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of g-HAT in DRC, with annual reported cases declining 
from 16 951 in 2000 to just 604 in 2019.2

Despite this reduction, epidemiological models predict 
that sole reliance on an active screening and treatment 
strategy will not interrupt transmission completely by 2030.5 
The development of Tiny Targets, devices which attract 
and kill tsetse, offer a cost-effective means of controlling 
tsetse. The large scale of tsetse control operations make 
it difficult to conduct a classical cluster-randomised trial 
showing reduction in disease burden with implementa-
tion of the Tiny Targets intervention. Nonetheless, studies 
in Guinea,6 Chad7 and Uganda8 9 provide strong evidence 
that the use of Tiny Targets reduced the abundance of 
tsetse which, in turn, led to a lower incidence of gHAT.10 

Modelling studies also suggest that deployment of Tiny 
Targets will reduce incidence of gHAT.11 In persistent 
endemic areas, active screening may miss half of all cases1 
resulting in continuing transmission.12–15 Mathematical 
models suggest that in these HAT foci the 2030 elimina-
tion goals could be achieved by adding vector control to 
screening and treatment.5 Tiny Targets, small (50×25 cm) 
panels of blue and black cloth impregnated with insecti-
cide which attract (the blue part) and kill tsetse (black 
part, impregnated with insecticide), offer a proven, 
cost-effective vector control method (figure 1).16 17 Tiny 
Targets were first used experimentally in DRC in 2014, 
and were officially recognise as part of the HAT elimi-
nation strategy in 2019 by the DRC's Ministry of Health.

Previous studies on malaria and dengue have shown 
that successful vector control operations were associated 
with positive community reactions or behaviour towards 
the technology.18–21 Negative reactions were often 
linkedwith communities not being properly informed, 
consulted or involved. Several tsetse control projects 
in Uganda,22 23 Kenya,24 Ivory Coast,25 Ethiopia24 and 
Sudan26 have shownthat community acceptance is crucial 
for an intervention’s success. An example from the 
Republic of the Congo (Congo-Brazzaville) showed that 

misunderstanding and negative perceptions of the traps 
led to vandalism and destruction.27–29

Recently, two pilot vector control projects using 
Tiny Targets were implemented in three health zones 
in DRC. In 2014, a vector control project based on a 
strategy successfully employed in, Chad and Uganda 
was launched in DRC1 6 30 Tiny Targets were deployed 
by specialist intervention teams in this ‘programme-led’ 
(PL) strategy with limited involvement from surrounding 
communities. Then in 2017, a second project was intro-
duced to test the feasibility of a community-based (CB) 
strategy in which Tiny Targets deployment was primarily 
managed and carried out by local community members. 
Both strategies proved to be successful, feasible and 
highly complementary31 32 and were both scheduled for 
scale-up commencing in 2019. However, prior to scale-up, 
community acceptability still needed to be explored as 
it provides greater reassurance of long-term success. 
Acceptability is the perception among individuals, organ-
isations and entities involved in implementation that a 
given treatment, service, practice or innovation is agree-
able or satisfactory.33

This paper compares and contrasts acceptability of 
Tiny Targets in two distinct village clusters: one in which 
Tiny Targets were deployed via a CB strategy and another 
in which Tiny Targets were deployed by a PL strategy.

METHODS
Tiny Targets pilot projects implementation
The Tiny Target pilot projects were implemented in Kwilu 
province, one of the provinces in DRC most affected by 
HAT. Kwilu is east of Kinshasa province and apart from 
the capital Bandundu (470 km from Kinshasa); and the 
town of Kikwit (560 km from Kinshasa), the province 
is rural. Kwilu province is divided into 24 health zones, 
which are further divided into health areas.

In 2015, the PL project was initiated progressively in 
three health zones (Yasa Bonga, Masi Manimba and 
Mosango).32 The CB strategy was implemented in three 
villages of Dunda health area part of Yasa Bonga health 
zone in 201731 (figure 2).

The PL strategy was implemented by entomologists 
from the Liverpool School of Tropical Medicine (LSTM) 
together with counterparts from the Ministry of Health’s 
national sleeping sickness control programme, the 
Programme National de Lutte contre la Trypanosomiase 
Humaine Africaine (PNLTHA) in 2014. In the field, 
specialist teams recruited locally, trained and managed 
by LSTM and the programme, sporadically accompanied 
by a member of LSTM, travelled by boat along major 
rivers deploying Tiny Targets on the vegetated river banks 
where tsetse concentrate. Targets were re-deployed every 
6 months. Surrounding communities of the targeted 
rivers are numerous but were not actively involved in 
the deployment due to logistical constraints and because 
most of the villages were located some distance from the 
river banks. Although a comprehensive sensitisation was 

Figure 1  Tiny Target (credit: CVK).
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planned this could not be fully executed. However radio 
messages from the health zone head doctor were broad-
cast at the beginning of the project to inform the popula-
tion. Unfortunately, in those remote areas not everybody 
possesses a radio and the population were only partly 
informed. To try covering the sensitisation gap, when 
possible, the vector control team informed village chiefs 
and community members met during the implementa-
tion phase but visiting all the villages while deploying was 
not feasable.

Although the PL approach seemed to give satisfactory 
results, the simplicity of Tiny Targets makes them a strong 
candidate for a CB approach. In 2017, it was decided to 
test the feasibility of a Community-based vector control 
strategy targeting places where people get bitten. The 
CB strategy was managed by community members, with 
the support of a research team. The research team 
comprised three researchers, a Congolese anthropol-
ogist (RN), one doctor from PNLTHA (AM) and one 
anthropologist from the Institute of Tropical Medicine 
in Antwerp, Belgium (CVK). After obtaining agree-
ment from the Health Zone authorities, the research 
team presented the Tiny Target project in first instance 
to the chief of each village, all chiefs were supportive. 
The research team then initiated a Tiny Target project 
in each village. They supported the creation of a vector 
control committee which offered training and support by 
providing information, dissemination of good practices 
along with technical and didactic material. They encour-
aged the committee to assume leadership of the project 
progressively, taking on organisation and management 
of the vector control activity. Vector control committees 

organised sensitisation campaigns in their respective 
communities and ensured the deployment of Tiny 
Targets. Community deployment further differed from 
the PL strategy in that Tiny Targets were not deployed 
along rivers but, instead, in and around fields, fishponds 
and places where community members had been bitten 
by tsetse.31

Timeframe, study area and population of the acceptability study
This study took place in February 2018, 6 months after the 
first deployment of Tiny Targets and before the planned 
scaling up, in six endemic villages. We selected the three 
pilot villages of the Dunda health area where the CB 
approach was implemented in August 2017: Kimwilu 
Kuba, Kimwela and Kisoko. Then we selected three 
villages near to where the PL team started the deploy-
ment also in 2017 and operated without the villagers’ 
involvement, 30–60 Km north of the Dunda (CB) villages, 
along the Inzia River in the Bengi and Kitoy health areas 
(Bengi-Kitoy): Kimwanza, Kibayi and Manie (figure 3).

Both areas have experienced active case detection for 
HAT by mobile screening units for decades and had a 
brief experience with a vector control using classical 
traps between 2008 and 2010.

The populations of the selected health areas are largely 
dependent on agriculture and fish farming. For the latter, 
ponds are created by sequentially damming tributaries of 
the rivers Luie and Inzia. This practice conserves natural 
riverine vegetation along the margins of the ponds and 
provides a favourable environment for tsetse.

In traditional Central African cultures, rivers are an 
important place for the Mamiwata figures, water spirits. 

Figure 2  Pilot areas for vector control projects using Tiny Targets between 2015 and 2018, Kwilu Province, DRC. DRC, 
Democratic Republic of the Congo.
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The Bandundu population is rooted in the Kongo 
culture where there is a common belief in the existence 
of an invisible world having a strong influence on human 
daily lives, Mamiwata is part of this invisible world. They 
are often represented as mermaids, they are feared but 
also described as the incarnation of clan ancestors to 
protect villages.34 35 They are therefore very important 
and present in environments where water bodies are 
abundant.

Data collection
Data were collected using two qualitative methods: focus 
group discussions (FGDs) and semistructured interviews 
(SSIs).

Fourteen FGDs were organised with an average of eight 
participants each. One male and one female (from 18 
years old) FGD was convened per village alongside one 
mixed-gender FGD of young adults (18–30 years old). 
Members of the vector control committee in the Dunda 
(CB) health area were excluded from FGD participation 
as they were too involved with Tiny Target deployment to 
report on a broader villagers’ perception.

Seven SSIs with village traditional chiefs were also held 
(one of the villages is a fusion of two and has two chiefs) 

to obtain a community leaders’ perspective. All tradi-
tional chiefs were male, as few women hold this position 
in DRC. If traditional chiefs from the CB cluster were 
part of the vector control committee in the CB cluster, 
the interview was done with the assistant-chief.

FGDs and SSIs were held in a classroom outside school 
hours and lasted between 45 and 60 min. They were 
conducted in Kikongo by a Kikongo-speaking anthropol-
ogist (RN) supported by a local assistant. All FGDs and 
SSIs were recorded with participant permission. Table 1 
shows the number of SSIs and FGDs held in each village.

Data analysis
Audiorecorded FGDs and SSIs were translated from 
Kikongo into French and transcribed in a Word docu-
ment, the translation was checked by a research team 
member fluent in both French and Kikongo (RN). The 
quotes reported in the paper were translated from French 
to English by the first author (CVK). All transcripts were 
cross-checked by two anthropologists (CVK and RN) to 
ensure accuracy and analysed using a thematic content 
analysis approach.36 This method combines a deduc-
tive approach, where data were analysed according to 
predefined themes, and then an inductive approach 

Figure 3  Villages of the study location, Yasa Bonga, Kwilu Province, Democratic Republic of Congo or RDC (Republique 
Démocratique du Congo (credit: CVK).
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where novel themes were identified. All transcripts 
were carefully read and reread to recognise and iden-
tify patterns and compare similarities and differences 
between SSIs and FGDs or between FGDs categories and 
village clusters. NVivo software (V.11; QSR International, 
Melbourne, Australia) was used to support the data anal-
ysis. To increase internal validity a sociologist not involved 
in data collection (DP) reviewed the data and consistency 
of the coding system. Additionally, preliminary findings 
were shared and discussed with members of the broader 
research team, composed of professionals of diverse 
background such as epidemiology and vector control.

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

RESULTS
Results are presented based on the predefined themes 
from the FGDs and SSIs: (1) Knowledge about the 
disease, (2) Perception of communication pathway, (3) 
Perception of Tiny Targets, (4) Perception of activity 
effectiveness and (5) Community recommendations 
for future activities. A marked difference was observed 
between village clusters. However, no differences were 
observed between gender and ages on topics discussed.

Knowledge of sleeping sickness and tsetse flies: a favourable 
community background for Tiny Targets acceptance
Both village clusters were knowledgeable about HAT and 
tsetse. HAT was apparent in their collective conscious-
ness; participants related many stories and experiences 
regarding sleeping sickness which they called Manimba 
(dozing) in Kikongo. They regarded screening and treat-
ment activities in the region positively. They acknowl-
edged that screening activities saved many lives and 
resolved many family conflicts in cases when disease 
symptoms were associated with witchcraft.

My son is still alive thanks to the nurses that screened and 
treated him. He was going crazy and we didn’t know what it 
was. We tested him and he had sleeping sickness. But in the 
past many family get separated (Due to conflicts) because 

some people thought someone put a spell on someone 
else, but it was in reality sleeping sickness. (FGD, Women, 
Bengi-Kitoy (PL), 2018)

Participants had a good knowledge of the disease, 
they all mentioned it was deadly and were aware of the 
neurological symptoms. The relatively low prevalence 
of sleeping sickness was recognised with participants 
reporting that nowadays there were fewer cases than in 
the past. For this reason, other diseases such as malaria 
were considered a greater health priority. Nevertheless, 
tsetse were widely considered a nuisance in daily life.

Tsetse are annoying insects in our village, it is a good thing 
that you come with this initiative to get rid of them, be-
cause they are really annoying, especially us the women 
who are going every day to the spings or cassava retting, it 
is really insecure (FGD, women, Bengi-Kitoy (PL), 2018)

Tsetse were recognised as the vector of sleeping sick-
ness, although some participants believed it was also a 
malaria vector. Participants called tsetse kibisu, which 
referred to several insects with a painful bite; the black 
kibisu was specifically identified as a tsetse. Kibisu was 
described as the ‘enemy’ or ‘a sorcerer’.

Perception of communication pathway
When participants of both Dunda (CB) and Bengi-
Kitoy (PL) were asked how they received information 
about Tiny Targets and what they knew about them, we 
observed a marked difference. In Dunda (CB), partici-
pants described being informed prior to deployment and 
respecting community norms. In Bengi-Kitoy (PL) partic-
ipants reported being informed partially after the deploy-
ment took place. Figure 4 summarises the differences in 
the communication pathway as described by community 
members.

In Bengi-Kitoy (PL), participants knew Tiny Targets 
were associated with sleeping sickness but had not 
received detailed information. Participants described 
the information flow as first a ‘white man’ coming and 
randomly talking with fishermen along the river. Then 
the fishermen communicated the information to some 
people in the rest of the community. This communication 

Table 1  Composition of FGDs and SSIs for each village

FGDs and SSIs for each villages FGD female FGD male FGD mixed SSI chiefs

Dunda (CB) Kimwilu Kuba 1 1 1 1

Kimwela 1 1 1

Kisoko 1 1 1

Bengi-Kitoy (PL) Kibayi 1 1 1

Kimwanza 1 1 1 1

Manie 1 1 2

Total 6 6 2 7

Total 14 FGDs 7 SSIs

CB, community based; FGDs, focus group discussions; PL, programme led; SSIs, semistructured interviews.
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was described as unstructured, slowly and partially 
disseminated throughout the community by word of 
mouth. Therefore, the information received was not 
always perceived as legitimate.

Fishermen know more about the Tiny Targets, because this 
“white man” gave them information…and then fishermen 
gave us an explanation. But they explain things they don’t 
really know. (FGD, Bengi-Kitoy (PL), Men, 2018)

In Dunda (CB), in contrast, participants knew about 
the use and purpose of Tiny Targets in detail. They 
described that the information provided was reliable 
and organised in a structured way by the vector control 
committee. They reported that at the beginning they 
believed the project was initiated by the ‘white woman’ 
but finally they were explained it was a project initiated 
by the Ministry of Health.

Both village clusters stressed that endorsement by the 
chief was a very important aspect for good communica-
tion and acceptability. In Dunda (CB), the committee was 
perceived as legitimate because the chiefs supported the 
activity and organised the committee members selection.

The chief accepted the project and he informed the popu-
lation that it was to implement a project against the tsetse 
flies in our village. Those who wanted to participate ex-
pressed their interest and constituted the committee. They 
were trained and they are doing a good job. People accept 
the project. (FGD, Young, Dunda, 2018)

In Bengi-Kitoy (PL), participants and more particu-
larly chiefs expressed their dissatisfaction and frustration 

regarding the vector control team’s attitude and lack of 
respect for the authorities.

You know, when you arrive to someone, you start with a 
knock on the door, if we open you enter, otherwise you stay 
out. This is the same situation: The first thing you do is go 
to the chief to tell him what you are coming for, then the 
chief can inform the population. We also want to terminate 
the disease, we would like to collaborate, but this “white 
man” he is just passing. (FGD, Bengi-Kitoy (PL), Women, 
2018)

However, Chiefs from Bengi-Kitoy (PL) reported that 
they will respect the Tiny Targets because they heard a 
radio message by the health zone head doctor, perceived 
as a higher authority, asking people not to destroy the 
Tiny Targets.

We cannot take them out, some doctor and nurses from 
the health centre sent us messages to ask not to remove 
them. So we don’t want to have problems with authorities. 
Then we also thought it was probably for our health. So 
nobody is taking them out (SSI, Bengi-Kitoy (PL), Chef 2, 
2018)

Perception of Tiny Targets: consequences of the 
communication pathways
The differences of the communication pathways and 
the respect, or lack thereof, for community norms 
had a clear influence on perception of Tiny Targets. 
A marked difference between the acceptability level 
of Dunda (CB) and Bengi-Kitoy (PL) was observed. 

Figure 4  Village cluster’s perception of the deployment process and communication received on the process.
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In Dunda (CB), despite some initial doubts about the 
use of the Tiny Targets, people accepted the project 
relatively rapidly.

It was the first time we saw Tiny Targets, we didn’t 
know about them. At first we didn’t trust the Tiny 
Targets. It is only after receiving information from 
the committee that we learnt it was to protect us from 
sleeping sickness. We were happy then. When they 
started deploying Tiny Targets around the ponds, 
everybody wanted one near theirs (FGD, Dunda (CB), 
Men, 2018)

In Bengi-Kitoy (PL) there was much more confu-
sion. Participants all reported that at the beginning, 
acceptability was limited and the acceptance process 
went slowly. Although they said they finally accepted 
them, they also frequently mentioned the fact that 
still today many rumours are circulating and they 
still have some doubts about the purpose of the Tiny 
Targets.

Before putting the Tiny Targets up, it is necessary to inform 
the population because it concerns us and lack of informa-
tion leads to fear and rumours. Some people understand it 
is for sleeping sickness but many are telling a lot of rumors 
(FGD, Bengi-Kitoy (PL), Women 2018)

In Bengi-Kitoy (PL) there were suspicions over the 
intended purpose of the tool itself. People remembered 
the previous method using traps that caught flies and 
they were confused about Tiny Targets that did not catch 
but only kill flies; and concluded the intention was not to 
catch flies but something else.

People ask themselves where are the dead flies? Before, 
(NDRL in 2008 2010) we brought the flies to nurse Do-
ris in Kitoy. This is why there is people who think this 
“white man” came to look for something in the water, 
but there is also people who says it is for the tsetse flies 
(FGD, Bengi-Kitoy (PL), Women, 2018)

Then there were suspicions over the deployment 
strategy. People did not understand why Tiny Targets 
were only deployed along the Inzia River as most of 
the community members were working away from 
the river in fields or ponds. This was not the case in 
Dunda (CB) where the community was deploying the 
Tiny Targets around ponds or in fields.

People said he (the ‘white man’) came to look for some-
thing in the water because he is only putting the Tiny 
Target along the river. If he was putting them everywhere 
people won’t say that. He has to put the Tiny Target every-
where to prove us Tiny Target are there for our protection. 
Tsetse flies are not only in the river Inzia. (FGD, Bengi-
Kitoy (PL), Women, 2018)

There was suspicion or fear regarding this unknown 
‘white man’, whose attitude was perceived as avoiding 
contact with the community.

…The population is asking if he (‘white man’) is really 
coming for helping us, because he is not explaining any-
thing, he is not talking with us, so people think he may 

be here for something else. (FGD, Bengi-Kitoy (PL), Men, 
2018)

Participants reported that all those suspicions led many 
people to perceive a possible danger for the community 
that created fear and anxiety.

Since he put the Tiny Targets up, there are a lot of wom-
en who don’t go into the forest anymore because they are 
scared the ‘white man’ came to kill us… (FGD, Bengi-Kitoy 
(PL), Women, 2018)

The most common possible risk perceived by the 
participants of Bengi-Kitoy (PL) was the ‘white man’ 
may have witchcraft intentions and was there to steal the 
Mamiwata.

There is a lot of wealth in our rivers. There are spirits left 
by ancestors in the water to protect the village. White men 
like the Mamiwata, we know that. They can come to take 
them and bring them home. It is a lot of money. (FGD, 
Bengi-Kitoy (PL), Woman, 2018)

In Dunda (CB) possible risks caused by Tiny Targets 
were also reported. At the beginning a few partici-
pants reported they were worried about the intentions 
of the ‘white woman’ and the stealing of Mamiwata. 
However, the main perceived risks were rather linked 
with the possible effect of the insecticide present on 
Tiny Targets on soil impoverishment. While erro-
neous, this concern seemed related to a poor harvest 
of peanuts in 2017 which reinforced these rumours 
and some people refused to have the Tiny Targets too 
close to their fields or ponds.

Some people said the Tiny Targets impoverished the 
soil and caused the weak peanuts harvest. However, 
committee members told them that it is not the first 
time we have a weak harvest and it is in every village, 
not only the ones who deployed Tiny Targets. Finally 
they understood. (FDG, Dunda (CB), Women, 201

Perception of the Tiny Targets effectiveness
Tiny Targets were perceived as very effective in the 
Dunda (CB) cluster. In all FGDs or interviews, partici-
pants perceived significant reductions in biting by tsetse.

There is a big change because since there have been Tiny 
Targets we don’t see tsetse flies anymore. Tsetse doesn’t 
bite people in the forest like before. (FGD, Women, Dun-
da (CB), 2018)

However, some participants mentioned the programme 
was not effective enough because more Tiny Targets were 
needed. Others reported community members were 
suspicious because they could not see dead tsetse flies.

In Bengi-Kitoy (PL), the perception of effectiveness 
was more varied. Some participants observed a decrease 
in biting rates, while others expressed suspicions and 
doubts about the efficacy of the deployment strategy. 
As mentioned above, they did not understand why Tiny 
Targets were only deployed along the Inzia main river 
and not in other places like the fishponds where people 
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got bitten, they also reported not perceiving diminution 
of bites. They felt that fishermen were therefore privi-
leged by the deployment strategy.

I m a fishermen, when this ‘white men’ is coming at the 
river we work with him, but I think he is not doing right, he 
is putting Tiny Targets at the river but tsetse flies are every-
where. He should also put them at our springs near the vil-
lage. This is why until now tsetse flies still resist where there 
are no Tiny Targets (FGD, Bengi-Kitoy (PL), Men, 2018

Participants from Bengi-Kitoy (PL) expressed doubts 
about the effectiveness of Tiny Targets as a vector control 
tool, sceptical about the fact that Tiny Targets did not 
catch flies.

If you want to eradicate tsetse flies you need to provide us 
the old model [tsetse fly traps] because the one in the river 
does not catch flies, they are not good. (FGD, Men, Bengi-
Kitoy (PL), 2018)

Community recommendations for future activities: 
importance of being involved
In the Dunda (CB) cluster, the current situation was glob-
ally described as satisfactory and no major comments 
were made when asking participants for future advice. 
They expressed satisfaction with the committee’s work, 
that they all help the committee in reporting when Tiny 
Targets need maintenance, they wanted the project 
to continue and hoped the research team would not 
abandon them.

Our wish is the project being permanent in order to elim-
inate the sleeping sickness in our village. Be with us until 
the sleeping sickness disappears from our village. Continue 
to bring Traps and Tiny Targets to get rid of tsetse flies 
(FGD, Men, Dunda (CB), 2018)

In Bengi-Kitoy (PL), participants also said they wanted 
the project to continue but strongly expressed that they 
felt left out and that they wanted to participate. The lack 
of involvement created a certain anxiety and suspicion.

This ‘white men’ came to protect us against tsetse flies, so 
why he does not involve us?… He is putting the tiny targets 
like he knows better our forest (FGD, Men, Bengi-Kitoy 
(PL), 2018)

Another source of anxiety reported by some partici-
pants was the lack of control about their environment. 
Some mentioned existing taboos and worries about trans-
gressing them if the population is not consulted.

There is some spirits that we can see during the night, be-
cause they go out at night, they bathe at night. They can be 
very scary, if someone goes there at night… Us, the fisher-
men, we know those places where spirits are and where we 
have to be very careful not to disturb them. They protect 
the innocents, but if you do something bad to them they 
won’t protect you anymore. (FGD, Men, Bengi-Kitoy (PL), 
2018)

Finally, participants wanted to get involved simply 
because they thought it would make the project more 
effective by covering more accurate places, where people 
got bitten.

This white has to ask us where to put the Tiny Targets if 
he wants to get rid of Tsetse Flies. They are not only at the 
river. (FGS, Men, Bengi-Kitoy (PL), 2018

Table  2 summarises all the Tiny Targets acceptability 
factors highlighted on the FGDs and SSIs conducted in 
PL and CB clusters.

DISCUSSION
Our findings show, that in villages where the community 
led vector control activities, people had a positive percep-
tion towards Tiny Targets. Conversely, where community 
members were less involved, acceptability was reduced.

This study highlights, in line with others, that accept-
ability of a new vector control technology is a result of 
a combination of several important factors including: 
prior knowledge of the disease, perception of the vector’s 

Table 2  Summary of the different Tiny Targets acceptability elements reported by participants in Dunda (CB) and Bengi-Kitoy 
(PL), 2018

Acceptability elements Reported by dunda (CB) Reported by Bengi-Kitoy (PL)

Previous knowledge about the disease + +

Perception importance of the disease − −

Perception of nuisances caused by vector + +

Perception of good information received + −

Perception of Tiny Targets efficacy + +/−

Perception of TIny Targets placement strategy effectiveness + −

Perception of no negative side effects (for health or environment) +/− Not mentioned

No supernatural danger perceived +/− −

No anxiety caused by community outsiders +/− −

Assuming control feeling Not mentioned −

+, present, −, not present,+/−, partly present.
CB, community based; PL, programme led.
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nuisance, effective raising of awareness, perceived 
effectiveness of the technology and absence of side 
effects.18–21 31 37–47

Our findings from Bengi-Kitoy (PL) suggested that 
previous knowledge of the disease and perception of 
vector nuisances was not sufficient to understand the link 
between the newly introduced Tiny Target and sleeping 
sickness. Therefore, as with previous studies, our research 
shows that improving awareness about the function and 
benefits of vector control tools is a crucial element for 
acceptability.31 40 42 45 In Bengi-Kitoy (PL), where informa-
tion was scarce, the presence of Tiny Targets raised many 
unanswered questions leading to suspicions and anxiety. 
This anxiety is even more understandable given that water 
bodies are closely linked with supernatural power and 
ancestors’ legacies which are perceived as having a strong 
influence on the stability of daily life.29 34 35 45 46 There-
fore, our study also suggests that ‘no vandalism’ may be 
an indicator of fear and it may be misleading to see it as 
an indicator of acceptance. Similar to Kovacic’s study45 
on acceptability of tsetse traps, respondents reported not 
vandalising Tiny Targets because of a perceived danger 
that they might be linked to witchcraft and kill them. In 
contrast, in Dunda (CB) where the information was well 
disseminated, most people perceived the Tiny Targets as 
beneficial and links made to witchcraft were anecdotal.

Awareness raising and communication has to be intro-
duced at the start of any vector control activity but also 
to be continuous to respond to doubts and questions 
emerging during the process. For instance, a study in 
Tanzania on acceptability of attractive toxic sugar baits 
to control mosquitoes reported that people regarded 
the strategy as being ineffective even if they had received 
good initial information and noticed a reduction in 
mosquito nuisance. The tool was used outdoors whereas 
people perceived malaria transmission to be higher 
indoors.40 In our study, the village cluster involved in the 
CB approach did not question the deployment strategy 
because community members placed Tiny Targets where 
they perceived the risk of being bitten to be the highest. 
In contrast, in the other cluster, they did not perceive 
Tiny Targets as beneficial as they only noted a reduction 
in nuisance at the river banks where risk is not perceived 
to be high and they did not understand the deployment 
logic. Hence, it is essential to provide the community 
with the necessary technical knowledge to address doubts 
about the process.

Although continuous awareness raising and main-
taining dialogue are essential to ensure good under-
standing of the Tiny Target tool, the deployment 
strategy and the benefits, they are not sufficient to guar-
antee acceptability. Our study particularly highlights 
the value of implementing projects within the sphere 
of local customs. For instance, participants expressed 
the importance of respecting sacred places and taboos 
while deploying Tiny Targets, and the endorsement by 
recognised local authorities for the project to be trusted. 
A study in Mozambique showed that indoor residual 

spraying for malaria was not perceived as being particu-
larly effective but as it was implemented and supported by 
the trusted authorities acceptability was high.47 In Dunda 
(CB), communities appreciated the fact their traditional 
chiefs endorsed and were involved in the project. In 
contrast, Bengi-Kitoy (PL) communities deplored the 
fact that their chiefs were not informed which added to 
their suspicions about the intervention.

Finally, our findings underlined how images, repre-
sentations and existing stereotypes based on skin colour, 
ethnicity and related Congolese history highly influence 
acceptability in our study context. The ‘white man’ was 
frequently mentioned in all FGDs and interviews from 
the Bengi-Kitoy (PL) cluster and appeared to be a central 
preoccupation. The technical support of ‘white’ ento-
mologists to the national programme local deployment 
team was in reality sporadic. A majority of participants 
had not actually seen the ‘white man’ in the region, only 
hearing about him from fishermen. However, stereotypes 
that Congolese rural communities have regarding ‘white 
people’ plus their rarity in such remote places made this 
event central, distorting the perception of reality and 
exacerbating rumours created by the lack of information. 
In Dunda (CB), the project managers were identified 
as being part of the community, people were informed 
about the project as well as about the role of the ‘white’ 
anthropologist. Although people were suspicious about 
the anthropologist, those suspicions were not reported as 
being a central preoccupation or a source of anxiety. This 
study showed particularly that acceptability is influenced 
by stereotypes that communities may have about those 
they identified as project planners and the way these 
planners are managing their activities and respecting the 
local customs.

We recommend that vector control planners external 
to communities invest the time and effort to open a 
dialogue with communities. This dialogue provides a 
means to identify important acceptability factors and, 
more importantly, to identify opportunities for commu-
nity involvement. When people are involved, they have 
more opportunities to express how they want things 
to be done, retain control of culturally sensitive issues 
and respect for their norms and customs that outsiders 
cannot comprehend. The less communities are involved, 
the more likely the project initiatives are to displease or 
even shock people and be a serious barrier to project 
acceptability.

Limitations
This study was conducted in two different village clus-
ters. One cluster (Dunda (CB)) was composed of three 
villages that had already been part of a CB project for 
over 1 year. FGD participants from this cluster knew 
the research team and the vector control committee 
members from their villages and, therefore, may have 
been more reluctant to report criticism of the Tiny 
Target programme as compared with participants from 
the other cluster. This study was conducted at the end 
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of the pilot implementation of the PL strategy and did 
not help to improve acceptability at earlier stages. It is 
advisable to conduct acceptability studies prospectively 
and in parallel with evaluations of effectiveness. The 
results of this study, as for other acceptability studies, 
should be interpreted with caution because acceptability 
varies depending on the sociocultural context. Finally, 
the approach adopted is cross-sectional and acceptability 
might change over time.

CONCLUSION
This study is an additional example of the importance 
of involving communities for programme acceptance. 
Research underlined how awareness campaigns and 
communication are essential, but also how working 
within the scope of community social norms and customs 
are inescapable. Acceptability factors are numerous, 
complex and vary according to local factors. Adequate 
time and effort must be invested in understanding, 
listening to and involving the people concerned before 
and during the implementation of vector control activ-
ities.
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