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Organisations that encourage 
the wheel of learning, which  

relish curiosity, questions and  
ideas, which allow for space  

for experiments and reflection, 
which forgive mistakes and promote  

self-confidence, these are learning 
organisations and theirs is a  

competitive advantage which  
no-one can steal from them.

Charles Handy, 2007



Foreword

 
Dr Edmund Newman 
Director, UK Public Health  
Rapid Support Team

This publication is a reflective piece  
which follows up on and summarises  
the Cape Town Learning review that the 
UK-PHRST and Partners held in September 
2022. The publication pays testimony  
to the enthusiasm and commitment of  
our partnerships to continue to learn  
from each other about what has been  
successful, but importantly what has  
been challenging in our work with partners 
over the review period. The report also  
helps to document how far we travelled  
and evolved our partnerships over the 
18-month period under review. 

At UK-PHRST we aim to embed equitable 
partnerships across the three pillars of 
our triple mandate (Outbreak Response, 
Capacity Strengthening and Operational 
Research) as we believe that only by being 
partner-led can we ensure the support we 
provide across our mandate is truly relevant, 
sustainable, and impactful.  

In the spirit of being a team and collection 
of partnerships that is continuously seeking 
to learn, we believe that it is in the interest of 
ourselves, our partners, and our funders that 
the learning and knowledge from our work 
over the past eighteen months is shared and 
embedded. By giving a voice to our staff and 
partners to capture and share some of the 
lessons we identified, and by being candid 
about the difficulties we encountered - as 
well as highlighting the successes - we can 
continue to learn from those lessons and 
grow stronger in our collaboration and in  
the activities we jointly undertake. 

A huge thanks are due to not only those on 
my own team who made the meeting and 
this subsequent follow-up possible but also 
the representatives from our partners, that 
attended and engaged so willingly in the 
learning review – without who’s opinions  
and inputs this report would not be as rich  
a source of information and reflection.  

I hope this report inspires a wider  
audience to see the added value in  
taking time to reflect on what has been 
successful and challenging, and how to 
improve your work and also those of others.  
I hope that you will find the publication  
an informative and enjoyable read. Please  
do share it widely with any colleagues  
you think would find it of interest.

Learning is not attained by chance, 
it must be sought for with ardour  
and attended to with diligence.
Abigail Adams, 1780
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Learning is not compulsory… 
neither is survival.

William Edwards Deming (1900 – 1993) 



Introduction

Learning is not a foregone conclusion.  
The question is not whether learning is  
being identified in the course of delivering 
our work, but rather whether learning is  
being implemented. 

There are key questions that any project,  
and certainly one as important and 
potentially impactful as the UK-PHRST, 
should be asking itself. Are we identifying  
our learning – collectively as a project, at  
the team level and individually? How are  
we identifying our learning – through what  
mechanism or mechanisms?Are we keeping 
pace with our learning – are we learning 
fast enough? Are we able to adapt quickly 
enough to shape and impact our future  
work in meaningful ways? 

“Performance and learning are not sequential 
or overlapping, but learning is a by-product 
of performance”. 1 If this is so, then the task 
becomes embedding learning in our psyche 
and intentionally identifying and drawing 
on that learning in real-time. The impetus 
for making this happen comes from not 
only senior management encouraging and 
cultivating a culture of learning, but from 
everyone embracing and committing to  
this approach. 2,3

How much time is set aside for learning? 
Is there demonstrated ongoing learning 
occurring? What about the culture of 
reflection and learning – what are the 
degrees of non-territorial, open, engaging 
and blame-free enquiry that we witness 
as a project? Are these elements easily 
recognisable in the ways we work? These  
are all very important questions for any 
project or organisation to reflect on and 
engage with on its “learning journey”.

In September of 2022, the UK-PHRST 
hosted a learning review for it partners –  
the third in its seven year history. This was 
a critical review of our collective work, as 
partners, over the previous  18-months, 
evaluating our strengths and weaknesses 
and recommending improved ways of 
working. Our intent was to carry out a 
structured, interactive and shared reflective 
learning exercise to understand the nature 
of our successes, challenges and what we 
could do better to work more effectively.  
A group of 36 partners, strongly supported 
by UK-PHRST’s Senior Management Team 
(SMT), spent three very productive days 
reviewing, reflecting and commenting  
on our collective effort and its outcome.

This publication is a further reflection on the 
topics discussed and the many complexities 
and insights which these conversations 
raised. It starts with a recall of the three-day 
event – The Cape Town Learning Review: 
An overview. This is followed by a series 
of reflective articles written by attendees 
of the review: Post Learning Review 
Reflections. Recommendations for future 
practice generated during the review and 
subsequent UK-PHRST’s management 
response to each recommendation  
are included are included in the appendices. 

We present this in the hope that it will  
provide further insight into the workings of 
the UK-PHRST and partners and the value  
we collectively ascribe to learning together.

Femi Nzegwu 
Assistant Professor, UK Public Health  
Rapid Support Team

UK-PHRST and Partners Learning Review 
Cape Town 2022
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1. Baird, L., Holland, P. and Deacon, S. (1999) ‘Learning from action: Imbedding more learning into the performance fast 
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We would like a situation 
where people don’t have to 

struggle to have what others 
achieve. People should be able 
to achieve without having to  

put too much extra effort.
 

Dr Albert Luswata, The UK-PHRST Cape Town Learning Review participant, September 2022 



Background to the review

In line with the UK-PHRST’s practice of 
holding periodic learning reviews as a 
reflective (and adaptive) approach to  
its work, the team organised a three-  
day learning session in Cape Town from  
September 27-29, 2022. This was a  
critical review of partners’ collective  
work over the preceding 18-months, 
evaluating our strengths and weaknesses 
and recommending improved ways  
of working.

Participants of the review included  
staff from UK-PHRST, 10 country  
partners, two regional bodies, four  
UK-based universities and a charity  
and the UK Department of Health  
and Social Care (DHSC). Thirty-six  
people attended the review. Sectors 
represented included; research,  
deployment, capacity strengthening,  
gender equity & responsiveness, 
and sustainable ways of working. 

Our intent was to carry out a structured, 
interactive and shared reflective learning 
exercise to understand the nature of our 
successes, challenges and what we could 
do better to work more effectively. There 
were two specific objectives: 

 – review key learning from the last 18- 
months of UK-PHRST and partners’ 
collaborative working – to include; 
deployment, research and capacity 
development, and underpinning  
themes such as gender equity  
and sustainability, and

 – agree ways of working that build on  
our good practice, minimise/eliminate  
poor practice and encourage sustainable 
ways of working. 

The Cape Town Learning Review: An overview
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What happened during  
the event?

The review was conducted as a highly 
participatory three-day event which 
occurred mostly as panel and group 
discussions to capture a rich range of views 
and practice. This was supplemented with 
Q&A sessions, plenary discussions and 
gallery walks of workshopped-posters. 

An account of the different session that 
occurred over the three-day event is 
detailed below. 

Day one

Opening and setting the scene

The UK-PHRST Director, Dr Ed Newman in 
his welcome gave an overview of previous 
UK-PHRST learning reviews and presented a 
vision of how the UK-PHRST and its partners 
can continue to strengthen their working 
relationship. In his words 

“what we’re really trying to understand and 
leave with is a deeper understanding of the 
value of our partnerships, where we should 
grow, what we should keep doing that 
we’re doing well, but also where we want to 
change and importantly, recommendations 
of how we can achieve that change, and 
make things better going forward.”

The opening address by the Western  
Cape Minister of Health and Wellness,  
Dr Nomafrench Mbombo, welcomed 
members of the review to her region and 
eloquently challenged the group to examine 
a number of issues. First, on partnership  
she stated 

“I saw part of the [UK-PHRST] strategic 
framework that talks about the partnerships. 
Please remember, that you are supposed  
to be part of a [global] partnership. So,  
think about us and work with us. We  
always welcome working with everyone, 
especially from academia.” 

lightlounge.co.za 
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As part of that partnership Dr Mbombo 
championed a vision of a strengthened 
health system that starts at a household 
level and makes families and communities 
co-carers and core-carers in a nation’s health 
system, thereby enabling people-centred 
care and giving greater agency to people. 

On equity, she continued, 

“I always remind my colleagues that when 
you don’t address the issues of inequalities, 
when you don’t address the issues of 
poverty, the issues of unemployment, it 
means that it will eventually impact all  
of us”. 

The UK-PHRST Programme Manager,  
Thom Banks , set the scene on the collective 
work of the UK-PHRST and its partners 
over the preceding  18-months (April 2021 

- November 2023). He also referenced the 
previous learning review held as a virtual 
event in 2021 with a focus on partnership 
working, the programme’s strategic direction, 
teaching & training, communication ,and 
human resource expansion giving insight 
into how much ground the programme in 
conjunction with its partners had covered  
in that time period.

Deployments

Three panel discussions followed the 
opening and scene-setting sessions. 

These discussions focused on the different 
phases of deployment – pre, during, and  
post deployment. The panel reflected on  
our collective work and described major 
areas of deployment-related learning  
that had emerged for them/their team.

Panel one considered the question  
“preparing for deployment: did we get  

it right?” Panellists were Dr Ram Vadi  
(Health Director, UK-MED) who provided  
an overview of the work of UK-MED 
since 2020, and the key underpinning 
learning themes, particularly the need 
for flexibility and adaptation as needed 
and the expansion of remote support; 
Ms Cristina Leggio (Lead Microbiologist, 
UK-PHRST) described UK-PHRST’s 
deployment mechanisms and the 
challenges and opportunities associated 

with each approach; and Dr Nafiisah 
Chotun (Technical Officer, Africa Centres 
for Disease Control) reported the results of 
an interesting mini-survey of deployees to 
capture the challenges encountered, what 
went well and what could be improved. 

Panel two reflected on the achievements 
and challenges of the actual deployment and 
the factors that impact outcomes. The three 
panellists were Dr Wessam Mankoula (Lead 
of Emergency Operations Centre, African 
CDC), Dr Ram Vadi & Dr Stacey Mearns  
(UK-PHRST Senior Infection Prevention  
& Control specialist). 

Dr Wessam provided an overview of the 
joint history of Africa CDC’s Emergency 
Preparedness and Response Team and  
the UK-PHRST, and outlined their vision  
for the next steps in this relationship as 
being the exploration of joint deployments 
and increased joint experience sharing  
and learning. 

Dr Vadi outlined UK-MED’s main 
achievements and challenges during  
that time period and identified two  
factors – the need to strengthen national 
EMTs/Health services, and a continuing 
need to be flexible and agile in how  
the deploy while still adhering to EMT  
minimum standards. 

Finally, Dr Mearns provided an overview 
of the partner feedback received on the 
outcomes of deployments undertaken 
by UK-PHRST and enumerated four key 
determinants of the impact and sustainability 
of deployment outcomes, including the  
type, mechanism, length, and timing of 
deployments; concluding that we need  
to continue,

“what we are doing and broadening how 
we are doing it, so that we can offer more 
and take advantage of the complementary 
effects of that breadth on impact and 
sustainability.”

Panel three reflected on how successfully  
we learn from our deployments and then  
go on to implement our learnings during  
the post-deployment phase. Panellists  
were Dr Radjabu Bigirimana (Technical 
Officer & Programme lead, African 

Volunteers Health Corp – AVoHC) who 
spoke about the current limitations of a 
process that effectively terminates at the 
conclusion of the deployment with the 
completion of an exit report and a debriefing 
session before the deployee returns home. 

Dr Radjabu emphasised the need for 
improved, centralised mechanisms to  
collect, store, analyse, share and implement 
learning from data gathered during the 
deployment as urgent if lessons learnt  
are to be used for improving the quality  
of the programme. 

Dr Haque (Epidemiologist, UK-PHRST) 
outlined the various mechanisms currently 
operational at the UK-PHRST to capture  
and share learning including post-
deployment briefings with the UK-PHRST’s 
Senior Management Team, the full team, 
external agencies, deployee, and partner 
feedback forms. She concluded by 
reflecting on four factors that would  
hugely support the learning effort:

 – systematic action plan/needs 
assessment following deployments

 – mechanisms to improve linkages  
with national partners

 – mechanisms to foster ongoing 
collaboration with national partners 
(e.g, promote hybrid remote/in-person 
support, and

 – regular review and analysis of  
the deployee/partner survey  
to inform practice.

Panel discussions were followed by group 
sessions that explored two questions: 

 – whether the areas of learning discussed 
resonated with the group, and

 – whether there were any identifiable gaps 
that needed to be incorporated. 

Two recommendations on ways to embed 
the learning and make for more sustainable 
ways of working were identified following 
the group work. These were then discussed 
in a plenary session. 
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Day one closed with a session on the 
importance of embedding mental health 
and wellbeing in public health emergency 
responses, in the context of the support 
mechanisms and structures that need to be 
in place to support people personally, within 
their organisations as well as in homes – 
especially in providing support to carers. 

Discussants were Dr Namoudou Keita 
(Programme Officer for Primary Health  
Care, Health Systems Strengthening  
and Non-Communicable Diseases at  
West Africa Health Organisation (WAHO), 
and Dr Otrida Kapone (Head – Zambia 
National Public Health Reference 
Laboratory Public Health Laboratory 
Scientist-Infectious Diseases Antimicrobial 
Resistance Fleming Fund Policy Fellow 
Laboratory Systems & Networks).

Day two

Research

Day two was dedicated to discussions 
and reflections on our research and was 
kickstarted by Professor Gwenda Hughes 
who presented a scene-setting session  
on knowledge creation, uptake, and impact. 

Professor Hughes linked UK-PHRST’s 
current research trajectory with findings 
from the previous After Action Review, 
the Itad-led evaluation of UK-PHRST, and 
direction from the DHSC & NIHR, identifying 
three key considerations in our research:

 – the importance of LMIC co-ownership, 
co-creation, and leadership & community 
engagement

 – the need for strengthened research 
dissemination to ensure it informs 
decision-making and policies, and 

 – the need for strengthened links between 
research topics and response needs/
evidence gaps.

Three panels followed:

Panel four responded to the question  
“how appropriate was our research? Did  
we get the areas of our research right?  
Were the relevant parties fully involved? 
And, were the right voices heard about  
the types of research that are most 
beneficial/impactful? 

Mr Jacob Nkwan (Infection Prevention & 
Control/WASH Nurse, Cameroon Baptist 
Convention Health Services) discussed  
and reflected on his study on “Development  
and evaluation of resources to support  
IPC engagement with caregivers in 
hospitals.” Professor Miles Carroll  
presented his research “A Novel One  
Health Approach to Marburg Virus 
Detection and Surveillance”, and Dr 
Stella Atim (Head, Division of Veterinary 
Diagnostics and Epidemiology, Ministry  
of Agriculture, Animal Industry and  
Fisheries, Entebbe, Uganda) discussed 
her research on “Strengthening viral 
haemorrhagic fever preparedness in 
Uganda through serosurveillance of 
Healthcare Workers.”

Panel five tackled the issue of equity 
 in our research, responding to the  
question, “Collaborating equitably  
on research: myth or reality?”

Dr Abdul Sesay (Assistant Professor  
and Head of the Genomics Strategic  
Core platform at the MRC Unit, The  
Gambia at London School of Hygiene  
and Tropical Medicine) shared and  
reflected on his own experience  
and research citing the following  
as fundamental to any equitable 
collaboration – Trust, Respect, 
Decolonisation, collaboration,  
Opportunity, Education, Inclusivity,  
Equality, and Responsibility. 

Dr Tom Edwards (lecturer in infectious 
disease diagnostics at the Liverpool  
School of Tropical Medicine, UK)  
shared important lessons learnt from  
his experiences of a UK-PHRST funded  
project with UK and Turkish partners.

Panel six closed the panel discussions  
for the day, reflecting on how well research 
findings impact practice and policy, and 
where the evidence of impact lies. Mr  
Jacob Nkwan and Dr Abdul Sesay returned 
to lead the discussion building on the earlier 
presentations of their work and what impact 
meant for them personally as scientists  
and in their practice. 

Group work and plenary discussions 
followed each panel session in a similar  
vein to Day one. Day two also saw the 
beginnings of generating recommendations 
from the six sessions.

Day three

Equity and capacity strengthening.

The focus of day three was on the 
consideration of issues of equity and 
capacity strengthening in our work  
led by two panels. 

Panel seven explored how we embed 
gender equality and responsiveness  
across our work remit in a sustainable 
manner. Against the backdrop that in  
public health, inequalities continue to 
imbalance the structure and norms of 
institutions, determine career pathways  
and restrict workplace opportunity. The 
panel discussed how to improve our skills 
and technical processes to address this 
issue in each of our pillars or areas of  
work, more broadly.

Panellists were Ms Annie-May Gibb 
(Equity & Human Rights Advisor at  
UK-PHRST), Professor Flora Fabian 
(Professor of Biomedical Science and  
Vice Chancellor, Mwanza University, 
Tanzania and gender responsive pedagogy 
expert), and Dr Albert Luswata (Senior 
Lecturer Ethics, and Director Institute of 
Ethics Uganda Martyrs University, Uganda). 

Ms Gibb gave an overview of the importance 
of gender equality as an all-encompassing 
term that requires equality of access to and 
benefit from the work of the UK-PHRST and 
partners, including equal roles in leadership 
for women in a sector where this has 
traditionally not been the case. 

UK-PHRST and Partners Learning Review 
Cape Town 2022
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Professor Fabian and Dr Luswata 
shared lessons from an East African 
higher education project (Transforming 
Employability for Social Change in East 
Africa – TESCEA) that successfully 
integrated greater levels of gender 
responsiveness in the design, delivery  
and assessment of learning and  
teaching in a range of universities.

Panel eight focused on the topic of  
capacity strengthening and discussed  
how to enhance and strengthen our 
collective capacities at the individual, 
organisational and global/network levels. 
Participants noted that two underpinning 
and recurring themes throughout the 
meeting were about capacity strengthening 
and sustainability, which indicated their 
importance to our ways of working.  
 
Panellists were Dr Abdul Sesay and  
Dr Issiaka Soulama (Molecular Biologist,  
Institut de Recherche en Sciences de la 
Santé (IRSS), Groupe de Recherche Action 
en Santé (GRAS) Burkina Faso) both of 
whom elaborated on how their work is 
a tool and opportunity to facilitate the 
strengthening of staff capacities. 

 
Dr Femi Nzegwu (Assistant professor 
of Monitoring, Evaluation and Learning 
LSHTM) summed up what the group 
acknowledged as fundamental to capacity 
in the words of a UN report: 

“a transformation that is generated 
and sustained over time from within; 
transformation of this kind goes beyond 
performing tasks to changing mindsets  
and attitudes”. 1

Following the last panel the group went 
on a “gallery walk” entering into active 
engagement and discussions on which 
recommendations to prioritise. Of the  
35 recommendations generated, 20  
were adopted as priority areas of work.  
UK-PHRST management has now  
provided a management response  
to the recommendations. This can  
be found in appendix 2.

 
The event was wrapped up with a “heart-
to-heart” half hour conversation on the 
vision of the future of our work with Dr Ed 
Newman and Dr Radjabu Bigirimana. The 
pair responded to the question “looking 
to the future, where should we focus our 
efforts, what should we do more of, less 
of, differently?” and led a lively, insightful 
and optimistic close of session (and event) 
conversation that could be summed up as 
follows – continue doing what we do well, 
continuing striving to assess how well  
we are faring, continue and enhance our 
listening of one another’s perspectives,  
and continue and increase our engagement  
and transparency with one another. 

The programme for this three-day  
event can be found in appendix 3. 
 
A short video containing highlights and 
reflections from the event can be found here.
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www.un.org/en/academic-impact/capacity-building 
(Accessed: 12 May 2023)

https://vimeo.com/842214161


Wealth, if you use it,  
comes to an end,  
learning if you  
use it increases.

 
Swahili proverb 
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learnt or 
lessons 

identified
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Background

An After Action Review (AAR), also  
known as a reflection and learning  
review, is an evaluation approach that  
looks retrospectively at the actual and 
intended outcomes of a project or set of 
activities primarily for learning purposes. 

The UK Public Health Rapid Support Team 
(UK-PHRST) has held three such reviews 
since its inception in 2016. These AARs 
have been a key part of continuous learning 
and improvement of the programme. 

The first review which focused primarily 
on its deployment pillar was a one-day 
event held in June 2019. The second 
review, was held virtually in January 2021, 
and explored the UK-PHRST’s entire triple 
remit: deployment, research, and capacity 
strengthening. The third review-to-date  
was held in September 2022 in Cape  
Town, South Africa, again addressed the  
UK-PHRST’s triple remit and incorporating  
key cross-cutting themes such as gender  
& human rights, and mental health & 
wellbeing for the first time. Each learning 
session produced a report of the event and, 
more importantly, a set of recommendations. 

This paper reviews the outcome of those 
recommendations and the degree to  
which they have been implemented –  
that is, incorporated into UK-PHRST’s/
partners’ ways of working following the 
reviews. The UK-PHRST has reviewed  
how the AAR events have been conducted 
and the agenda has been adapted, so  
the team get different perspectives and 
scrutiny from external partners perspectives. 

Methods

A review was conducted of the three  
reports to assess the degree to which  
the recommendations resulting from  
these events had been implemented.  
A comparative analysis was also conducted 
of the reports to assess the similarities and 
differences in recommendations across the 
three events and the degree to which there 
was carry-over from one event to the next. 

Across the three-years, we asked 
questions such as; what proportion of the 
recommendations were fully, partially, or not 
implemented? What proportion do we find 
to be recurring from one year to the next and 
why? And, how well does learning appear 
to occur in the UK-PHRST and its partner 
organisations?

Review details

All the reviews had similar learning 
objectives. The main aim of the 2019  
London face-to-face review was to assess 
the strengths and weaknesses, specifically 
of UK-PHRST deployments undertaken 
up to the period of the review and identify 
lessons for future developments. There  
were three objectives:

 – identify the critical needs and gaps  
in outbreak response globally 

 – review areas of good practice in 
operational outbreak deployments, and

 – produce an action plan to inform  
future UK-PHRST deployment.

lightlounge.co.za 
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There were 17 recommendations from  
this review. 
 
The overall aim of the 2021 (virtual) review 
was to invite internal and external feedback 
on UK-PHRST activities across the triple 
mandate between June 2019 and January 
2021. Its objectives were threefold: 

 – to critically evaluate UK-PHRST  
activities since June 2019 across 
 the triple mandate

 – to share perspectives and feedback  
on the experience of working with 
 UK-PHRST, or of UK-PHRST’s  
work in outbreaks, and

 – to develop recommendations that  
can be considered in informing the  
next iteration of UK-PHRST.

Rather than approach the review from  
the conventional three thematic areas  
of UK-PHRST’s work, the 2021 review 
considered, innovatively, five underpinning 
themes that were thought to be enablers  
of the three pillars of its operations. These 
were partnership working, strategic,  
human resources, communications,  
and teaching & training.

Participants at the event included a 
wide-range of national and international 
partners of UK-PHRST including: Nigeria 
Centre for Disease Control, Africa Centres 
for Disease Control and Prevention, World 
Health Organisation (Bangladesh), Karary 
University (Sudan), UK Department of 
Health and Social Care, the UK Foreign, 
Commonwealth and Development Office 
(FCDO), National Institute of Health 
Research (NIHR), Itad. Ltd (UK-PHRST 
external evaluators), London School of 
Hygiene and Tropical Medicine (LSHTM), 
UKHSA (then PHE) and the UK-PHRST. 

There were 16 recommendations from  
this event captured under the five thematic 
areas listed above.

Finally, the most recent 2022 review was  
a three-day learning session in Cape Town 
from September 27-29, 2022, designed as 
a critical review of UK-PHRST’s and partners’ 
collective work over the previous  18-months, 
evaluating strengths and weaknesses and 
recommending improved ways of working. 

Its overall aim was to carry out a structured, 
interactive and shared reflective learning 
exercise to understand the nature of our 
successes, challenges and what we could 
do to work more effectively. There were two 
specific objectives:  

 – review key learning from the last 
18-months of UK-PHRST and partners’ 
collaborative working – to include 
deployment, research and capacity 
development and underpinning  
themes such as gender equity  
and sustainability, and 

 – agree ways of working that build  
on our good practice, minimise/ 
eliminate poor practice and encourage 
sustainable ways of working.   

Participants in the review included staff 
from UK-PHRST, 10 country partners, two 
regional bodies, four UK-based universities, 
a UK charity and the Department of Health 
and Social Care (DHSC). 

Thirty-six people attended the review. 
The twenty recommendations from the 
event focus on six theme areas: mental 
health & wellbeing, gender equity and 
responsiveness, research (appropriateness, 
degree of equitable collaboration, uptake),  
capacity strengthening, deployment  
(Pre-deployment, Deployment, Post 
deployment), and working sustainably.  
There were 20 prioritised recommendations 
from a total of 35 generated during  
this review. 

Findings 

In total, the UK-PHRST has had 53 
recommendations over the course  
of its three learning reviews. The first  
two generated 33 recommendation.  
Exactly one-third of these were fully 
implemented, over half (52%) were  
partially implemented and recurring  
and 15% were not implemented.  
Below we considerdetails of the 
recommendations by year.

2019

Twenty-nine per cent of the 
recommendations from the 2019  
review were fully implemented,  
53% were partially implemented  
and 18% were not implemented. 

Among the recommendations partially 
implemented, many continue to recur  
across the three learning years. 

They include the following:

 – resolving the unclarity around  
“unclear terms of reference” once  
and for all; and arriving at a position  
on how to do this. This recommendation 
once again surfaced in the 2021 and 
2022 learning review 

 – the need to “bolster existing domains 
of expertise through the reserve cadre – 
including considering the need for one 
health experts.”

 – providing a more effective and 
sustainable approach to capacity 
strengthening fostering linkages  
with regional bodies and GOARN

 – leverage the team’s capacity to bring 
in additional human resources during 
outbreaks – e.g, undertake training  
or set up research

 – developing in-country links with  
DFID and FCDO

 – raising awareness of the breadth  
of UK-PHRST expertise targeting  
a wider range of stakeholders than  
the current focus
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 – encouraging repeat deployments  
as a means of strengthening  
ongoing partnerships

 – expanding the reserve cadre UK-wide 
and partner organisations oversees, and

 – expanding access to pre-deployment 
briefings to more teams (internally 
 and externally).

Various elements of every one of the 
recommendations listed above have 
been implemented to some degree. For 
example, UK-PHRST’s work on capacity 
strengthening, expanding the expertise  
on offer etc. are clearly ongoing areas of our 
work. Some of these activities may have a 
defined terminal point while others, by their 
very nature, may continue to be ongoing 
activities. Some have been undertaken 
but have not yielded much progress (e.g, 
developing in-country links with FCDO) but 
remain on UK-PHRST’s management radar.

Three recommendations of the seventeen 
(18%) were not implemented – some of 
them are recurring. They include:

 – engaging WHO in research during 
outbreaks

 – consider deployments through  
DFID/FCDO, and

 – staff committing to take photos  
to facilitate communication 
requirements/blogs.

2021

In the 2021 review, 44% of the 16 generated 
recommendations were fully implemented. 
Half were partially implemented and were 
either recurring from the previous year or 
were mentioned in 2022. 

Among those partially implemented  
and ongoing were:

 – prioritising co-creation in the 
development of all activities  
from inception to hand over  
and exit strategies

 – exploring opportunities for joint 
deployments with partners from 
countries of low and middle income

 – harnessing new opportunities –  
e.g, COVID-19 work in Nepal led  
to working with SEARO

 – in conjunction with partners working 
to maximise capacities through a 
programme of remote working as  
well as in person deployments

 – actively engaging to decolonise  
global health in all aspects of  
UK-PHRST’s work

 – exploring additional ways of 
systematically communicating 
all relevant outputs through new 
technologies

 – engaging more with the FCDO  
network, and 

 – UK-PHRST mentoring other  
rapid response teams.

Only one recommendation was not done, 
that is, publishing the experience of 
delivering rapid response remotely  
during a pandemic.

2022

So what proportion of the previous year’s 
recommendations surfaced once again 
in 2022? One quarter (25%) of the 2022 
recommendations had been mentioned  
in at least one of the two earlier learning 
sessions. These were as follows:

 – greater use of existing local expert 
networks and systems including 
embedding research opportunities 
within existing networks of expertise, 
organisations or systems to strengthen 
research capacity in country and 
sustainably

 – encourage greater clarity  
of assignment (ToR)

 – actively shifting roles of international 
support to one of greater levels of 
capacity strengthening and less of 
a “doing role”. This is in line with the 
recommendation to “actively leverage 
local capacity.”

 – introducing greater flexibility of 
deployment lengths – shortened  
or lengthened periods for different  
types of deployment options, and

 – active engagement of local capacity –  
the use of centres of excellence/
expertise locally to deliver capacity 
strengthening and support activities.
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A recurring theme of the 2022 review was 
the centrality of capacity strengthening in 
ensuring effective, context-tailored and 
sustainable change, notably through the 
increased use of local expertise. These 
concepts were not new to that event having 
been expressed in at least one, sometimes 
both of the previous learning reviews.

2022 saw the introduction of three new 
themes as recommendations – first, 
ensuring equity and gender responsiveness 
are woven into UK-PHRST’s work; second, 
supporting national (country-level) efforts 
to promote mental health and wellbeing and 
third, promoting values-based behaviours 
such as servant leadership. 

We define servant leadership as leadership 
or the leader who shares power, puts the 
needs of others first and helps people 
develop and perform as highly as possible.  
A servant leader “ensures that staff are 
growing in all areas – their profession, 
knowledge, autonomy and even their 
physical and mental wellbeing.” 

Conclusions 

Overall, UK-PHRST’s learning record is fairly 
good. Only 12% of the recommendations 
across 2019 and 2021 have not been 
implemented. That means that elements  
of some or all (in some cases) of 88% of  
the recommendations generated across  
the two years have been implemented. This 
would suggest that there has  
been follow-up on the recommendations 
generated at these events; and that  
learning is not merely a tick-box  
exercise at the UK-PHRST. 

What is also noteworthy is that the 
proportion of fully implemented 
recommendations increased from  
the first learning event to the next. 
These findings also suggest that those 
recommendations not implemented  
should probably be reviewed to determine 
whether they remain valid recommendations 
or whether a rapidly changing public  
health context has rendered them  
no longer appropriate or relevant. 

 
 
Overall, we can be cautiously optimistic 
about UK-PHRST’s learning record.

lightlounge.co.za 

21 Lessons learnt or lessons identified
Reviewing UK-PHRST’s learning record

1. Brian Tait (2020) Traditional Leadership Vs.  
Servant Leadership. Available at: forbes.com/sites/
forbescoachescouncil/2020/03/11/traditional-
leadership-vs-servant-leadership/ (Accessed: 24 
March 2023)



Unless you try to do 
something beyond what 

you have already mastered,  
you will never grow.

 
Ronald E. Osborn, 1945
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Background

The world has experienced numerous 
infectious disease outbreaks and other 
events of public health concern that  
cause suffering and loss of lives and  
have significant economic and societal 
impacts. Recent large-scale disease 
outbreaks include the Ebola Virus Disease 
(EVD) outbreak in West Africa (2014-2016), 
in which more than 11,000 lives were lost, 
and the current Coronavirus (COVID-19) 
pandemic. The COVID-19 pandemic clearly 
shows that in our globalised world, new 
pathogens can emerge anywhere in the 
world and can spread quickly, jeopardising 
public health, economic stability and the 
livelihood of citizens.

Each year, more than 100 health 
emergencies occur in the African Region, 
accounting for close to 70% of all health 
emergencies globally. The Region has made 
notable progress towards strengthening 
emergency response capacity at the country 
level. However, there remain inadequacies  
in planning, limited trained human resources, 
lack of agility in response teams, slow and 
poor decision-making, and challenges with 
stockpiling supplies. The EVD outbreak in 
West Africa, 2014-2016, showed how a lack 
of regional capacity to respond quickly and 
effectively to public health emergencies 
results in devastating outcomes that affect 
health, national security, and social and 
economic development in the long-term. 

Subsequent disease outbreaks  
(most notably, the COVID-19 pandemic) 
have reinforced the need for further  
robust country capacity to prepare 
for, detect and respond to public health 
emergencies of international concern  
in the African Region. 
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This paper reflects on the establishment 
and growth of the African Volunteer Health 
Corps (AVoHC) over the past five years  
and outlines a vision for advancing this  
vital continental asset. 

Establishment of the African 
Volunteer Health Corps (AVoHC)

The International Health Regulations 
(IHR), 2005, dictate that Member States 
must establish disease outbreak response 
capacity and prepare to detect and respond 
to public health threats and emergencies.1 
To mitigate the impact of disease outbreaks 
on Africans, the African Union Heads of 
State and Government, in their Assembly 
Decision /AU/Dec.570 (XXV) of June 2015 
requested the African Union Commission, 
in collaboration with Member States and 
Development Partners, to establish AVoHC, 
an African-led and continental emergency 
Rapid Response Team, to deploy during 
disease outbreaks and other public  
health emergencies. 

In 2015, in response to the West African  
EBV outbreak, AVoHC mobilised and 
deployed 830 volunteers with different 
expertise across the African continent to 
support affected member states. In 2017, 
following the establishment of the Africa 
Centres for Disease Control and Prevention 
(Africa CDC), former African Union Support 
to Ebola in West Africa (ASEOWA) mission 
volunteers formed the initial AVoHC Roster. 

In 2018, Africa CDC trained 56 additional 
volunteers from across the continent on 
Emergency Rapid Outbreak Response - 
these volunteers were added to the 
ASEOWA pool bringing the AVoHC  
Roster to a total of 886 experts. The  
majority were from Nigeria (25,5%),  
Ethiopia (24,7%), Kenya (20,6%), and  
The Democratic Republic of the Congo 
(12,2%), while other countries accounted 
only for less than 4% each, as shown in  
Table 1. In addition, only 34 countries (62%) 
out of 55 African Union (AU) member states  
are represented on the AVoHC Roster. 

AVoHC is purposefully comprised of  
experts with different backgrounds to 
enable sufficient support for AU member 
states during public health emergencies.  
Its members provide expertise in numerous 
disciplines, including; public health, 
epidemiology, clinical practice, laboratory 
science, Infection Prevention & Control (IPC), 
communication, and data management.  
The nature of the public health emergency 
and the affected country’s needs inform  
the make-up of the AVoHC team deployed.

Among the 369 active AVoHC members, the 
majority are public health experts (19.8%), 
epidemiologists (17.9%), clinicians (30.7%), 
microbiologist/laboratory experts (7.6%), 
IPC experts (4.9%), and environmental 
health experts (3.3%) – as shown in Table 2. 

Essential expertise poorly represented 
on the AVoHC Roster includes; logistics, 
animal health, mental health & psychosocial 
support, monitoring evaluation and learning 
(MEL), and safety experts. 

Table 3, shows that 79.9% of active AVoHC 
members are from English speaking 
countries. However, it is notable that the 
Africa Union has five working languages: 
English, French, Arabic, and Portuguese. 

To provide rapid and effective support  
within 72 hours upon request of AU  
member states, AVoHC operates by 
leveraging on the local capacity, using  
the available national AVoHC Rapid 
Response Team (RRT) members. When 
there is a scarcity of national capacities, 
AVoHC mobilises international AVoHC 
Members and deploys teams to support 
Member States in need.

During peacetime, AVoHC focuses on 
rostering and ensuring strategic documents 
are in place to guide the programme. 
To ensure AVoHC Members have the 
knowledge required for deployment support, 
they undergo several competency-based 
trainings and exercises. During the same 
period, AVoHC checks on the availability  
of resources, including the availability of  
the AVoHC Members and deployment  
kits, to ensure the readiness of  
deployment support operations.

When an emergency strikes, AVoHC 
receives deployment instructions from the 
incident manager following the request for 
technical support from the affected country. 
AVoHC then identifies the deployment 
needs, starts pre-deployment preparations, 
and deploys the teams. After the emergency, 
AVoHC organises post-deployment 
activities, including a post-deployment 
evaluation and activation of the Roster 
maintenance processes. Figure 1 depicts 
the AVoHC Framework of Operations.

African Volunteers  
Health Corps (AVoHC)

 – Regional and continental Roster 
development/maintenance

 – Regional and continental  
capacity building

 – Regional deployment operations 
and logistics support

 › Access to available diverse  
set of skills and capabilities

 › Access to surge capacity 
across the continent
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Rostering
– Recruitment

Readiness
– Prepositioning of
    deployment kits
– Availability
– Travel documents

Document 
development
and planning
– Strategic documents
– Guiding documents
– SOPs

Competency
based training
and exercises
– Training
– Simulation exercises

Peace time PH emergency During emergencies

Request for technical support
– Identification of TA needs

– Preparation and submission of the request by MS
– Selection and contracting of adequate AVoHC members

Pre-depolyment preparation
– Logistic preparations

– Travel preparations
– Pre-deployment orientation

– Pre-depolyment medical check

Deployment management
– Introduction of deplyees to the host MS

– Monitoring of RRT activities
– Payment of RRT services
– Closing of RRT activities

Post-deployment
– Post-deployment evaluation

– Award & reintegration
– Post-deployment medical check

Deployment support provided by 
AVoHC over the past five years 

Since its inception in 2017, Africa CDC has 
supported response interventions through 
AVoHC to over 35 public health emergencies 
across 25 African countries. 

The major public health events supported 
include; Viral Haemorrhagic fevers in DRC, 
Uganda, Ghana, and Equatorial Guinea; 
Meningitis in DRC; Plague in Madagascar; 
Yellow Fever in multiple countries including 
Kenya and Cameroon; Leptospirosis in 
Tanzania; Wild Poliovirus in Mozambique 
and Malawi; Cholera in multiple countries 
including Malawi and Cameroon; 
Monkeypox in DRC; Measles in Zimbabwe 
and other natural disasters such as  
cyclones, floods, and tropical storms  
in Malawi and Mozambique. 

During the COVID-19 pandemic, AVoHC 
actively supported all 55 Member States  
in their response by deploying 230  
Rapid Responders from 21 countries. 

The past five years also saw the 
development of and launching of  
AVoHC Net – a web-based platform 
used to achieve the following; objective 
management of AVoHC members at 
continental, regional and national levels,  
the development and validation of AVoHC 
strategic documents (including AVoHC 
strategic framework, AVoHC strategic  
plan, and other guiding documents),  
and strengthening the capacity of health 
personnel to manage disease outbreaks.

Conclusion

Despite AVoHC’s relative youth as an 
initiative, its achievements are notable. It  
has been an essential resource, providing  
an African solution to African problems. 
To date, AVoHC has been critical in the 
responses to multiple disease outbreaks  
in most member states. It is a rich cohort  
of skilled professionals able to deploy at 
short notice and provide ongoing training  
to ensure staff skills remain at the cutting 
edge. It has also addressed strategic  
issues related to organisational 
development and learning.

Figure 1: AVoHC Framework of Operations
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Country AVoHC members Proportion

Ethiopia 217 24.5%

Nigeria 198 22.3%

Kenya 178 20.1%

RD Congo 94 10.6%

Ghana 32 3.6%

Uganda 26 2.9%

Ivory Coast 18 2.0%

Mali 17 1.9%

Senegal 14 1.6%

South Africa 13 1.5%

Rwanda 11 1.2%

Zimbabwe 9 1.0%

Cameroon 8 0.9%

Tanzania 7 0.8%

Benin 7 0.8%

Gabon 4 0.5%

Botswana 3 0.3%

Burundi 3 0.3%

Mauritania 3 0.3%

Niger 3 0.3%

Liberia 3 0.3%

Burkina Faso 2 0.2%

Mozambique 2 0.2%

Sudan 2 0.2%

Lesotho 2 0.2%

Somalia 2 0.2%

Central African Republic 1 0.1%

Chad 1 0.1%

Western Sahara 1 0.1%

Zambia 1 0.1%

Tunisia 1 0.1%

Egypt 1 0.1%

Gambia 1 0.1%

Malawi 1 0.1%

Total 886 100%

Table 1: Distribution of AVoHC Roster members by country, Africa, 31 August 2022
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Table 2: Distribution of active AVoHC Roster member by area of expertise, Africa, 31 August, 2022

Area of expertise Number of AVoHC members Proportion

Public Health 73 19.8%

Nurse 73 19.8%

Epidemiologist 66 17.9%

Medical Doctor 39 10.6%

Medical Laboratory/Microbiologist 28 7.6%

IPC 18 4.9%

Environmental Health Expert 12 3.3%

Communications 7 1.9%

Administration 7 1.9%

Logistician 5 1.4%

Biostatician 4 1.1%

Community Health 4 1.1%

Health Education 3 0.8%

ICT 3 0.8%

Project Management 3 0.8%

M&E 3 0.8%

Nutrition 3 0.8%

Accounting 2 0.5%

Animal Health Expert 2 0.5%

Socio-Anthropologist 1 0.3%

Occupational Health 1 0.3%

Expert in Physics 1 0.3%

Pharmacist 1 0.3%

International Cooperation 1 0.3%

Electric Engineers 1 0.3%

Transport Management 1 0.3%

Psychosocial Support Expert 1 0.3%

Data Manager – GIS 1 0.3%

Human Rights 1 0.3%

International Development and Policy 1 0.3%

Liaison Officer 1 0.3%

Public Relations 1 0.3%

Safety Expert 1 0.3%

Total 369 100%
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AVoHC’s future vision 

The number of disease outbreaks across the 
continent and the variety of support required 
by each emergency demands a coordinated, 
robust and responsive network of highly 
trained Rapid Responders. Looking forward, 
AVoHC wants to build a roster of over 2500 
Rapid Responders with the capacity to 
support response efforts for at least 10 
public health emergencies/events across 
different countries at any given time. It aims 
to transform its current operations and build 
its institutional capacity to deliver results.  
To achieve this, for the next five years, 
AVoHC’s transformation will be anchored  
in four strategic pillars:

 – Roster development 
AVoHC plans to increase the number 
of well-trained Rapid Responders 
across different areas of expertise 
and all regions of Africa. AVoHC will 
target both experienced and entry-
level professionals and offer training, 
mentoring and capacity building to 
ensure all Rapid Responders reach 
AVoHC’s expected minimum standard 
of performance, as defined by AVoHC’s 
professional development framework. 
This work will have implications beyond 
the AVoHC programme, as AVoHC will 
also provide attractive Africa-based  
exit opportunities for Roster members.

 – Effective deployment 
AVoHC will establish efficient  
operations to support the timely 
deployment of Rapid Responders  
and the delivery of high-quality technical 
assistance to Member States. AVoHC 
will adopt best-practice processes and 
evidence-backed tools for public health 
emergency response to improve its 
operations. It will also focus on creating  
a supportive environment for its 
members to perform well.

 – Decentralised management 
To ensure that it delivers the value 
promised to Member States and 
Roster members, AVoHC will set up 
effective management, governance, 
and accountability systems that are 
decentralised to Africa CDC’s regional 
coordinating centres. Its MEL framework 
will lay out measurable targets for each 
area of AVoHC’s expected outcomes 
and provide a mechanism to monitor 
progress toward these targets and learn 
from the implementation of activities.

 – Strong partnerships 
AVoHC will build mutually beneficial  
and long-lasting partnerships with 
Member States and technical and 
financial partners involved in public 
health emergency response. AVoHC  
will raise its profile among these different 
stakeholders, developing partnership 
frameworks with each stakeholder that 
ensures effective collaboration and 
efficient use of resources.

Working language Number Proportion

English 295 79.9%

French 73 19.8%

Portuguese 1 0.3%

Arabic 0 0.0%

Total 369 100%

Table 3: Distribution of active AVoHC Roster member by AU working language, 31 August, 2022
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Creative thinking 
may mean simply the 
realisation that there’s  
no particular virtue in 

doing things the way they  
have always been done.

 
Rudolph Flesch (1911 – 1986)
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Background

Today, more than ever, training, both 
theoretical and practical, is an important 
lever in the control and fight against 
infectious diseases. Obviously, a lack  
of training represents a major handicap 
 to controlling diseases effectively and  
to procuring effective care for patients  
in health facilities. This is especially 
important in the context of scientific 
research, which supports health services  
in making evidence-based decisions.

The development of diagnostic technologies 
and their use poses a two-pronged issue 
that divides the world’s population. On the 
one hand, technologies are available as is the 
skill and overall capacity to use them in the 
global North. On the other hand, with limited 
technical capacity and qualified human 
resources, the global south sees very little 
deployment of new diagnostic technologies. 
North-South collaboration is a definite 
opportunity and an important springboard 
for reducing the technological gap and 
facilitating access to the most advanced 
diagnostic technologies in the South.

In such a context of disparity in the 
availability and use of innovative diagnostic 
technologies, what effective and sustainable 
contributions in training and capacity 
strengthening can be made to improve  
both the theory and practice of this pillar  
of work within the UK-PHRST network?

Context 

In the last decade, new aspects have 
emerged in the field of technology-
supported medicine, which have  
presented a great advancement for  
health sciences. This is a promising  
sector in which many start-ups are  
investing great efforts and resources.  
Indeed, from digital progress to 
biotechnology to the development 
of robotics, science is innovating to  
bring better treatments to patients.  
Genome modification techniques have 
opened up new possibilities for treating 
serious diseases. 

Omic technologies for the analysis of  
the genome, transcriptome, and proteome  
of an individual or a tumour (from the 
mapping, identification, and sequencing  
of genes, RNA or proteins on the one hand,  
to the study of their functions and the 
control of their expression) constitute 
unprecedented opportunities for research 
and care in the field of diseases of all origins. 
This makes omics a priority issue. Recent 
developments in personalised medicine 
offer prospects for increased efficacy, 
reduced side effects, and no wasted time 
and resources on ineffective treatment.
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The advent of COVID-19 has shown the 
importance of new technologies in the field 
of diagnosis and also in prevention through 
vaccination with the rapid development of 
diagnostic tests and DNA or RNA vaccines. 
However, the COVID-19 pandemic has also 
revealed the significant gap between the 
countries of the North, which have these 
new capacities and competent human 
resources, and the countries of the South, 
which are struggling to develop minimal 
diagnostic capacities. 

Fortunately, institutional collaborations  
have made it possible to improve the 
capacity to respond to diagnostic issues 
during the pandemic, demonstrating the 
importance of collaborative efforts to 
strengthen capacities in African institutions. 
In this context, how can a project like the  
UK-PHRST, funded by the UK government 
and operated by UKHSA and the London 
School of Hygiene and Tropical Medicine, 
contribute to sustained and sustainable 
capacity strengthening to advance 
theoretical and practical skills in Africa?

The strength of UK-PHRST is  
an asset that can be expanded

The availability of a network of theoretical 
and practical training expertise

UK-PHRST’s strategic position within the 
London School of Hygiene and Tropical 
Medicine, one of the world’s leading 
research and training institutes, provides 
opportunities to countries where there is  
a need to access a network of expertise  
in basic and continuing education, 
particularly in the biomedical field. This 
allows UK-PHRST, in collaboration with 
research institutes in the South, to deliver 
both face-to-face and distance learning 
capacity strengthening courses in situ. 
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The advantage of face-to-face training is  
that it allows the platforms and requirements 
of the field to be adapted to practical training. 
Whenever possible, UK-PHRST should 
use its network of expertise to promote 
this option. And, depending on the training 
target and topic, the opportunity to group 
participants from several countries for 
example can be an advantageous avenue 
to explore. This makes it possible to pool 
resources and to have a cohort of people 
trained as trainers who can ensure  
continuity in the respective countries.  
This can ensure a certain sustainability  
of capacity strengthening. 

In any case, it remains important in the 
framework of capacity strengthening  
that UK-PHRST sets up a monitoring  
system of capacity strengthening  
projects or activities in collaboration  
with the beneficiary institutions and  
actors in order to support them in the 
sustainability of the achievements  
without replacing them. 

There needs to remain a core resource 
institutionally, nationally, or regionally  
with both the skill and resource to  
deploy past the presence of UK-PHRST  
or other Northern support.

The capacity of UK-PHRST’s partners to 
mobilise funds as a source of sustainability  
of capacity building achievements

One of the important aspects in 
sustaining the achievements of a capacity 
strengthening process is the mobilisation 
and availability of resources. Indeed, the 
achievements, whether they are in terms of 
trained human resources or strengthening 
of technical platforms, are difficult to sustain 
when the financial resources that should 
accompany them are lacking. 

UK-PHRST, through its position within 
LSHTM and its network of collaboration  
with technical and financial partners,  
can support the southern collaboration 
partners or facilitate their access to  
financial resources that can ensure a  
certain sustainability of their achievements. 
This support can take various forms: 

 – direct support for the implementation  
of research or training activities

 – support for the drafting of projects 
following calls for funding

 – guidance and support towards  
support or funding structures, and

 – mentoring of institutions or individual 
mentoring of actors from the South. 

Recognising that there are substantial 
financial resources in many countries of  
the global south, is there an opportunity  
to jointly advocate to national and regional 
governments, private business, etc., to 
generate additional resources for the 
planning and skilling up of national human 
resources and infrastructure? Is there a way 
to engage greater numbers of experienced 
national and regional capacity as mentors 
to support younger researchers? These are 
important questions for the UK-PHRST to 
engage with. 

In all cases, whatever form of support 
or mentoring is provided to ensure the 
sustainability of capacity building activities, 
it should be framed by a Memorandum of 
Understanding (MoU) including mutual 
commitments and a clearly established 
agenda to set the tempo between  
UK-PHRST and potential partners. 

Conclusion

Capacity strengthening of research 
platforms but also of human resource skills 
is a necessity in Africa in a global context 
where new technologies are expanding 
rapidly. Perhaps it is utopian to think that 
we could establish a bridge of collaboration 
between the North, where the best 
technologies and human and financial 
resources are present, and the South, where 
inadequacy of capacity is more the norm 
and bitter reality. However, collaboration is 
clearly possible and safeguards to ensure 
that is equitable, mutual and sustainable 
can occur. Such collaboration must be 
established in a way that facilitates capacity 
strengthening but above all creates the best 
conditions for its sustainability. This requires 
mutual commitment, trust, humility and an 
agreement between North and South to 
ensure an objective and effective monitoring 
of the process. UK-PHRST is well placed 
to support the sustainability of capacity 
building in this context by ensuring that  
the recommendations from the Cape  
Town Learning Review are implemented  
in true collaboration with partners. 
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Background

Disease outbreaks endanger people’s 
health across geographical regions and 
international boundaries threatening 
wellbeing and global health security.1  
Such epidemics expose and intensify 
inequalities within and among countries.  
The poorest and most vulnerable people 
have a greater risk of becoming infected 
and bear the brunt of the economic fallout 
caused by these outbreaks. The COVID-19 
pandemic and epidemics including 
the 2014-2016 Ebola outbreak in West 
Africa have introduced wide-ranging 
disruptions across the globe and highlighted 
weaknesses in outbreak preparedness, 
readiness, and response.2,3 Resource-limited 
settings in the low- and middle-income 
countries (LMICs) often with fragile health 
systems are particularly vulnerable to  
the adverse impacts of epidemics.4

Several initiatives have been developed  
to respond to acute public health events  
and to strengthen LMICs’ capacities to 
prepare and respond to outbreaks. 

International organisations - governmental, 
non-governmental, academic, technical 
networks, and research institutes – have 
long supported countries to respond to 
public health emergencies through the 
deployment of rapid response teams.5 
For example, the Global Outbreak and 
Alert Response Network (GOARN) was 
established in 2000, as a global network 

of technical institutions and networks 
to contribute resources to international 
disease outbreak response. This global 
partnership can deploy personnel with 
relevant technical and operational skills to 
support public health emergency response.6 
The UK-PHRST was launched in 2016, as 
a partnership between UK Health Security 
Agency – formerly known as the Public 
Health England (PHE) and the London 
School of Hygiene & Tropical Medicine 
(LSHTM), with Oxford University, and  
King’s College London as part of the  
broader academic consortium. 

UK-PHRST has a triple mandate to integrate 
outbreak response, innovative research 
to generate evidence on best practices 
for outbreak control, and capacity building 
for outbreak response in the LMICs.7 
Similarly, the African Health Volunteers 
Corps (AVoHC), a team of African volunteer 
medical and public health professionals, 
was established in 2015, by the African 
Union, to support emergency response to 
disease outbreaks in Africa.8 New initiatives 
such as the pandemic treaty are also being 
developed.9 Whilst these deployment 
initiatives are primarily geared towards 
improving outbreak response, evidence 
of the impact of these deployments 
on strengthening national outbreak 
preparedness and response capacities  
is limited.

Context 

This reflection paper captures the views 
and experience of the 36 stakeholders who 
attended the 3-day learning review session 
organised by the UK-PHRST in Cape Town 
from September 27-29, 2022. Stakeholders 
included staff from UK-PHRST, 10 LMIC 
partner countries, two regional bodies,  
four UK-based universities, a charity and  
the UK Department of Health and Social 
Care (DHSC). 
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Methods 

The review was conducted as a highly 
participatory thre-day event which occurred 
mostly as panel and group discussions to 
capture a rich range of views and practice. 
This was supplemented with question-and-
answer sessions, plenary discussions and 
gallery walks of workshopped-posters.

Findings 

Taking into consideration the unique  
context of the epidemic response  
activities undertaken by the UK-PHRST  
and its partners over the past 18-months, 
this paper examines stakeholders’  
collective view on how to improve  
uptake and sustainability of international 
efforts for strengthening national outbreak 
response capacities. For effective uptake 
and sustainability of capacities offered by 
international assistance, findings suggest  
a focus on three key areas: the deployee, the 
deploying agency, and the recipient nation. 

The Deployee – Leveraging the learnings 
from post-deployment debriefs, surveys 
and end-of-mission reports

The participants recognised the importance 
of deployee feedback for improving the 
impacts of deployments in the countries 
receiving assistance. Regular post-
deployment surveys were regarded as an 
important tool to gather deployee feedback 
in addition to post-deployment debriefs  
and end-of-mission reports. 

Lack of clear terms of reference, lack of clear 
roles within teams, limitations of access to 
necessary information prior to deployment 
and the need for a streamlined deployment 
process were identified as areas of concern.

 The need for action driven by deployee 
feedback was also identified as an area 
that needed additional considerations. 
Establishing mechanism for engaging 
with recipient countries, deployees and 
deploying agencies at the initial phase  
was suggested as a way of improving  
clarity of terms of reference as well 
as enhancing long-term impacts of 
deployments. 

The Deploying agency/organisation/
country – Bridging the gap between 
international response and its  
sustainable uptake for improving  
national response capacity

All participants recognised the support 
provided by the deploying agencies to 
nations during public health emergencies. 

However, the lack of systematic 
mechanisms to collect data and the  
absence of the continuity of engagement 
with the countries receiving support at  
the end of deployments were identified  
as impediments to understanding the 
potential long-term effects of deployments 
in strengthening countries’ capacities  
to respond to outbreaks. 

Countries receiving assistance – 
Integrating the voice of partners in 
international assistance for outbreak 
preparedness and response 

Generally, the countries receiving 
international assistance valued the 
immediate contributions made by the 
international community for responding 
effectively to outbreaks and public health 
emergency events. However, the extent to 
which these deployments translated into 
enhancing local capacities remains less clear. 

Public health emergency events

Deployee
Deploying

agency, country, 
or organisation

Country
receiving
assistance

Figure 2: Focus areas for improving impacts of deployments 
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While most deploying agencies and 
countries providing support attempted  
to collect information from the deployees 
and organisations at the post-deployment 
phase, the voice of the recipient nations 
was often not included in these dialogues. 
Continued mechanisms to engage with 
recipient countries post-deployment  
could provide valuable insights as to the 
long-term impacts of deployments to 
nations receiving assistance. 

Hybrid deployments (remote support with 
interim visits to recipient countries) may 
offer a means to bridge the communication 
gap to some extent by allowing continued 
engagement and enabling local capacity 
strengthening. Lastly, remote deployments 
were found to be useful and sustainable 
mechanisms for supporting nations  
during travel restrictions.

Conclusion 

Epidemic and humanitarian responses 
globally involve the mobilisation of 
significant resources including  
deployment of large numbers of  
staff at substantial financial cost.10 

While the immediate utility of deployments 
has been frequently captured via end-of-
mission reports and post-deployment 
debriefs, there is a dearth of learning  
 
regarding the national experience  
and overall long-term impacts of 
deployments in strengthening countries’ 
capacities for effective response to public 
health emergency events.11 

This learning session provides valuable 
information to re-think and re-design 
international assistance for enhancing 
public health emergency response 
capacities of nations requesting assistance. 

Similar to the findings from the present 
reflection, past studies, mostly conducted  
in humanitarian settings have identified 
issues related to generic terms of reference, 
lack of clarity of roles within teams, lack  
of clarity on the deployment process, 
the need for more information prior to 
deployment, and the lack of systematic 
evaluations as major impediments to 
effective international response.11, 12,13,14 
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Although evaluations are critical to  
improving initiatives to strengthen  
outbreak preparedness and response 
capacities, as well as accountability and 
value for money,15 conducting robust 
evaluations in the context of an epidemic  
or pandemic present methodological, 
logistical, and financial challenges.16 

Post-deployment periods provide a 
window for continuing engagement with 
all stakeholders to identify country needs 
and devise action to offer meaningful 
contributions within the highly-pressurised 
environment of the public health emergency 
response. As COVID-19 has accelerated 
digital transformation in every sector of life, 
the transition to hybrid deployment using 
technology for supporting nations during 
public health emergency response would 
be a welcome addition to support and 
strengthen local capacities. 

Increased utility of remote support from 
high-income countries to the LMICs would 
allow continued engagement with national 
counterparts, reduce carbon footprints 
linked with travel as well as bring about the 
necessary reforms to ensure equality and 
equity in resource, capacity, and power17 

can occur. Such collaboration must be 
established in a way that facilitates capacity 
strengthening but above all, creates the best 
conditions for its sustainability. This requires 
mutual commitment, trust, humility, and an 
agreement between North and South to 
ensure an objective and effective  
monitoring of the process. 

 UK-PHRST is well placed to support 
the sustainability of capacity building 
in this context by ensuring that the 
recommendations from the Cape Town 
Learning Review are implemented  
in true collaboration with partners.
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Background

One of the fastest and most effective  
ways of gender mainstreaming in public 
health practice is to provide equitable 
and inclusive health services targeting 
practitioners at the grassroots. This 
approach enables practitioners to influence 
the health of the family as a unit as well  
as the wider community. 

It is particularly important given that  
women are at the forefront of public 
healthcare and services, yet most  
decision-makers in the same sector are 
men. In such a context, women’s concerns, 
needs and experiences are hardly attended 
to during decision-making. Women and girls 
represent half of the world’s population and, 
therefore, also half of its potential. Gender 
equality is a fundamental human right and 
essential to achieving peaceful societies, 
full human potential, and sustainable 
development. Moreover, it has been  
shown that empowering women spurs 
productivity and economic growth. 1 

Ultimately, the goal of gender mainstreaming 
is to create equity of opportunities to 
demonstrate capabilities, equity of access  
to services and other societal resources,  
and equity of wellbeing and health for  
both men and women. 

The World Health Organisation (WHO)  
has stated that for Universal Health Care 
(UHC) to be truly achieved, gender and other 
drivers of inequalities within health systems 
must be considered and actively addressed. 

In line with this, the UK Public Health Rapid 
Support Team (UK-PHRST) and its Partners, 
in their endeavour to provide equitable 
and inclusive public health rapid support 
services, decided to include a theme,  

“equity and capacity strengthening” in 
the three-days partners’ learning review 
meeting that took place in cape Town  
from September 27-29, 2022. 
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This paper presents as a learning brief 
with the primary objective of reviewing 
and learning from approaches elsewhere, 
specifically from the Transforming 
Employability for Social Change  
(TESCEA) model, which was developed  
and implemented by a consortium of 
partners comprised of universities and 
NGOs from East Africa and the UK. 2 

TESCEA was developed by testing 
approaches in partner universities and 
consolidating their experience into a set  
of practical tools and online courses, that 
offer a complete pathway from programme 
alignment to learning design in order to 
transform the employability of graduates. 2 

One of its key goals was to underpin the 
entire project with the awareness and 
practice of gender equity. At the start of 
TESCEA’s implementation, we noted that 
the idea of gender was often erroneously 
considered only a “women’s issue”.  
However, we all know this is not true – 
gender is a complex term that may refer 
to men and women in some societies but, 
in a broader context, is based on cultural, 
historical and social factors. It is always 
important to be mindful of and to work 
within the specific community and broader 
social context, referencing what the gender 
context looks like within the community  
we are working in when considering 
introducing gender mainstreaming.

Moreover, so often, when we talk about 
gender, we find ourselves referring only  
to women’s issues. This was also 
experienced during the “equity and  
capacity strengthening session at the 
UK-PHRST and Partners learning meeting 
in Cape Town during presentations and 
discussions of “prioritising gender” in 
the rapid health support services. The 
discussions at this meeting, clearly indicated 
the need to correct these misconceptions 
and intentionally mainstream gender  
using proven models in the activities 
adopted by the UK-PHRST in interacting 
with communities. 

Learning from the 
TESCEA Model

The authors’ presentation at the learning 
review and our intention in writing this  
paper are to identify transferable lessons 
from TESCEA that may be of value for  
the UK-PHRST. We present below the  
top three lessons:

We have already established that  
gender equity and equality are key to  
any society’s development. 3 TESCEA 
adopted the definition of gender from  
the Gender Mainstreaming in Higher 
Education Toolkit 4 developed by INASP 
in 2018. The toolkit refers to the array of 
socially constructed roles, responsibilities, 
relationships, personality traits, attitudes, 
behaviours, values, expectations, privileges, 
relative power, and influence that society 
ascribes to women, men, boys, and girls 
on a differential basis. They are socially 
constructed, are learned, change over 
time, and vary widely within and across 
cultures. With this in mind, the TESCEA 
project prioritised Gender Mainstreaming 
and Gender Responsive Pedagogy (GRP) 
in its implementation to produce gender-
responsive graduates who will enter the 
community and the job market and be 
change makers in reducing the gap in 
gender dispersity. 

TESCEA defines Gender Responsive 
Pedagogy as a teaching and learning 
process that pays attention to specific 
learning needs of girls and boys (women 
and men) as applied to the preparation 
of curricula, lesson plans, classroom 
interactions, infrastructural settings,  
and performance evaluation. 

Lesson one

Gender mainstreaming

Gender mainstreaming should be  
tailored to the specific context, sector,  
core activities, team, and overall needs  
of the target audience. At the inception  
of TESCEA, we noted from desk studies  
and mini surveys in our partner East  
African universities varying levels of  
gender awareness and gender disparity  
in management positions, academic staff  
and students’ enrollment in various courses, 
and programmes. Having stated that 

“gender equity is not a “women’s issue”,  
we did observe that the inequity was  
more evident amongst women and  
early career researchers. 

In pursuing gender equity, we were 
compelled to actively grow awareness of 
the implications of this inequity and what 
an attempt to redress it meant in practical 
terms. Consequently, we focused on how  
to remove barriers to the inclusion of women 
in senior positions, how to empower women 
and men in early careers, how to ensure that 
learning in the classroom was an inclusive 
and empowering experience for men and 
women, and how to foster a conversation 
and practice that generated mutual respect 
and value for each person and thier worth. 

Lesson two

Raising awareness of what gender  
equity means 

In practice, gender awareness is crucial  
to advancing this agenda. This means that  
all involved – from the most junior, to the 
most senior ranking member of the project – 
had to be aware of the “what, why and how” 
of gender mainstreaming in their context. 
This awareness preceded many of the key 
achievements that TESCEA recorded in  
this arena. 
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With this objective in mind, TESCEA was 
implemented with the clarity that it was 
essential to be culturally sensitive and 
society-specific in gender mainstreaming 
and not transfer one society’s values onto 
another. Working in partnership, we used 
GRP as a tool to raise gender awareness 
and responsiveness among universities 
administration staff, academic staff, 
employers, NGOs, and the communities 
while using multi-disciplinary, externally 
facing Joint Advisory Groups (JAGs) to 
support the effort at the country level. 

The journey was not smooth, and while we 
recorded many measurable achievements, 
there were also some challenges, specifically 
in the participants’ mindsets at the start of 
the project. In effect, challenges remain to 
date. However, there is an awareness that 
the work must go on to sustain it and scale. 

Lesson three

Push on open doors! 

Our final lesson involves working first with 
those who “get it” and are willing to commit 
to the effort. Our approach was to start 
with Gender Training of Trainers (ToTs) 
exercises with teams that included both 
men and women. Over time, we developed 
a valuable resource, a hub of staff, and 
volunteer facilitators (Gender Champions) 
working together to train and motivate 
others. We organised Gender Awareness 
Seminars where we introduced GRP using 
the TESCEA gender framework – a bespoke 
framework tailored for East African higher 
education specifically, defined by six 
dimensions of gender and the seven  
gender spaces – depicted in Figure 3. 

In the higher education institutions 
where we worked, we noted that there 
were no women or a minority of women 
in decision-making positions. In such a 
context, women’s concerns, experiences 
and, of particular importance, women’s 
perspectives were hardly attended to or 
engaged in enriching decision-making 
in higher education institutions. It will be 
instructive to identify whose voices are 
engaged up and down the power ladder in 
the UK-PHRST’s work context – deployees, 
incident managers, researchers, programme 
managers, community leaders, etc. Other 
factors that TESCEA had to contend with 
(perhaps similar to the UK-PHRST) included 
cultural stereotyping, unconscious bias 
and the lack of women role models in senior 
positions, among others.3

Figure 3: The TESCEA gender framework
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Conclusion

Three key transferable lessons emerge 
from our TESCEA experience. First, tailor 
any gender-mainstreaming efforts to 
your specific context. Second, raising the 
awareness of all involved about why gender 
mainstreaming is essential. Third, engage 
with interested people who want to work – 
start with this group and watch it grow  
into a critical mass.

Notable challenges in embedding gender 
were initial resistance in considering the 
needs of both women and men during 
training due to mindsets, which took 
some effort to transform. Stereotype 
and unconscious bias, a general feeling 
that some courses are more acceptable 
and suitable for men (natural sciences, 
technology, engineering, and mathematics 

- STEM subjects) and some for women 
(health courses, humanities and social 
sciences). We found that GRP helped 
encourage female students to consider 
courses initially considered male-dominated 
and vice versa. 

One notable example is that more men 
enrolled in the nursing programme 
progressively over the four years of the 
TESCEA project. The application of GRP 
greatly improved the confidence of both 
male and female students in choosing  
their academic departments and 
professional development pathways. 5

With these lessons from the TESCEA 
model, we recommend applying gender-
responsive pedagogy to UK-PHRST course 
development. The gender framework was 
used and tested in more than 100 health 
sciences, humanities, ICT, and STEM 
programme courses and has shown  
positive changes.2 Central to the Gender 
framework is the notion that gender is a 
cultural/social training where stereotyping 
and unconscious bias are cross-cutting 
factors not limited to specific communities 
and not uniform in all communities.

In addition to the transferable lessons 
discussed above, we would recommend 
that the UK-PHRST include deliberate 
actions to correct the gender imbalances 
and promote parity by challenging the 
underlying structural conditions that 
perpetuate gender inequality through  
policy change, practices, recruitment, 
resource allocation, appraisals, and 
promotion to mention a few.
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Background

Gender responsiveness is a concerted, 
systemic approach to identifying, analysing, 
and addressing the differing needs and 
experiences of people according to their 
gender. These needs and experiences 
are influenced by the following but not 
exhaustive factors – a person’s access 
to rights and public/social services, their 
representation, and enabled participation 
within society, as well as supportive, 
respectful interactions with the state  
and at interpersonal levels. All of this is 
according to their gender identity and  
the existing gender norms within any  
given context. 

 
Much research in recent years1 has 
demonstrated that the ‘gender-blind’ 
assumptions so prolific within outbreak 
related work have enabled homogenous, 
ineffectual responses and measures 
detrimental to different groups to be 
implemented.3 A misguided ‘one size fits 
all’ approach can exacerbate the escalation, 
prolongment and impact of an outbreak. 

Much progress has been made in the 
development of gender analysis tools  
and the integration of gender considerations 
in outbreak focused resources.4 It is 
evident that establishing substantive 
gender responsive practice must be 
an integral component throughout all 
aspects of outbreak related work if we 
are to comprehensively understand the 
social nuance and disparity of impact 
on communities around outbreaks, 
strengthening our response and  
research work. 

Overview of discussions  
on gender responsiveness  
during the learning review 
Early steps to embed this practice effectually 
requires organisations and institutes to 
strategically reflect on the current level of 
in-house knowledge, reviewing internal 
structures, and current approaches to work 
with a gendered lens. 

The UK-PHRST has committed to  
undertake this by asking ourselves the 
following questions: how do we consider 
and prioritise the gendered aspects of  
our work currently? What strategies are  
in place to identify social equity gaps in  
our work?And, how do we ensure learning 
and development in this area? 

It is essential to engage on these 
discussions within a wider partnership 
network, and the gender responsiveness 
session at the Learning Review offered  
the opportunity for colleagues to discuss, 
share and listen to what we perceive as 
some of the outbreak, gender-related  
issues in the contexts in which we work,  
how we should work to determine them 
more accurately, and what the entry  
points are to integrating tried and tested 
solutions in our work effectually. 

The result was enthusiastic and nuanced 
conversations among colleagues – sharing 
thoughts, questions, and experiences from 
diverse work disciplines and positionalities. 

There was perceptible engagement and 
commitment to this topic, notable by 
the willingness to share insights and ask 
questions of each other. The following 
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is a collation of the key observations 
and priorities determined in this area, as 
articulated by colleagues through group 
discussion and individual reflections. 

Further discussion  
and suggested priorities  
from the learning review
It was raised that the recognition of  
gender as an integral determinant  
of people’s experience of infectious  
diseases has long been apparent.  
However, the cross-over from recognition 
and commitment into action has often  
been harder to implement. Decisive, 
proactive action is required. 

There was a shared acknowledgement 
that to consider gender is to consider all 
identities that exist under this umbrella 
category. As mentioned in the preceding 
article of this report by Fabian and Luswata, 
the term gender equity is frequently misused 
and made synonymous with issues that 
strictly address women and girls. We agreed 
that it is important to recognise and address 
the disproportionate levels of systemic 
discrimination and violence that women  
and girls experience. However, 
implementing a gender responsive 
approach to our work should not  
apply only to these groups. 

It was also acknowledged that the patterns 
of disadvantage and exclusion that influence 
experiences of an outbreak are not shaped 
solely by gender but by the interconnected 
nature of social categorisations (such as, 
but not limited to; race, class, and gender), 
creating overlapping and interdependent 
systems of discrimination and oppression, 
known as ‘intersectionality.’

A person’s various identity markers  
(e.g, “woman” and “refugee”) do not  
exist independently of each other, and it 
is important to note that each informs the 
others, creating a complex convergence  
of oppression. The experience is not just  
the sum of its parts. 5

Establishing effectual gender 
responsiveness must ensure the  
recognition and analysis of intersecting 
identity characteristics. 

The compounding effect this brings to the 
discrimination and inequality experienced, 
how these factors determine power-
dynamics in different social systems and  
the ability to access information and 
exercise self-determination within the 
context of infectious disease outbreaks. 

Recommendations: 

Institutional/organisational level

 – Colleagues articulated the recognition 
that change comes from both individuals 
and institutions being proactive. 
Dedicated training opportunities  
are required:

 › to equip staff with the skills  
to recognise and consider the  
potential gender dimensions 
of outbreaks – building an 
organisational understanding of 
gender responsiveness that leads  
to wider advocacy of it as a practice

 › to enable staff to consider internal 
institutional/team processes and 
staff conduct. Do these areas 
currently demonstrate gender 
equitable practice? Are they 
conducive to constructing and 
carrying out gender responsive 
research or programmes?

 – colleagues cited the necessity 
for targeted strategies to enable 
higher representation and effectual 
participation of women and junior  
staff at institutional levels. This includes 
a focus on inclusive job postings 
and recruitment methods and the 
development and continued effort  
to foster a safe and welcoming  
work environment

 – advocacy by staff to our varying 
institutions to enable a more flexible 
approach to working and training 
opportunities – approaches that are 
conscious of a person’s identity-based 
needs in a context

 – senior staff and researchers facilitating 
the ‘opening up of space’ in their day-to-
day activities, enabling entry points and 
leadership experience to more junior 
staff and women (often both) staff

 – create processes to deliver gender 
briefings for applicable staff, supporting 
them to access information on the 
cultural variables and gender norms of 
a context they will be working in. The 
application and responsiveness to this 
also enables us to determine whether  
we are deploying the right person  
for the right task.

Work Practice

 – Determining appropriate opportunities 
to interact and consult with community 
and civil society groups, in particular, 
women’s groups. We must determine 
non-extractive ways to engage with 
groups, visit them, and welcome  
them to work specialisms 

 – a particular emphasis on women’s 
participation during research community 
engagement. Those whose lived 
experiences are addressed in a piece  
of work should have a voice in  
designing that piece of research. 

‘Nothing about us without us.’ 

 – the requirement to design, implement 
and take ownership of a Gender & Equity 
frameworks at an institutional level.  
This would encourage these areas to  
be considered (in research, response,  
and programme development) right  
from the beginningthere is a pressing 
need to develop  
and prioritise gender focused  
research questions within this space

 – creating or utilising appropriate existing 
tools to capture and collate evidence 
to monitor progression and advocate 
change in this area
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 – colleagues discussed the deeply 
embedded gender norms and biases 
that exist at family and community  
levels, for example, the gap in education 
levels between boys and girls in some 
contexts. How does this impact health 
outcomes in relation to infectious  
disease outbreaks? What role can  
we play in communicating these  
issues to members of the community?

Conclusion

There was shared acknowledgement that 
gender norms and biases are far reaching, 
multi-faceted and deeply embedded.  
They strongly influence the behaviours  
and decision-making of all people, including 
those that make up the institutions that 
undertake outbreak research, response,  
and capacity strengthening. We are not 
immune to the same gender norms  
and biases that we seek to scrutinise  
within our work and must recognise  
that self-awareness is key to the  
successful anchoring of this work.

There is a strong commitment amongst 
colleagues to implement behaviours  
and activities that enable us to better 
understand and address root causes  
of health inequalities, something often 
lacking in outbreak research and response. 

Colleagues offered numerous insights 
into gendered dimensions of their work, 
with emphasis that there were frequently 
complications of progressing commitments 
into practical and measurable action. The 
numerous small steps to implementation 
and behaviour change can seem 
insurmountable at points. 

Consequently, it requires active focus, 
budget allocation, specialist staff, and 
feasible targets – all variable amongst 
institutions and contexts. 

Strength and momentum for this work  
can be derived from our partnerships  
by securing opportunities to hold  
complex and sometimes sensitive 
conversations, sharing techniques, 
challenges, innovations, and enacting  
the humility to be held accountable  
by a collective. This is work we must 
continue to support one another on.

One of our colleagues closed this  
learning review session with a thoughtful 
reflection on our aims for a gender 
responsive work focus. 

“We would like a situation where people  
don’t have to struggle to have what others 
achieve. People should be able to achieve 
without having to put too much extra effort.”
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Do the best you can 
until you know better. 
Then when you know 

better do better.
 

Maya Angelou (1928 – 2014) 
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Background

Family caregivers are an integral but  
largely unrecognised part of the health 
team in Cameroon. It is widely and culturally 
acceptable in Cameroon for family members 
to care for relatives in the hospital to show 
concern and love to their family.1,2 

Due to a shortage in the nursing workforce, 
family members can play critical roles in  
the care of patients in the hospital. They  
can subsequently risk transmitting 
infections because they usually receive 
no Infection Prevention and Control 
(IPC) orientation before assuming those 
functions.3 Therefore, they can unknowingly 
facilitate the transmission of health care 
associated infections. 

Engaging family caregivers in effective  
IPC practices has the potential to reduce 
the risk of health care associated infections 
as well as reinforce good hygiene practices 
during their stay in the hospital. 

Supporting caregivers is an additional  
way to build the relationship between  
them and the health workers and improve 
the quality of care. It also strengthens 
hygiene practices in the wider community  
as lessons learnt from the health facilities 
can be implemented at home after discharge. 

This article reflects on the preliminary 
findings of the study described below,  
key lessons from which were shared at  
the UK-PHRST and Partners Learning 
Review in Cape Town in 2022. The study 
aimed to characterise the roles and 
functions of family caregivers in a tertiary 
health setting, develop resources to support 
IPC engagement and pilot the delivery of  
a multimodal IPC improvement strategy.

Partial view of Banso Baptist Hospital
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Methodology 

The study occurred between September 
2021 and January 2022 in Banso Baptist 
Hospital (BBH), a faith-based, tertiary  
referral hospital run by the Cameroon  
Baptist Convention Health Services.  
BBH is located in the Northwest Region  
of Cameroon. We included all six wards  
in the study. 

We piloted an intervention and ran  
a process evaluation alongside the 
intervention. We collected baseline  
data and used this to design and implement 
the intervention. We collected data during  
the pilot intervention to explore the feasibility  
of this type of programme and the impact 
of the intervention on key stakeholders. 
We conducted structured observations 
of caregiver activities and short interviews 
and surveys to assess the family caregivers’ 
knowledge of the chain of infection and 
prevention methods. Research assistants 
supported the delivery of the intervention 
and were trained in research ethics and  
data collection using tablet computers  
and the KoboToolbox app.

With assistance from Medical Aid Films  
and Infection Control Africa Network,  
we developed an orientation package  
for caregivers. We also developed notes  
for IPC Monitors to deliver short health  
talks, an animated film and visual aids. 

Included in the video was the chain of 
infection, when to perform hand hygiene 
and when to use gloves during the care 
activities. We translated the animated  
videos from English to Cameroonian  
Pidgin, a local language widely spoken  
in Cameroon and the region. The IPC 
Monitors gave the lessons regularly, at  
least twice per week on Wednesdays and 
Fridays, over a period of six weeks. 

Family Caregiver listening to lectures in Men’s ward

Family Caregivers and staff listening to lectures in Children’s Ward

Lessons developed for the project
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Each lesson lasted an average of 27 minutes  
and included the projection of the animated 
video on television screens (installed for this 
purpose), followed by demonstration and 
return demonstrations of hand washing  
and glove use, and discussions and 
questions and answers. Family caregivers 
were allowed to ask questions wherever  
they needed clarifications, and the IPC 
monitors responded. During the time of  
the pilot, over 42 sessions were delivered 
with over 500 family caregivers attending.  
To explore the reach and dose administered, 
we delivered surveys to health workers  
and caregivers and observations of  
caregiver activities. We analysed the 
quantitative data using descriptive  
statistics and the qualitative data  
using thematic analysis. 

Findings

Preliminary results from the quantitive 
element of the surveys show that of the  
129 family caregivers surveyed, 98% 
(n127/129) of the caregivers said they 
enjoyed the health talks, 90% (116/129) 
reported learning new things and 98% 
(127/129) reported they would change  
the way they provided care. 

99% (105/129) of Health workers, 89% 
(94/129) other caregivers, and 91% 
(96/129) staff thought the talks were 
beneficial for caregivers and could  
reduce infections among patients.  
92% (98/129) of staff observed better 
collaboration between family caregivers 
and health workers post-delivery of the 
health talk. One good but unintended 
consequence was increased demand for 
examination gloves by family caregivers  
and subsequent pressure on resources.

Attendees reported knowledge gain and 
behaviour change, particularly around  
hand hygiene. Their learning increased  
their motivation and demonstrated 
commitment to caregiving. 

The health talks were also regarded as 
evidence that the hospital valued and 
appreciated caregivers. In addition, some 
caregivers felt it was unhelpful to teach 
content that people did not have the 
resources to implement. Staff reported 
better communication and teamwork  
with family caregivers following health  
talks – the knowledge gained about  
disease transmission, hand hygiene,  
and PPE was particularly valued. Caregivers 
also expressed a wish for the lessons  
to be translated into other local languages  
to reach the wider community and other 
health settings.

 

Conclusion

Family caregivers are an integral part of  
the health care system and play important 
roles in patient care. They can be implicated 
in the transmission of health care associated 
infections, and therefore should be included 
in IPC interventions. It is feasible and 
beneficial to engage family caregivers in 
IPC. Family caregivers and health workers 
responded positively to the health talks  
and requested further health talks, especially 
to include demonstration of practical skills 
and follow-up with leaflets. 

The value of the health talks was recognised 
by facility leadership, and the health talks 
have continued since the completion of the 
pilot. We plan to adapt and scale-up the 
project and share the materials with others. 
However, the design and delivery methods 
should be taken into consideration. Family 
caregivers appreciate lessons that are  
visual and delivered in a practical way.  
Family caregivers should be provided 
personal protective equipment for the  
tasks that require them. We will conduct 
further analysis of the quantitative data  
and qualitative analysis of the interviews  
and use the findings to refine the 
intervention for a broader trial in  
other settings.

The Cape Town review allowed us to reflect 
on the critical role of family caregivers in 
health care settings and why it is imperative 
not only to anchor them fully into an IPC 
response but also to resource their effort. 
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The need for pathogen genomics in EPR research  
in low- and middle-income countries
 
The COVID-19 pandemic has  
recently highlighted the vulnerability  
of the global population to emerging 
infectious diseases threats.1,2 Timely, 
relevant research is essential to support 
and guide development of epidemic 
preparedness and response (EPR)  
plans yet the evidence base is generally 
considered weak.3,4 To respond to this gap, 
the UK-PHRST commissioned stakeholder 
interviews, workshops, and an evidence  
gap analysis to inform development of a 
multi-disciplinary research programme 
to meet low- and middle-income country 
(LMIC) partners’ needs; it also addressed 
important evidence gaps to support and 
improve outbreak preparedness and 
response in LMICs. 

 
A consistent finding of this formative 
work was the need to integrate rapid and 
inexpensive tools for pathogen genomics 
into public health surveillance systems 
so that countries might better address 
important questions about infectious 
disease outbreak dynamics in real-time. 
Used alongside conventional, clinical 
surveillance systems, pathogen genomics 
can be used to characterise an outbreak 
and/or discriminate particular variants of 
concern leading to faster detection and 
more appropriate responses. 

Furthermore, when integrated with  
detailed epidemiological and behavioural 
data, genomics can be used to uncover the 
characteristics and important risk factors of 
a pathogen’s transmission dynamics within 
a community, so that interventions can be 
more relevant, targeted and cost-efficient.

Performing MinION sequencing in Guinea 2015 (copyright EMLab)
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Learning from the past: The 
response to the Ebola Virus 
Disease epidemic in Guinea 
Reliable diagnostics are an essential 
capability for outbreak detection and 
research, and vital in supporting patient 
management in addition to the broader 
public health response. 

Quantitative PCR (qPCR) was the gold 
standard molecular diagnostic with 
impressive sensitivity and reliability. 
Important research and development  
into field deployable platforms has enabled 
their use in resource limited settings. The  
key role played by molecular diagnostics  
was perfectly illustrated during all phases  
of the 2013-2016 West Africa Ebola 
Virus Disease (EVD) epidemic.5 It is now 
known that in the absence of appropriate 
diagnostics and laboratory capabilities, the 
virus spread among the local community 
at the epicentre in the village of Meliandou 
in Gueckedou, located within the forested 
region of the Republic of Guinea,6 and 
subsequently to Liberia and Sierra Leone  
as infected individuals travelled over  
local borders. 

It is estimated that up to 30 fatalities 
occurred before blood samples were 
transferred to European laboratories for 
confirmation of a Zaire EVD outbreak using 
qPCR.5 This triggered a WHO coordinated 
response to assist the Guinean authorities 
in their response to the outbreak. Within 
a week of confirmatory test results, and 
at the invitation of the Republic of Guinea 
Ministry of Health, the European Mobile 
Laboratory (EMLab) had established a 
mobile diagnostic capability in support of 
Médecins Sans Frontières’ (MSF) recently 
opened Ebola Treatment Centre (ETC) in 
Gueckedou.7 Diagnostics capabilities at 
the Guinean National Reference Laboratory 
in Conakry were also strengthened 
with support from the Bernhard-Nocht-
Institute (BNI) and EMLab. Additionally, 
local expertise from Institute Pasteur 
Dakar further strengthened diagnostics 
capabilities in the capital. 

The EMLab qPCR services to MSF  
and the local response leadership  
provided important information on  
patient entry to the ETC, supporting  
clinical management and epidemiology 
efforts. Similar capabilities were supported 
by several other international entities 
deployed in Liberia and Sierra Leone. 

However, in 2014 extracted RNA  
from Ebolavirus (EBOV) positive blood 
samples were exported to international 
laboratories with sequencing capabilities. 
These early sequencing efforts provided 
important insight into the virus mutation  
rate, stability of the glycoprotein vaccine 
target and, through phylogenetic analysis, 
the transmission chains that could not be 
deciphered using classical epidemiological 
approaches alone. 

When an early transmission map created 
by BEAST (Bayesian Evolutionary Analysis 
Sampling Trees) analysis of sequencing 
data from over 200 West African positive 
samples8 was presented to the WHO and 
Guinean Ebola Response group in Conakry 
March 2015, they demanded a sequencing 
capability was brought to Guinea to support 
a real-time molecular epidemiology service. 
With support from Oxford Nanopore 
Technologies (ONT) and expertise from 
collaborators at Birmingham and Edinburgh 
Universities, the EMLab was able to provide 
a real-time sequencing service using small, 
portable MinION sequencers in Guinea  
with a turnaround time of less than 24 hours. 
Local Guinean staff were key components  
of the EMLab workforce and were trained  
on all aspects of the diagnostic platforms.

The real-time sequencing service played 
a major role in unravelling many previously 
unknown transmission chains including  
via asymptomatic infection and infected 
breast milk.9 It also supported the Phase  
III EBOV vaccine study that was critical  
for licensure of an effective vaccine.10 

However, perhaps its most impressive 
application was in the case of a female  
EVD fatality in the forested region of  
Guinea six-months after the area was 
thought to be disease free. Sequencing  
of the index case sample showed a high  
level of similarity to that of a male EVD 
survivor who was released from an ETC 
some 500 days previously. Subsequent 
sequencing of a emen sample from the 
survivor confirmed the match, highlighting  
the risk of sexual transmission and  
resulting in a WHO-led campaign  
to vaccinate potential contacts of  
registered male survivors.11 

The ONT MinION platform has been 
significantly improved over the years, 
considerably reducing the unit cost per 
sequencing run. However, to maintain an 
isolated laboratory with relatively expensive 
time limited consumables and trained staff is 
challenging. When a subsequent EVD death 
in Guinea occurred in 2021, the EMLab had 
to send new equipment, reagents and staff 
to Conakry to support the local sequencing 
campaign in collaboration with regional 
support from Inst Pasteur Senegal.12 

Creating a better future  
for pathogen genomics in 
LMICs: The MRC Gambia 
genomics platform

It is well known that a scarcity of sequencing 
infrastructure and basic skills for analysing 
genomic data to inform public health 
decisions hindered the management of the 
COVID-19 outbreak in Africa.13 Accurate, 
timely genomic data was impossible to 
achieve in LMICs during the peak of the 
pandemic. Laboratories were forced to  
ship samples elsewhere, preventing a  
real-time contribution of sequences 
to monitor virus evolution locally and 
understand its global spread.
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Genomics Hub
Centre of

Excellence

Phase 1: Training and support
– Build equitable partnership through
    trust and ownership
– Hand-on laboratory training on site
– Bioinformatics training at MRCG
– Access to high-performance computing

Phase 2: Coaching and mentoring
– Networking
– Regular on-line training
– Advice on training courses
– Grants and fellowships

Phase 3: Monitoring, evaluation,
and learning activity
– Site visitis
– Support / training on accreditation / certification
– External quallity programme
– Learning and accountability

Figure 4: MRCG, LSHTM Genomics Capacity Building Model

To circumvent this, the MRC Gambia 
(MRCG) at LSHTM established a genomics 
platform to strengthen genomics 
sequencing competency in sub-Saharan 
Africa by providing MinION sequencers 
and training on library preparation and 
bioinformatics analysis (figure 4).14  
Across the eight laboratories in six countries 
(Burkina Faso, Guinea-Bissau, Mali, Nigeria, 
Senegal, and Sierra Leone) worked with, 
there was a paucity of basic skills and 
knowledge in sequencing, regular power 
outages, poor procurement systems, and 
slow internet speed; only one had a trained 
bioinformatician. Within six-months, 
MRCG trained and supported these eight 
laboratories and delivered bioinformatics 
training across West Africa. All these 
laboratories were thereafter able to perform 
real-time sequencing of SARS-CoV-2 in 
country, generating real-time genomic data 
that helped in understanding virus evolution 
and informing public health responses and 
policies in the region. 

To enable timely responses to future 
pandemics in LMICs, pathogen genomics 
must be sustainable, affordable, rapidly 
deployable and sufficiently flexible to 
respond to emerging situations. Funding 
from funders and governments should  
be directed towards knowledge transfer  
and hands-on training in sequencing  
and bioinformatics. 

South-South collaborations such as the 
MRCG one described here can enable 
exchange of mutually relevant resources, 
technology, knowledge, and skills to 
strengthen genomics capacity in public 
health laboratories. Effective procurement 
and Laboratory Information Management 
Systems networks are also needed at 
regional level to ensure rapid access, 
exchange and management of reagents, 
consumables and/or equipment. 

Finally, researchers from high income 
countries must prioritise genuine co-delivery 
of research with their LMIC partners, so that 
pathogen genomics is applied to address 
questions that are relevant to affected 
communities and can lead to sustainable 
improvements in EPR. To achieve this, it 
will be important to continue to attract 
funding for genuinely collaborative North-
South research programmes that lead to 
innovations and enable new technologies.
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Learn from yesterday,  
live for today,  

hope for tomorrow.  
The important thing  

is not to stop questioning.
 

Albert Einstein (1879 – 1955) 
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Background

The COVID-19 pandemic was a unique 
challenge and many working in the public 
health sector found themselves in a context 
and working environment unlike any they 
had experienced before. Normal ways 
of working were disrupted at every level, 
from not being able to travel overseas for 
deployment and research to not being able 
to leave home to meet with colleagues  
at one’s normal place of work. 

For those managing programmes  
in the area of global health, infectious 
disease research response and 
preparedness, the impact was further 
heightened. This short reflective piece  
looks at some of the challenges and  
lessons learnt, and shares considerations  
for managing a programme in this context. 

Note, while this is piece on and reflects  
the UK-PHRST heavily (given the authors’ 
roles as UK-PHRST Programme Managers) 
this is a personal reflection piece that aims  
to look more generally at managing  
a programme during a time of change  
and the key challenges and opportunities 
that can occur.

Clear and frequent communication  
is key (But, recognise meeting fatigue  
and information overload) 

The experience of many within the  
Global Health sector of working with 
partners from numerous countries and  
with colleagues overseas meant they  
were well placed to adapt to remote  
working, virtual calls, and Zoom &  
Teams becoming the new normal. 

There were many challenges as well, 
particularly for organisations such as 
the UK-PHRST working across multiple 
organisations. Many of these were IT 
focused with different favoured systems  
for meetings and team catch ups slowing 
down communication at a time when 
working rapidly but also in a cohesive 
manner was so vital. 

As with many similar organisations, the  
UK-PHRST looked at its operating model 
and an interim Operating Model was 
developed, which included principles  
and practical steps for remote working.  
This included setting up weekly team  
catch-ups to ensure we were 
communicating what the changing  
situation meant for the UK-PHRST as  
a programme as well as for individuals  
and being mindful that the situation had 
different impacts on individual’s health  
and wellbeing. 

These were supplemented  
by informal and formal remote team 
meetings and one-to-ones throughout  
the programme, particularly at the start  
of the pandemic as team members were 
forced to make a rapid adjustment to  
work remotely with adjusted workplans.

However, as the pandemic (and remote 
working) continued, meeting fatigue was 
apparent in the programme and it was vital  
to strike the correct balance between 
ensuring the team felt supported, included, 
and communicated with, but did not suffer 
from meeting fatigue (and vitally that time 
was protected for the team to work on 
output focused activities). 

There were a number of different 
approaches to addressing the issue of 
meeting fatigue. Some colleagues tried to 
block out certain dedicated “non-meeting 
days” while others suggested meetings of 
no more than 50-minutes to ensure some 
sort of break between calls. Others adjusted 
their working patterns to have some physical 
activity and meet family needs, but this 
sometimes resulted in work and home life 
boundaries becoming blurred. 
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The most effective approach for the authors 
was to have a rule of only having meetings 
when there was an agreed purpose behind 
the meeting. While there is some risk of 
vagueness to this approach this broadly 
meant, only meet if:

 – you are exchanging new information  
vital to your own role or the role of those 
you are meeting with (e.g, an update  
on how a research project is progressing 
that may inform resourcing or budget 
considerations) 

 – you are meeting to make a decision  
(e.g, Senior Management Team  
(SMT) meeting to review and  
approve a new policy)

 – it is a working meeting (e.g, to work  
as a group on a particular task), or

 – you are meeting to check on the physical 
and mental health of your team or 
colleague (vital during the pandemic 
and as we adapt back to a hybrid model 
moving forward). It is also vital to be 
aware of one’s own wellbeing. 

In summary, we met when we had a clear 
and agreed agenda, well thought through 
meeting participant lists and meetings of  
the correct length to address the issues to 
be covered. That practice continues to be  
of value today as we transition back into 
more face-to-face and hybrid meetings.

Additionally, programme managers and 
others in leadership and core management 
play a key role here in protecting technical/
deployable/front line colleagues from 
information overexposure. By considering, 
managing and ensuring issues such as 
Monitoring Evaluation and Learning (MEL), 
finance, resourcing, governance, and 
reporting are in place and well managed, 
programme managers can reduce the 
burden on core deployable staff and enable 
a smoother, more efficient and effective 
deployment experience and outcome

Seizing opportunities to re-think 
our deployment approach 

The COVID-19 pandemic impacted  
UK-PHRST research delivery and 
deployments (through travel restrictions, 
lack of availability of partners, remote 
working etc.) and delayed fieldwork  
and/or hampered logistics. For example, 
staff diversion delayed the acquisition 
of rumour tracking data for a study on 
COVID-19 rumours in Sierra Leone and 
Tanzania. Additionally, travel restrictions 
and, in-turn, disruption to sample collection, 
shipment, and testing contributed to delays 
to a Lassa fever prospective cohort study 
in Nigeria and a Viral Haemorrhagic Fever 
exposure investigation in Uganda, while the 
shipment of android tablets was delayed in 
the Infection Prevention and Control (IPC)  
in family caregivers’ study in Cameroon. 

The impact of the COVID-19 pandemic to 
research delivery lessened throughout the 
pandemic, through mitigating measures 
that were put in place early in the planning 
process and through the ability of the team 
to be adaptable at both the programme 
and project level, this included remote 
supervision of partners in country, 
communications and training of in-country 
research teams, all of which facilitated 
continued delivery of research projects. 
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Lessons learnt during the height of  
the COVID-19 pandemic were used to 
promote a more flexible way of “deploying”. 
The UK-PHRST was able to offer remote 
support to WHO and other Partners such 
as the Africa CDC, alongside a number 
of in-person deployments returning to 
pre-pandemic normal levels. There is also 
an opportunity for the programme (and 
others like it) to continue with a hybrid 
model for both deployments and research, 
with some in-country support and delivery 
supplemented by remote training and 
technical advice. 

These remote ways of working, while 
presenting new opportunities, also 
highlighted the importance of face-to-face 
interactions and relationship building, 
especially when faced with cultural, 
language and IT barriers. 

Ensure strong governance  
and adaptable and impact 
focused monitoring  
evaluation and learning 

Governance structures such as the  
UK-PHRST technical steering committees, 
regular Senior Manager Meetings and 
advisory groups can be vital in ensuring 
the quality of work even within a changing 
context. These need to have flexibility within 
their structure, particularly when working  
in a changing or rapid environment, but  
key principles and terms of reference for 
these groups should always be upheld.  
For SMT, this would mean ensuring 
meetings are held regularly and to a fixed 
structure or agenda – ensuring that key 
information is shared at senior level and 
strategic decisions (even when made 
rapidly) are made in an informed manner. 
For technical or scientific advisory groups 
while these may need to review proposals 
in a different way (e.g, over email rather than 
through formal face-to-face meetings)  
the reviewer (and those coordinating  
these groups) should still ensure scientific  
rigour and clear feedback in their review. 

It has been vital to continue to strengthen 
our MEL infrastructure for the programme, 
particularly with the increased challenge 
of capturing evidence in a changing and 
challenging context. As programme 
managers, it has been crucial to act as  
a link between the areas of strong 
governance and monitoring within the  
UK-PHRST’s work at the project level. 
Ensuring the MEL model is appropriate 
to the programme and captures success 
without becoming a burden to project  
teams has been an important outcome.  
The nature of our MEL programme’s work 
has allowed this to happen with quick  
tools such as partner surveys, monitoring 
of outputs, and reflective learning sessions 
all contributing to a growing culture of 
capturing impact and best practice. 

Into the future, MEL should also continue 
to be undertaken on a timely and regular 
basis, to capture real-time progress and 
learning while ensuring that the process is 
as light touch and integrated into “normal” 
programme activity as possible. 

This can be a particular challenge when in 
a rapidly changing environment and those 
managing the programme should ensure 
continued communication with MEL teams/
leads to consider how this can best take 
place. This may be through identifying and 
focusing on three or four key MEL indicators 
for an agreed cycle (quarterly, monthly, or 
fortnightly), planning sessions to agree 
new indicators suitable to the changing 
environments, and re-focusing on the 
programmes key objectives and high-level 
frameworks such as, Theories of Change,  
so ensure the programme team’s focus  
is not lost during a time of rapid and  
significant change.

Conclusions

Looking back over the UK-PHRST’s lifespan, 
the four key lessons captured below have 
continued to serve the programme’s interest:

 – ensuring clear, frequent but non-time 
intensive communication mechanisms 
has been fundamental

 – seizing opportunities where they first 
present as a problem, to adapt, innovate 
and emerge more resilient

 – learning how best to deal with 
uncertainty whilst maintaining  
delivery of core activities, and

 – ensuring the continuation of strong 
governance and impact creation.

Western Cape Ministry of Health and Wellness
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Background

In September 2022, the UK-PHRST held a 
learning review with its partners to reflect 
on their collective work over the preceding 
18-months. As director of planning, research, 
and statistics, I was invited to represent 
the Nigeria Centre for Disease Control 
and Prevention (NCDC) at the event but 
was unable to attend due to an urgent 
national commitment. One of the key 
themes of interest to this writer was the 
issue of equitable partnerships. This paper 
is a reflection on the topic as it concerns 
research implementation in Nigeria as a 
whole, but more broadly in low- to  
middle-income countries (LMIC).

Equitable partnerships in health research 
are based on the moral principles of justice, 
fairness, and respect for human dignity.  
This concept entails equal attribution 
of value to similar levels of effort and 
intellectual engagement without 
geographical, socioeconomic, gender, 
racial, or ethnic bias. Structured disparities 
are common in research partnerships in 
different parts of the world. This is evident  
in the erroneous designation of the North-
South divide. Science and innovation 
emanating from the so-called south are 
often not acknowledged or adjudged 
of equal value to those from the global 
north, even when they have demonstrated 
equivalent rigor. 

The deplorable situation where researchers 
and research institutions in Africa are 
approached for collaboration by those  
in the developed world with the mentality  
of the superior seeking to provide help to  
the inferior is colonial, and must be abhorred  
by all for such partnerships to be considered 
equitable. This disjointed partnership  
model has led to what is described as  

‘safari research’ in literature, recruiting  
expert scientists from LMIC while  
minimally engaging them in the  
research projects or in authorship.1,2 

Often times, such tokenistic recruitment is 
for the purpose of meeting the requirements 
of large research grantors; requirements 
perceived as moral obligations to pacify  
the conscience of funders who prioritise 
funding academic institutions in high-
income countries above those in LMIC,  
even when the studies are conducted  
in the latter. 

The North – South semantic is flawed with 
this colonial mentality, assuming one to be 
on the top of the knowledge hemisphere 
and the other under. Equitable research 
partnerships should be characterised by  
a transverse intellectual spatial ideology  
with every sense of collegiality, and not 
by vertical science colonialism. A similar 
disparate relationship has been observed  
in the United States among scientists  
across racial categories. A survey of 
research partnerships practice in federally 
funded community-based research projects 
in the United States found that the majority 
of the projects focused on African American 
communities, they had predominantly  
white principal investigators.3 

Knowledge generation through transverse 
research partnerships has been described 
as “cooperative inquiry”.4 Such partnerships 
should be characterised by the engagement 
of researchers from locations with the 
problems that the research seeks to 
address, alongside the end users who are 
considered core beneficiaries of the science, 
in defining research priorities, developing 
research protocols, conducting research, 
and disseminating findings. Equitable 
partnerships should transcend the entire 
research and development (R&D) pathway, 
from discovery to development to clinical 
trials to manufacturing and distribution. 
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Community engagement  
in research partnerships

Partnering with local communities in health 
research acknowledges the relevance of 
local knowledge and experience without 
assuming the superiority of ‘expert’ 
ideologies over indigenous cognition. 

Engaging local players in the generation 
of scientific knowledge is more likely to 
lead to the local domestication of such 
knowledge. This could tilt back towards a 
steadier balance, the ‘fulcrum’ that holds the 
current disparity in expert-lay knowledge. 
Empowering communities through 
participatory engagement in research is a 
more sustainable approach to addressing 
public health challenges. Scientists should 
adopt strategies that integrate community 
and stakeholder engagement at all stages 
of the R&D pathway, especially in defining 
research priorities and preferred outcomes. 

Seeking inputs from target populations 
in delineating target product profiles 
and preferred product characteristics for 
candidate therapeutics and vaccines, will 
ensure that research products address 
the core needs of end-users and improve 
uptake. This is a major way to improve 
access to health products and medical 
countermeasures. 

The UK-PHRST  
engagement approach 

Though the UK-PHRST-NCDC collaboration 
is still in an early phase, the power dynamics 
that support co-leadership of the two 
organisations on research projects in  
Nigeria is commendable. Although, there 
was an initial subtle inclination towards  
top-down expression of research priorities, 
this was immediately resolved following  
a slight nudge from the NCDC. 

There has been an extensive and 
progressive engagement of the  
NCDC in the prioritisation and  
development of a research agenda 
 for Mpox, and subsequent planning  
for the implementation of priority  
projects in the agenda. 

Capacity building as an integral component 
of this collaboration is also positive. It is 
hoped that this equitable approach will 
extend to the funding of identified priority 
projects by the UK-PHRST, research 
implementation, and dissemination of 
research findings. Furthermore, since most 
research overseen by the UK-PHRST are 
conducted in African countries, there is 
still an under-representation of African 
scientists in the UK-PHRST technical 
steering committee. Having Africa well 
represented in this decision-making  
body on the health research approved  
for implementation in the continent could  
be considered an equitable approach.

Structured power disparities  
in health research

Structured power disparities are significant 
determinants of health outcome.5 
Addressing such disparities in research 
partnerships, according to Koehle et al, 
is based on the “foundational values of 
democracy, inclusion, equity, human rights, 
and solidarity”.5 Poor research grants 
for institutions in LMIC, lack of adequate 
infrastructure for high-impact studies, low 
awareness of fee waivers for publication 
in high-impact journals, and fundamental 
disparity in capacity building opportunities 
for researchers in LMIC compared to their 
counterparts in the developed world, are 
identified as factors that drive science 
colonialism.1 Tackling structured inequities 
would require deliberate and purposeful 
partnerships with researchers in LMIC 
across the R&D spectrum. 

Inequitable access to research 
capacities and capacity building

Research capacities are inequitably 
distributed across the globe. While this may 
be blamed on inadequate investment by 
decision makers in Africa on R&D, it does 
not obscure the inequity in access to such 
capacity building opportunities in different 
parts of the world. 

Research collaborations that could lead  
to capacity and capability enhancement 
tend to favour nations on the higher 
economic category than those in LMIC 
economies. Large grant opportunities  
have historically been accessed more  
by researchers in high-income countries  
or by consortia led by them than by their 
African colleagues. It is also a known fact 
that even when the studies are conducted  
in Africa with African researchers doing 
most of the work, western colleagues and 
their institutions get the best chunk of  
the funds while participating remotely. 

Remuneration for researchers in Africa 
have suffered from the age-long neglect 
by national governments. The global 
community has also leveraged the low 
economic status of most African countries 
and the poor salaries of African scientists, 
to institutionalise this unfair downgrading 
of their wages, even when they are seen to 
have put in equivalent or more efforts than 
their western counterparts. 

This has led to most funders having differing 
rates for remuneration of scientists from 
both sides of the divide, hiding under the 
unconvincing excuse of differing costs of 
living. If personnel cost for scientists are 
assessed based on levels of intellectual 
effort and time commitment, why should 
this differ for same categories based on their 
geographical location? This attitude has 
kept most African researchers in perpetual 
financial constraint that limits their ability to 
exploit their full potentials in advanced fields 
of research and innovations. 

A concrete action must therefore be taken 
by the global science community to address 
these disparities for health research 
partnerships to be considered equitable.

Inequity in research publications

The under-representation of the developing 
world in scientific publications has been a 
subject of discussion for several decades. 
Whereas over 90% of all preventable 
diseases and deaths occur in developing 
countries, only minimal research funding 
target health problems in these countries.2,6 
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This is also reflected in the number of 
scientific publications that emanate from 
the developing world. Data from countries 
in this part of the globe are often published 
by authors from high-income countries with 
little or no involvement of authors from the 
sites where the data were generated. More 
so, many high impact journals have article 
publication charges (APC) that are beyond 
the reach of many scientists from LMIC, even 
with the statutory discounts. While some 
journals have graciously adopted the APC 
waiver scheme for LMIC, many are yet to 
do so. This has contributed to the widening 
of the scientific publications gap between 
developing and developed countries. 

 
More reasons for this disparity include poor 
technical capabilities, limited technological 
capacity, inadequate training, and poor 
publication culture. Interestingly, a recent 
review of 67 publications from 18 countries 
shows improved statistics with up to 96% 
first authorship from LMIC, but this was 
for operational studies utilising mostly 
qualitative methodologies.7 Sixty-seven 
publications are also a gross under-
representation of the numerous research 
projects in LMIC. Equitable partnerships  
in scientific publications are important  
in addressing critical health challenges  
in LMIC. 

 
Gender disparity in health 
research partnerships
Decades of gender equity activism has  
led to several gains, including improvement 
in gender parity in research and authorship. 

A study that tracked publications in 
American surgery for gender equity for 
over 20 years, demonstrated progressive 
increase in lead and senior authorship 
roles of female researchers with about 
37% increase in 2017 compared to 1997.8 
Nevertheless, this was not true for basic 
sciences where female lead authors and 
senior authors constituted 17.4% and  
8.8% of all publications respectively.8  
Similar studies on editorial board 
membership and leadership showed  
even less figures for females.9,10 
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An equitable partnership in research  
should consider and seek to address 
structured gender-based inequalities  
that keep women disadvantaged in 
accessing leadership positions in health 
research and scientific publications.  
Such actions to address gender inequity  
in research and editorial partnerships  
must be deliberate, systematic, and  
not ad hoc.

Conclusion

Equitable research partnerships should 
be characterised by mutual trust, respect, 
and reciprocity. A call for equity is a call for 
fairness and justice. This transcends every 
aspect of human life and relationships. It is 
hinged on the right of every human to be 
respected, heard, treated with dignity,  
and valued. 

Equitable research partnerships will  
narrow power asymmetries, engender  
public trust, and improve the uptake of 
research products. Though the growing 
interest in strengthening partnerships  
with African researchers is commendable, 
a lot remains to be done. There should be 
deliberate investments in research capacity 
building in LMIC. A matrix for tracking key 
equity issues in health research partnerships 
and a roadmap for achieving key targets  
are required. 

Narrowing the equity gap in health  
research partnerships requires identifying 
the structural and societal disparities 
that drive inequity and tackling them 
head-on. National governments must 
also take ownership of health research in 
their countries by allocating a significant 
percentage of health budget to health 
research. Co-funding mechanisms promote 
equitable practices in health research and 
partnerships. The UK-PHRST, and indeed 
the global health community, must be 
deliberate in upholding the principles  
of equity in research partnerships. This  
is a call for action.

Disclaimer: The author is the Director of Planning, Research and Statistics at the  
Nigeria Centre for Disease Control and Prevention (NCDC). However, views expressed  
in this paper are exclusively the author’s and should not be considered the views of NCDC.  
The author takes full responsibility for the content. All correspondences pertaining to this  
article should be addressed to the author.
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For one thing we know 
beyond all doubt: Nothing 

has ever been achieved 
by the person who says, 

It can’t be done.
 

Eleanor Roosevelt (1884 – 1962)
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Below are the 35 recommendations generated during the learning in review in Cape Town, 2022. They are divided into the 20 priority 
recommendations and the remainder. 

Appendix 1 – Recommendations generated  
from the Cape Town Learning Review

Theme area Recommendation Action/owner

Mental health and wellbeing

Promote national and context specific action in mental health:  
Create at country-level mechanisms to address mental health  
and wellbeing pre, during, and post deployment; including  
working to develop these at organisational level

Country/regional 
level partners

Provide training for leaders/managers: Establish training  
for managers on embedding and actively addressing issues  
of mental health and wellbeing

Country/regional 
level partners/ 
UK-PHRST

Gender equity and responsiveness

Stakeholder representation: Ensure both men and women 
stakeholders’ full engagement during development stage  
of research studies

UK-PHRST/Partners

Greater use of evidence: Enable evidence-based change  
by developing a rapid gender analysis tool and by developing 
research studies which have gender-focused questions

UK-PHRST

Research appropriateness

Expand scope of research activities: Expand research  
fund to include research/impact studies that focus on  
the post-deployment period, specifically on how to  
expand and strengthen our partnerships

UK-PHRST

Establish guidelines for undertaking research: Co-develop  
and publish equitable partnership principles and guidance  
on partnering with UK-PHRST

UK-PHRST/Partners

Research equitable collaboration

Greater use of existing local expert networks and systems:  
Identify and embed research opportunities within existing  
networks of expertise, organisations, or systems to support  
the strengthening/growth of research systems in countries

Partners/UK-PHRST

Inject research capacity into existing systems: Identify alternative 
ways to strengthen research systems’ human resource capacity 
working in collaboration with local academic partners to fund  
and second MSc, PhD students and post docs

UK-PHRST/Partners
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Theme area Recommendation Action/owner

Research uptake

Equity of outputs: Ensure equitable co-authorship  
to facilitate ownership and use of findings Partners/UK-PHRST

Budget for research uptake activities at policy/programme  
level: Budget for actioning research findings within the  
overall research budget

UK-PHRST/Partners

Capacity strengthening

Post-activity focus: Aim to develop post-capacity strengthening 
activities/projects to ensure that new capabilities are applied in 
partners’ activities and sustained

UK-PHRST/Partners

Actively engage local capacity: Utilise centres of excellence/
expertise locally (in Africa) to deliver capacity strengthening  
and support activities – leveraging local resources

UK-PHRST/Partners

Pre-deployment

Lay the groundwork for effective deployment: Engagement  
with countries pre-deployment at country level to build 
relationships, identify existing local capacities/other assets  
that could be deployed and broader country outbreak  
management needs and opportunities

Partners/UK-PHRST

Encourage greater clarity of assignment: Engage deploying  
agency/country for clarity of assignment (via ToR) before 
deployment, allow for modification during deployment, and  
apply active review processes for learning post deployment

Partners

Deployment

Shift roles of deploying agency/deployee: Actively shift  
international support to a capacity strengthening role –  
less of a doing role for “global north”

Partners/UK-PHRST

Create greater flexibility of deployment length: Review  
deployment lengths and value of shortened/lengthened  
periods for both differing types of deployment and for both 
international and national staff; ensuring engagement with  
national staff for continuity and sustainability

Partners/UK-PHRST

Post deployment

Assess deployment impact: Develop a framework  
to assess impact of deployments UK-PHRST/Partners

Active engagement and facilitation of learning: Build  
in more learning opportunities in engaging with countries  
post-deployment and facilitate greater regional and  
south-to-south learning engagement to promote  
greater application and sustainability of capacities

Partners/UK-PHRST

Working sustainably

Adopt a capacity strengthening systems approach to enable 
sustainability: Undertake a capacity strengthening approach 
in developing projects/activities (across the three remits) that 
considers not just staff but also structures, systems, materials/
infrastructure, etc. to define levels of sustainability that are  
feasible and achievable 

UK-PHRST/Partners

Promote servant leadership approaches in all areas of work:  
In the development of capacity strengthening activities, need 
to consider and embed the application of this type of leadership 
thought and application

UK-PHRST/Partners
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Additional recommendations generated

Theme area Recommendation

Deployments

Expand deployment offers: Explore having a greater range of deployment offers. 
Understand and document the dynamics and the value of remote, in-person and  
hybrid deployments

Enter the deployment cycle at a different phase: Review the opportunity to deploy  
during preparedness/readiness phase to engage seamlessly into the response phase  
for UK-PHRST to be more involved in preparedness and prevention, where appropriate

Expand the range of voices required to clarify the deployment ask: Broaden who  
is engaged in clarifying assignments to support country-level articulated needs

Capacity strengthening
Identifying capacity needs: Define, more accurately, the capacity strengthening needs/
existing gaps before undertaking projects – what capacity is really required on both sides 
of the partnership and for whom? Do both partners have the capacity needed to deliver  
the ask? This exercise should be part of all projects

Gender

Identify ways of creating greater gender parity across staff involved in all activities: Fund 
virtual post graduate courses where there is greater flexibility in undertaking the course

Expand areas of equity under consideration: In addition to gender address issues  
of socioeconomic, disability and ethnicity inequities

Expand opportunity to address gender responsiveness systematically: Address gender 
issues in all ToRs (deployment) and proposals (research and capacity strengthening) to 
enable meaningful co-creation

Expand mechanism to address issues of gender equity systematically: Develop a gender 
and cultural framework in research and deployment, as appropriate

Expand local/national/regional engagement in issues of gender equity: Engage with 
relevant gender associations/bodies nationally and regionally – e.g, women in global  
health, women’s medical associations, etc.

Research

Embed capacity strengthening: Develop a capacity strengthening element  
to all research proposals

Expand access to financial resources locally: Undertake joint local mobilisation of funds

Partner with a community to understand how to better impact community needs during 
deployment: Pilot a community-linked/owned project involving a full range of partners 
locally and nationally as appropriate to understand how best to support community needs 
during deployment

Promote research uptake: Define mechanism for identifying with whom/how to enable 
research uptake at start of the study and monitor its implementation

Mental health

Raise awareness at organisational level: Actively raise mental health wellbeing  
awareness at organisational level

Target population: Target support at family care givers and health workers, as a priority
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Below is the UK-PHRST’s management response to the priority recommendations generated during the learning in review in  
Cape Town, 2022. It includes proposed actions and evidence of where and how these actions are being advanced or implemented.

Appendix 2 – The UK-PHRST response to the 
recommendations from the Cape Town Learning Review

Mental health

Recommendations Proposed Actions Evidence of actions

Promote national and context specific 
action in mental health: Create at  
country-level mechanisms to address 
mental health and wellbeing pre, during, 
and post deployment; including working  
to develop these at organisational level. 

Ongoing activity. Co-developed  
research is underway to identify these 
mechanisms. The team will ensure that 
research findings are shared broadly 
across a wide network of stakeholders 
through MHPSS workshops.

This action is captured in the  
UK-PHRST 2023 implementation plan.

Provide training for leaders/managers: 
establish training for managers on 
embedding and actively addressing  
issues of mental health and wellbeing.

Co-develop MHPSS training/resources 
to address identified gaps.

Captured in the implementation plan.  
Work is underway with Africa CDC on  
this subject. It is also addressed in the 
2023 Field Deployment Training.

Gender equity and responsiveness

Recommendations Proposed Actions Evidence of actions

Stakeholder representation:  
Ensure both men and women  
stakeholders’ full engagement  
during development &  
implementation stages  
of research studies.

Explore vehicles to facilitate Early  
Career Researcher training and  
mentorship e.g, AuthorAid.

Broaden the recommendation to  
include women in leadership in all  
aspects of outbreaks and across  
the professional spectrum.

UK-PHRST can support participation  
in existing networks to provide training 
two-three times year to partners wishing  
to take advantage of these opportunities. 
UK-PHRST will explore this opportunity 
and communicate to partners.

Examples of such training/mentor/mentee 
platforms are found at: 
 
www.authoraid.info/en/
www.inasp.info/MOOCsponsorship

The co-development and implementation 
of projects on women in leadership (in 
outbreaks) is captured in the UK-PHRST 
2023 Implementation and Capacity 
Strengthening plan.

Greater use of evidence: Enable  
evidence-based change by developing  
a rapid gender analysis tool (this already 
exists – we can look to see how to adapt; 
working with a partner. Question is how  
to apply/create opportunity to do so is  
a CS exercise).

Review existing tools, especially  
regarding what can be built on/ 
adapted in collaboration with  
partners and to suit cultural/ 
organisational context.

Develop standard questions on  
social equity to apply across all  
our work, including in the Field  
Deployment course. 

Work is currently underway by  
UK-PHRST’s Equity and Human  
Rights advisor on both accounts. 
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Gender equity and responsiveness cont.

Recommendations Proposed Actions Evidence of actions

Generate research studies which  
have gender-focused questions. 

Co-develop research studies on social 
equity as standalone pieces of work.

Co-development of research underway. 
Currently at design stage. Yet to go to the 
Technical Steering Committee for approval.

Capacity strengthening

Recommendations Proposed Actions Evidence of actions

Post-activity focus: Aim to develop  
post-capacity strengthening activities/
projects to ensure that new capabilities  
are applied in partners’ activities  
and sustained.

Already being addressed - Governance 
has already resulted in the Capacity 
Strengthening proposal template  
having a component about post  
course engagement.

Capacity strengthening activities are  
co-developed. In the co-development  
of these proposals, UK-PHRST will 
continue to strive to be:  

 – Flexible and agile in our engagement  
with partners to understand needs 

 – Be responsive to the evolving needs  
of our partners 

 – Be transparent in our approach  
with funders and partners 

 – Work long-term and authentically  
with all our partners

The Capacity Strengthening proposal 
template contains a post action review/ 
sustainability requirement. This is now  
a standard requirement for the approval  
of all capacity strengthening activities.

Actively engage more local  
(national, regional) capacity:  
Utilise centres of excellence/expertise 
locally (e.g, in Africa) to deliver capacity 
strengthening and support activities – 
leveraging local resources. 

In the development of capacity 
strengthening proposals, UK-PHRST 
requires collaborative working with 
partners to ensure local ownership.

UK-PHRST continues to strive to  
leverage local expertise through the 
development of strong interpersonal 
relationships and understanding  
partners’ contexts and needs. 

This is an important area of UK-PHRST’s 
ongoing work and for the foreseeable 
future – proactive engagement  
and the commitment to work with  
regional, national and subnational 
organisations. This is captured in  
the 2023 Implementation plan. 
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Working sustainably

Recommendations Proposed Actions Evidence of actions

Adopt a capacity strengthening  
systems approach to enable 
sustainability: undertake a capacity 
strengthening approach in developing 
projects/activities (across the three  
remits) that considers not just staff  
but also structures, systems, materials/
infrastructure, etc. to define levels  
of sustainability that are feasible  
and achievable.

Encourage the use of Rainbow Arch  
tool to support systems approach  
with planning and discussing  
Capacity Strengthening proposals.

Tools are available for use by the  
UK-PHRST team to ensure we  
co-develop projects in a way  
that addresses sustainability.

The Capacity Strengthening team  
needs to ensure that this issue  
is recognised and addressed 
 appropriately in the proposals 
it considers.

Promote excellence, power-sharing  
and staff empowering leadership 
approaches in all areas of work: In the 
development of capacity strengthening 
activities, need to consider and embed 
the application of this type of leadership 
thought and application.

Ensure that all UK-PHRST members  
remain apprised of our values, culture  
and behaviours in all of our activities.

Encourage UK-PHRST members in  
the co-development of proposals to be 
reflective of whether needs are clearly 
identified by the partners and whether 
those specific needs are being addressed.

This is the UK-PHRST’s  
preferred approach. 

The exploration of a co-delivered 
leadership course with Africa  
CDC is underway.

Deployment

Recommendations Proposed Actions Evidence of actions

Lay the groundwork for effective 
deployment: engagement with  
countries pre-deployment at country  
level to build relationships, identify  
existing local capacities/other assets  
that could be deployed and broader  
country outbreak management  
needs and opportunities.

Standardise pre-deployment  
calls/meetings between deployers  
and requesting country/office

This approach is currently used.  
Where possible UK-PHRST will  
encourage input into formalising ToRs.

Encourage greater clarity of assignment: 
Engage deploying agency/country for 
clarity of assignment (via ToR) before 
deployment, allow for modification  
during deployment, and apply active  
review processes for learning post 
deployment.

Focus on refinement of TORs upon  
arrival in-country

Standardise pre-deployment calls/
meetings between deployers and 
requesting country/office

Training during onboarding on how to 
manage a TOR – build in flexibility  
and how to adapt/refine in-country

Manage deployess own expectations  
when deploying – to focus on how we 
adapt and manage uncertainty and stress

These approaches are advocated in current 
deployees briefings prior to deployment. 
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Deployment cont.

Recommendations Proposed Actions Evidence of actions

Shift roles of deploying agency/ 
deployee: Actively shift international 
support to a capacity strengthening  
role – less of a doing role for  

“global north”.

Include Capacity Strengthening 
components within TOR where feasible.

Incorporate under Capacity  
Strengthening workstream to  
support strengthening regional/local 
surge capacity to over time decrease  
need for global surge capacity. 

 – Continue work with Africa CDC/AVHOC

 – Expand to others 

Explore scope to provide financial  
support to enable more “global  
south-south” deployments.

UK-PHRST’s strategy and the 2023 
implementation plan support this  
approach in principle and in practice. 

This is to be included under the Capacity 
Strengthening workstream.

The implementation plan actively seeks 
opportunities for the co-identification 
of capacity strengthening opportunities 
during deployments.

Create greater flexibility of deployment 
length: review deployment lengths and 
value of shortened/lengthened periods  
for both differing types of deployment  
and for both international and national 
staff; ensuring engagement with national 
staff for continuity and sustainability. 

This is ongoing exploratory work but 
deployment length is largely driven by 
context/partners’ request and needs,  
and is considered on a case by case  
and resource availability basis.

This is exploratory work – no current 
definitive policy exists, but flexibility  
is an inherent component of  
UK-PHRST’s approach. 

Assess deployment impact: Develop 
a framework to assess impact of 
deployments.

UK-PHRST Monitoring Evaluation  
and Learning team is currently  
leading activity to assess impact

MEL and Implementation science team 
currently implementing a study on Impacts 
of deployment Impact of international 
public health deployments on national 
outbreak preparedness and response  
in ODA-eligible countries.

Active engagement and facilitation 
of learning: Build in more learning 
opportunities in engaging with countries 
post-deployment and facilitate greater 
regional and south-to-south learning 
engagement to promote greater 
application and sustainability  
of capacities. 

Support and invest in regional/ 
south-south learning events/ 
conferences. 

Continue to identify opportunities 
and build relationships for on-going 
collaboration during deployments

Ongoing activity and our preferred 
approach. We will continue to work  
in this way.

79 Appendix
Appendix 2



Research

Recommendations Proposed Actions Evidence of actions

Expand scope of research activities: 
Expand research fund to include  
research/impact studies that focus  
on the post-deployment period,  
specifically on how to expand  
and strengthen our partnerships.

We have expanded the research  
fund and are working on expanding  
the scope of research, including a couple  
of studies on the impact of deployments. 
We currently have 17 studies over five 
thematic areas, including impact and 
evaluation.

The Implementation science team is  
also looking at how to improve research-
post-deployment nexus in terms of 
development partnerships/research 
collaboration at this stage in terms of 
development partnerships/research 
collaboration at this stage.

Research plan has addressed many  
issues in the way we identified  
research projects. 

Flexibility to continue to expand 
is somewhat limited due to funder 
requirements.

Establish guidelines for undertaking 
research: Co-develop and publish 
equitable partnership principles and 
guidance on partnering with UK-PHRST. 

There are existing institutional  
guidelines for doing research.  
Additionally, our research plan and  
further documents outline collaborative 
and equitable partnership principles. 

Develop better reflexivity, think about  
how to manage conflicts between  
different institutions’ guidelines. 

Continue to use advocacy to push 
back against some of the institutional 
constraints.

Institutional guidelines exist. 
Research plan captures these  
approaches.Equity in research  
principles being finalised and  
will be shared online.

Greater use of existing local expert 
networks and systems: Identify  
and embed research opportunities 
within existing networks of expertise, 
organisations or systems to support  
the strengthening/growth of research 
systems in countries.

Currently working with platforms that  
bring together expertise from across  
the world, including local experts,  
e.g. SSHAP, IPC network, Integrated 
Outbreak Analytics; Genomics platform.

Developing hubs – e.g, Southern Africa, 
Eastern Africa, platform for meeting  
and ideas creation. 

Need to promote greater recognition 
among teams at design stage that working 
networks and systems includes local, 
national regional and international levels.

UK-PHRST works in this way and 
encouraging this approach in our  
work. UK-PHRST will continue to  
expand this approach in all areas of  
its research and other areas of work.

Inject research capacity into existing 
systems: Identify alternative ways to 
strengthen research systems’ human 
resource capacity working in collaboration 
with local academic partners to fund and 
second MSc, PhD students and post docs. 

Ongoing work. Specific training/capacity 
strengthening in certain research studies  
is already occurring multiple studies  
(e.g, lab, sequencing training in micro)
Need to involve ECRs in-country.

This is captured in UK-PHRST’s 
implementation and research  
plans and existing protocols. It is a 
requirement in proposal development. 
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Research cont.

Recommendations Proposed Actions Evidence of actions

Equity of outputs: Ensure equitable 
 co-authorship to facilitate ownership  
and use of findings 

Develop and share a succinct summary  
of expectations regarding authorship.

Ongoing activity. The need for equitable 
authorship is captured in UK-PHRST’s 
logframe and is a monitored indicator.
All current research studies have this 
requirement built in.

Greater equity in authorship will become 
apparent in the next couple of years as 
studies with this requirement conclude.

Budget for research uptake activities  
at policy/programme level: Budget  
for actioning research findings within  
the overall research budget. 

UK-PHRST research budget is  
now structured in this manner.

Budget is now structured in this manner.
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Appendix 3 – Programme for the Cape Town  
Learning Review

Day 1 – September 27, 2022

Time Agenda Item Who?

09.00 – 09.10 Welcome & Purpose of the day Dr Edmund Newman

09.10 – 10.00
Opening address and welcome  
by the Western Cape Minister  
of Health and Wellness.

Dr Nomafrench Mbombo

10.00 - 10.15 Tea break All

10.15 – 10.30 Icebreaker Dr Femi Nzegwu

10.30 – 10.45 Setting the scene: our collective  
work over the last 18-months Mr Thom Banks

10.45 – 11.45 Panel (20 minutes)

Panel 1: Preparing for deployment:  
did we get it right? Panellist  
presentations reflect on the  
following questions.

Reflecting on our work over the past  
18-months, please describe up to two  
major areas of learning related to the  
panel topic that have emerged for you  
and your team; and which have influenced 
how you deliver your activities.
 
In what ways have these areas of learning 
helped advance your practice and that of 
your team? How sustainable do you think 
it is?
 
Looking back on these areas of learning 
what, if anything, would you/could you  
and/or the UK-PHRST have done 
differently/better and why?

Panellists: 
Dr Ram Vadi 
Ms Cristina Leggio
Dr Nafiisah Chotun

Group work (20 minutes)

Each group discusses:
Do the key areas of learning discussed  
by the panel resonate with the group?  
Are there identifiable gaps?

Give two recommendations on how  
this area of work could be made more 
effective/impactful and sustainable?

All

Plenary discussion (20 minutes) All
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Day 1 – September 27, 2022

Time Agenda Item Who?

11.45 – 12.45 Panel (20 minutes)

Panel 2: The deployment phase: 
Achievements and challenges?  
What do we attribute these to?

Panellist presentations reflect on  
the same questions as in panel 1

Panellists:
Dr. Wessam Mankoula 
Dr. Ram Vadi
Dr Stacey Mearns

Group work (20 minutes)

Each group discusses:
Do the key areas of learning discussed  
by the panel resonate with the group?  
Are there identifiable gaps?

Give two recommendations on how  
this area of work could be made more 
effective/impactful and sustainable

All

Plenary discussion (20 minutes) All

12.45 – 13.45 Lunch All

14.00 – 15.00 Panel (20 minutes)

Panel 3: Post deployment: do we learn 
enough? Is there evidence that we 
incorporate our learning into subsequent 
deployments? Do we know what happens 
post-deployment in the countries in  
which deployments occur? Are we  
working in a sustainable way? 

Panellist presentations reflect  
on the same questions in panel 1.

Panellists:
Dr Radjabu Bigirimana 
Dr Farhana Haque

Group work (20 minutes)

Each group discusses:
Do the key areas of learning discussed by 
the panel resonate with the group? 
Are there gaps to be added?

Give two recommendations on how this 
area of work could be made more effective/
impactful and sustainable?

All

Plenary discussion (20 minutes) All
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Day 1 – September 27, 2022

Time Agenda Item Who?

1500 – 16.00 Personal perspectives (20 Minutes)

The importance of embedding  
mental health & wellbeing in  
public health emergency responses: 
Personal perspectives.

Discussants: 
Dr Namoudou Keita
Dr Otrida Kapona

Group work (20 minutes)

Each group discusses:
Do the perspectives presented  
resonate with the group? Are  
there identifiable gaps?

Give two recommendations on  
how this area of work could be  
better embedded and made more 
effective/impactful and sustainable?

All

Tea Break (15 Minutes)

Plenary discussion (20 minutes) All

16.15 - 16.30 Wrap up day 1 All

18.30 – 20:00 Dinner All
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Day 2 – September 28, 2022

Time Agenda Item Who?

09.00 – 09.15 Morning reflections on the learning  
from Day 1. Any light bulb moments? All

09.15 – 09.45 Knowledge creation, uptake  
and impact: engaging in research. Professor Gwenda Hughes 

09.45 – 11.30 Panel (30 minutes)

Panel 4: Our research: how appropriate? 
Did we get the areas of research 
investigation right? Were the relevant 
parties fully involved? Were the right  
voices heard about the types of research 
that are most beneficial/impactful?

Panellist presentations reflect on the 
following questions:

 – Reflecting on our work over the past  
18-months, please describe up to 
two major areas of learning related to 
the panel topic that have emerged for 
you and your team; and which have 
influenced how you deliver  
your activities. 

 – In what ways have these areas  
of learning helped advance your  
practice and that of your team?  
How sustainable do you think it is? 

 – Looking back on these areas of  
learning what, if anything, would  
you/could you and/or the UK-PHRST 
have done differently/better and why?

Panellists:
Mr Jacob Nkwan
Professor Miles Carroll
Dr Stella Atim

Tea Break (15 Minutes)

Group work (20 minutes)

Each group discusses:
Do the perspectives presented  
resonate with the group?Are  
there identifiable gaps?

Give two recommendations on how  
this area of work could be made more 
effective/impactful?

All

Plenary discussion (30 minutes) All
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Day 2 – September 28, 2022

Time Agenda Item Who?

11.30 – 12.30 Panel (20 Minutes)

Panel 5: Collaborating equitably on 
research: myth or reality? What does an 
equal partnership in research look like? 
What has been our experience of jointly 
working on research projects? How well 
are we addressing any inequities within  
our collaborations? 

Panellist presentations reflect  
on the same questions in panel 4.

Panellists:
Dr Abdul Sesay
Dr Tom Edwards

Group work (20 minutes)

Each group discusses:
Do the perspectives presented  
resonate with the group? Are  
there identifiable gaps?

Give two recommendations on  
how this area of work could be  
better embedded and made more 
effective/impactful and sustainable?

All

Plenary discussion (30 minutes) All

12.40 – 13.40 Lunch All

13.40 – 14.50 Panel (20 Minutes)

Panel 6: Impacting practice and policy 
with our research: how well has this been 
achieved? Do we have evidence of impact? 
What has been our experience in enabling 
the uptake of our research (as opposed to 
its dissemination)? How successful have 
we been? What are our challenges? How 
do we better enable this uptake? 

Panellist presentations reflect on the  
same questions in panel 4.

Panellists:
Mr Jacob Nkwan
Dr Abdul Sesay

Group work (20 minutes)

Each group discusses:
Do the perspectives presented  
resonate with the group? Are  
there identifiable gaps?

Give two recommendations on  
how this area of work could be  
better embedded and made more 
effective/impactful and sustainable?

All

Plenary discussion (30 minutes) All
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Day 2 – September 28, 2022

Time Agenda Item Who?

15.00 – 17.00 Pulling it all together: Group work  
(45 Minutes)

All

From our discussions and reflection over 
the 2 days, what are our recommendations 
on improved practice for: deployment  
and research? 

Provide two recommendations per  
theme area per group

All

Tea Break (15 Minutes)

Plenary discussion (45 minutes) All

17.00 – 17.15 Wrap up day 2 All
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Day 3 – September 29, 2022

Time Agenda Item Who?

09.00 – 09.15 Morning reflections on the learning from 
Day 2. Any light bulb moments? All

09.15 – 10.30 Panel (20 minutes)

Panel 7: How do we embed gender equity 
and responsiveness across our work 
remit in a sustainable manner? Gender 
inequality negatively impacts everyone.  
In public health, it continues to imbalance 
the structure and norms of institutions, 
determines career pathways and narrows 
workplace opportunity. It is a major driver 
of poverty and poor health outcomes for 
all populations. It will not be possible to 
address health inequities and long-term 
sustainable development if gender  
remains unexamined within our work.  
How do we improve our skills and  
technical processes to address  
this issue in each mandate area?

Panellist presentations reflect on the 
following questions:

 – Reflecting on our work over the past 
18-months, please describe up to two 
major areas of learning related to the 
panel topic that have emerged for you 
and your team that has influenced how 
you deliver your activities. 

 –  In what ways have these areas of 
learning helped advance your practice 
and that of your team? How sustainable 
do you think it is? 

 –  Looking back on these areas of learning 
what, if anything, would you/could 
you and/or the UK-PHRST have done 
differently/better and why?

Panellists:
Ms Annie-May Gibb
Professor Flora Fabian
Dr Albert Luswata

Group work (20 minutes)

Each group discusses:
Do the perspectives presented  
resonate with the group? Are  
there identifiable gaps? 

Give two recommendations on  
how this area of work could be  
better embedded and made more 
effective/impactful and sustainable?

All

Tea Break (15 Minutes)

Plenary discussion (30 minutes) All
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Day 3 – September 29, 2022

Time Agenda Item Who?

10.45 – 12.45 Panel (40 minutes)

Panel 8: Developing our capacity at 
the individual (e.g. training/mentoring), 
organisational (e.g. workshops) and 
enabling environment levels (e.g. 
communities of practice). How do  
we identify what capacities & levels  
of capacity are to be developed? What 
 is our approach and how successful  
has our approach been in developing  
our collective capacities? How do we 
create a systemic and proactive  
sustainable response to capacity 
development across our work remit?

Panellist presentations reflect on  
the same questions in panel 7.

Panellists:
Dr Abdul Sesay
Dr Issiaka Soulama
Dr Femi Nzegwu

Group work (20 minutes)

Each group discusses:
Do the perspectives presented  
resonate with the group? Are  
there identifiable gaps? 

Give two recommendations on  
how this area of work could be  
better embedded and made more 
effective/impactful and sustainable?

All

Plenary discussion (40 minutes) All

12.40 – 13.40 Lunch All

13.45 – 14.15 Group work (20 minutes)

Priority areas/recommendations  
to advance. Each group discusses:

Given the recommendations from 
the preceding sessions what are 
the top ten key priority areas of our 
learning/recommendations for the 
next 18-months that we should work to 
advance our practice across these five 
areas of work (deployment, research, 
capacity development, gender equity & 
responsiveness and sustainability) Give 
two recommendations per theme area. 

All

Plenary discussion (40 minutes) All
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Day 3 – September 29, 2022

Time Agenda Item Who?

14.15 – 14.45 In conversation about the future  
of our work (30 minutes)

“Looking to the future, where should  
we focus our efforts, what should  
we do differently?” 

Discussants:
Dr Radjabu Bigirimana
Dr Ed Newman

14.45 – 15.15 Final plenary discussion (40 minutes)

 – Sign off on the recommendations  

 – Discuss how we agree to implement 
them

All

15.15 – 15.30 Close of the event Dr Ed Newman
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Below are the 35 recommendations generated during the learning in review in Cape Town, 2022. They are divided into the 20 priority 
recommendations and the remainder. 

Appendix 4 – Attendees at the Cape Town Learning Review 

Attendee Position

Ms Stella Atim Head of division of Veterinary Diagnostics and Epidemiology,  
Ministry of Agriculture, Animal Industry and Fisheries, Entebbe, Uganda.

Dr April Baller Head, Infection Prevention and Control Country Readiness Strengthening;  
WHO Health Emergencies Programme (WHE)

Mr Thomas Banks Programme Manager (UK-PHRST)

Dr Radjabu Bigirimana Technical Officer-Africa Volunteer Health Corps (AVoHC) Lead/Emergency  
Preparedness and Response Division at Africa CDC.

Dr Joseph Akoi Bore Research scientist at Nuffield Department of Clinical Medicine, Oxford  
University & Director of the Centre de Recherche et d’Analyse Biomédicale (CRAM)

Professor Jonas Brant Professor of Public Health, University of Brasilia

Professor Miles Carroll Principal Investigator at the Wellcome Centre for Human Genetics  
and Pandemic Sciences Institute, UK

Dr Nafisah Chotun Technical officer Africa Centres for Disease Control and Prevention (Africa CDC),

Ms Tanya Davids Adviser, Office of the Minister of Health & Wellness, Western Cape  
department of Health and Wellness

Professor Mary Ann Davis Director, Professor, and Public Health Medicine Specialist, Centre  
for Infectious Disease Epidemiology and Research, University of Cape Town

Dr Thomas Edwards Lecturer in infectious disease diagnostics at the Liverpool School of Tropical Medicine, UK.

Professsor Flora Fabian Professor of Biomedical Science and Vice Chancellor, Mwanza University,  
Tanzania and gender responsive pedagogy expert.

Ms Annie-May Gibb Equity & Human Rights Adviser for the UK-PHRST

Mr Nkwan Jacob Gobte Infection Prevention & Control/WASH Nurse, Cameroon Baptist  
Convention Health Services

Ms Katie Gotham Global Health Security Policy lead for the UK's Department of Health  
and Social Care (DHSC).

Dr Farhana Haque Medical epidemiologist UK-PHRST & Assistant professor LSHTM

Dr Jenny Hughes Research doctor at the Desmond Tutu TB Centre (DTTC), Department  
of Paediatrics and Child Health at Stellenbosch University

Professor Gwenda Hughes Professor of epidemiology and public health; Deputy Director for Research  
with the UK-Public Health Rapid Support Team (UK-PHRST)
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Attendee Position

Professor Pontiano Kaleebu Director of the Uganda Virus Research Institute (UVRI) and director  
of MRC/UVRI and LSHTM Uganda Research Unit

Dr Otrida Kapona
Head, Zambia National Public Health Reference Laboratory Public Health Laboratory 
Scientist-Infectious Diseases Antimicrobial Resistance Fleming Fund Policy Fellow 
Laboratory Systems & Networks)

Dr Namoudou Keita Program Officer for Primary Health Care, Health Systems Strengthening and  
Non-Communicable Diseases at West Africa Health Organisation (WAHO)

Ms Cristina Leggio Senior microbiologist/micro lead at the UK-PHRST

Dr Albert Luswata Senior Lecturer and Director of the Institute of Ethics at Uganda Martyrs University, Uganda

Dr Wessam Mankoula Lead of the Africa CDC Emergency Operations Centre.

Dr Nomafrench Mbombo Minister of Health & Wellness, Western Cape

Dr Stacey Mearns Senior Infection Prevention and Control Specialist

Mrs Carol Mufana Workforce Development Advisor – IHR Strengthening Project (Zambia)

Dr Edmund Newman Director of the UK Public Health Rapid Support Team (UK-PHRST)

Mr William Nicholas Project Coordinator with the UK Public Health Rapid Support Team (UK-PHRST)

Dr Femi Nzegwu MEL lead UK-PHRST & Assistant professor LSHTM.

Dr Ramonde Patientia University of Cape Town, South Africa

Dr Abdul Sessay Assistant Professor and Head of the Genomics Strategic Core platform at the MRC Unit, 
The Gambia at the London School of Hygiene and Tropical Medicine.

Dr Lunda Shibemba
Consultant Anatomical Pathologist with special interest in HIV- related pathology  
as well as infectious pathology. I am the National Coordinator for Pathology and  
Laboratory Services (PLS) in the Directorate of Clinical Care and Diagnostic  
Services at the Ministry of Health, Zambia.

Dr Issiaka Soulama
Molecular biologist, Institut de Recherche en Sciences de la Santé (IRSS)/Centre 
National Recherche Scientifique Technologique (CNRST), at Malaria Research  
and Training Center (CNRFP), at Groupe de Recherche Action en Santé (GRAS)

Dr Ram Vadi Health director, UK-MED
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