation. Systemic capacity 
strengthening priorities on the other hand were fewer 
in number, typically non- essential to programme objec-
tives and presented as manifestly harder to resolve and 
there was limited evidence of capacity strengthening 
in these priority areas over the partnership duration. 
However, without shifts in systemic capacity then the 
national partners will often remain reliant on interna-
tional partners to meet national vector control objec-
tives, even when operational capacities are similarly 
advanced. This finding sits within the broader critique 
of ‘vertical’ programme investment and the view that 
gains achieved via disease- specific programmes may be 
unsustainable in the absence of broader health systems 
strengthening.27 The ‘systemic’ capacity strengthening 
priorities were also ‘organisational’ and ‘societal’ in 
nature, within the three- level capacity strengthening 
definitions currently favoured,21 22 further high-
lighting the need for whole system approaches to 
capacity strengthening.

Threats to the sustainability of commonly reported 
capacity gains were evident. At district level, with only a 
few exceptions, the full range of acquired operational 
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knowledge and skills needed to support Tiny Target 
deployment were concentrated within one individual: 
the district entomologist. The structure of the Tiny 
Target partnership ensured district entomologists were 
well connected with their regional counterparts, and 
written materials and job aides were provided to each 
district to ensure operational guidance was accessible 
on- site. Nevertheless, examples of these written mate-
rials being misplaced were reported and the current 
support structures may prove unsustainable outside 
of a project partnership context. One participant also 
acknowledged that their acquired skills were waning 
because of large- scale programme scale back in their 
district. These findings further reinforce the need 
for longer- term evaluation of capacity strengthening 
initiatives, as positive short- term outcomes may not 
always be sustained.28 Encouragingly, there were unfa-
cilitated examples of study participants transferring 
their newly acquired knowledge and skills to either 
other, unrelated tasks (such as mapping the location 
of smallholder beehives in the district) or to other 
staff within their districts who were not involved in the 
Tiny Target programme. These examples were excep-
tional, and many participants expressed a lack of confi-
dence in their ability to do likewise without further 
support. Yet the fact that such examples were evident 
highlights the potential to support facilitated transfer 
of knowledge and skills as a sustainability mechanism. 
Ensuring knowledge, skills and resources provided 
through international partnerships are widely acces-
sible, including to individuals and organisations not 
formally belonging to the partnership, is also increas-
ingly being recognised as good capacity strength-
ening practice.29–31 Our findings further suggest that 
multiple capacity strengthening approaches may be 
needed to support continuous capacity strength-
ening across long- term partnerships. Learn- by- doing 
approaches may be particularly effective in the early 
stages of a partnership, but unless roles and respon-
sibilities change with time, capacity gains are likely to 
plateau relatively quickly via this approach. Training 
targeting evolving priorities and strong peer- support 
and constructive feedback processes will likely extend, 
complement and consolidate capacity gains.

The primary objective of the Tiny Target programme, 
to contribute to the elimination of gHAT as a public 
health problem in Uganda, was achieved just prior to 
the second round of interviews for this study. However, 
without exception, study participants did not want 
the programme partnership to end. There was still 
a strong interest at district level in maintaining Tiny 
Target deployment as a form of vector control, to 
reduce biting nuisance rather than gHAT elimination 
and there was an appetite to extend the partnership 
into new areas. On one hand, this reflects the positive 
experience most participants reported in relation to 
their partnership involvement. Consistent with good 
principles of global health partnership,32 both COCTU 

and district staff were empowered through the part-
nership to take on ever greater responsibility and the 
programme’s success was a point of pride for all. On 
the other hand, interest in continued partnership was 
also partly based on the recognition that without an 
international partner, systemic issues pertaining to 
funding and financial management would severely 
restrict the ability of both COCTU and district ento-
mologists to continue to undertake substantive vector 
control activities. This reality further highlights the 
need to focus on systemic capacity strengthening even 
when not strictly necessary to do so to achieve part-
nership objectives as well as the benefit of longer- term 
partnerships. However, the benefit of longer- term 
partnership will only be fully realised if the partner-
ship is used, at least in part, as a vehicle to address 
systemic constraints to independent practice. Without 
the latter focus, then the consequence to the less well 
capacitated partner in terms of the ‘loss’ in their ability 
to engage in vector control will be as great at the end 
of a longer- term partnership as it would be at the end 
of a shorter- term variant.

Among other objectives, our study sought to derive 
transferable lessons that may inform national capacity 
strengthening approaches within other partnership- 
based vector control programmes. Box 1 outlines 
three such lessons along with the study evidence 
and underlying logic supporting each lesson. To be 
effective, the recommendations inherent in all three 
of these lessons require the support of programme 
funders, programme implementers and programme 
participants. For example, funders must be willing to 
support sophisticated and multilevel capacity strength-
ening activities within the scope of the respective 
programme, even when there is no immediate or direct 
benefit within the programme lifespan, implementing 
partners must be willing to adopt and promote these 
activities and participants must be willing to take them 
on, even when it requires additional effort to do so 
(such as transferring skills to colleagues outside of the 
programme).

Our study had many strengths including the longitu-
dinal study design, the inclusion of all participating district 
entomologists and COCTU staff in the study sample and 
robust quality assurance processes. Study limitations were 
also present. Data were drawn from a single vector control 
programme in a single country context. We didn’t examine 
the capacity strengthening experience of the UK- based 
partners, who would have undoubtedly gained some level 
of strengthened capacity even if this wasn’t as actively facil-
itated as compared with the Ugandan partners. These 
considerations combined with the qualitative nature of the 
study design suggest care should be taken not to overgener-
alise the study findings when considered in isolation. Study 
participants may also have been reluctant to express crit-
icism of the Tiny Target programme given it was a partial 
source of income for many and given the primary inter-
viewer (JP) was an employee of LSTM and Tiny Target 
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programme management staff were often present at 
interview.

In conclusion, our study highlights three key lessons that 
may inform the design of national capacity strengthening 
activities conducted within the context of vector control part-
nerships. Adhering to the aforementioned recommenda-
tions derived from these lessons will increase the likelihood 
that: partnership members experience continuous capacity 
gains over the course of the partnership; capacities necessary 
for partnership activities are acquired; systemic constraints 
to greater independence on the part of the less well capac-
itated partners are addressed (at least in part); partnership 
activities benefit a wider cohort of individuals/organisations 
beyond those formally belonging to the partnership and that 
capacities gained during the course of the partnership are 
more likely to be sustained postpartnership. The generic 
nature of these recommendations suggests they are likely to 
be of benefit to many and diverse international partnerships 
within the wider global health space.
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Box 1 Transferable lessons for national capacity 
strengthening within partnership- based vector control 
programmes

Lesson 1: Capacity strengthening programmes/
activities within international partnerships should 
consist of multiple approaches, some of which may be 
sequentially delivered, that can adapt to changing capacity 
strengthening priorities over time.
Study evidence supporting this recommendation:

 ⇒ Multiple mechanisms of capacity strengthening were identified 
in our study, including learn- by- doing approaches, ‘action cy-
cles’, constructive feedback, mentorship and peer support.

 ⇒ Capacity strengthening priorities evolved over time, shifting 
from an initial focus on essential capacities needed for pro-
gramme delivery towards more advanced, highly transferable 
skills.

Underlying logic:
 ⇒ Different approaches towards capacity strengthening, some de-
livered consistently (eg, mentorship, peer support), others intro-
duced strategically at distinct time points (eg, learn- by- doing, 
action cycles), will allow continuous capacity strengthening 
across the duration of a partnership and will allow emerging 
capacity strengthening priorities and opportunities to be identi-
fied and addressed.

Lesson 2: A balance should be sought between 
operational and systemic capacity strengthening 
priorities, the latter becoming increasingly important 
within longer- term partnerships.
Study evidence supporting this recommendation:

 ⇒ Operational capacity strengthening priorities were more com-
monly identified, were essential to programme success and 
were more readily achieved compared with systemic capacity 
strengthening priorities.

 ⇒ Failure to address the latter resulted in a continued dependence 
by national organisations on their international partners for pro-
gramme continuation.

Underlying logic:
 ⇒ Strengthening capacities essential for programme implementa-
tion is a necessary and reasonable focus, especially in the early 
stages of any international vector control partnership. However, 
a sole focus on capacities essential for programme implemen-
tation will lead to a plateau in capacity gains over time and may 
do little to address the broader systemic challenges that require 
national organisations in the Global South to seek international 
assistance in the first place.

Lesson 3: Partnership members in the focal country/ies should 
be supported to actively facilitate the transfer of newly acquired 
knowledge and skills to relevant colleagues/communities who do 
not belong to the partnership.
Study evidence supporting this recommendation:

 ⇒ Examples of non- mandated transfer of knowledge and skills ac-
quired from partnership participation for new activities and to 
a broader audience demonstrated the opportunity and potential 
to do so.

 ⇒ Substantial reluctance, in large part due to a lack of confidence, 
on most partnership members to transfer knowledge and skills 
for new activities or to a broader audience.

Underlying logic:

Continued

Box 1 Continued

 ⇒ Broader transfer of knowledge and skills acquired through part-
nership activities will add value to any programme investment 
and will help sustain the newly acquired knowledge and skills 
beyond the partnership duration.
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terminology, drug names and drug dosages), and is not responsible for any error 
and/or omissions arising from translation and adaptation or otherwise.
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