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CASE STUDY
From Stigma to Stewardship
How faith leaders strengthened community detection, referral and holistic support for skin NTDs in Akwa Ibom State
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	The project’s distinctive contribution was not simply using churches as outreach venues. It created a linked community pathway in which trained faith leaders, frontline health workers, mission hospitals, peer support groups and data systems worked together.



Project: Partnering with a Network of Local Churches in Active Case Finding and Holistic Management of Skin NTDs in Akwa Ibom State, Nigeria



Executive summary
In Etinan and Ibiono Ibom Local Government Areas of Akwa Ibom State, RedAid Nigeria implemented a one-year NTD-Mission project with support from Hope Rises International. The project responded to a practical challenge: people affected by leprosy, Buruli ulcer and lymphatic filariasis often live close to churches and trusted community leaders, yet stigma, delayed recognition and weak referral follow-through can keep them from timely care. The intervention therefore equipped church leaders to recognise suspected skin NTDs, provide basic psychosocial and compassionate support, encourage referral and work alongside—not in place of the formal health system.
Over the implementation period, the final collated quarterly report recorded 22 church-led outreaches, 8,109 community reach and sensitisation encounters, ten Peer Support Groups (PSGs), 120 PSG meetings and case detection across leprosy, Buruli ulcer, hydrocele and elephantiasis. The same evidence also shows that detection alone was insufficient: fear of surgery, transport costs, childcare, medicine stock-outs, weak mobilisation and inconsistent data use influenced whether a person reached and remained in care. The project’s most important lesson is therefore systemic: trusted community actors add value when they are connected to referral services, peer support, supervision, supplies and data.
	12 months
Phase One implementation
	2 LGAs
Etinan and Ibiono Ibom
	22
church-led outreaches
	8,109
reported reach/sensitisation encounters

	10
Peer Support Groups
	120
PSG meetings
	108
new patients reported to have received psychosocial support
	1 year
approved extension, including Obot Akara




1. The challenge
The project began with the recognition that the barriers surrounding skin NTDs were social and operational as well as clinical.
People with visible skin conditions may delay disclosure and care because of fear, misconceptions or anticipated rejection. Health services may also be geographically or socially distant, while referral can fail even after a case is identified. The project proposal identified local churches as influential community institutions that could either reinforce stigma or help dismantle it. This made faith leaders a strategic entry point but only if their roles were carefully defined and linked to trained health personnel and referral facilities.
Late recognition and disclosure. People may conceal symptoms or seek care only after complications develop.
Stigma and misinformation. Religious and cultural interpretations can influence how affected people are treated within families, churches and communities.
Weak last-mile referral. Identification does not automatically lead to examination, admission, treatment or follow-up.
Psychosocial needs. Wound care and medicines alone do not address fear, isolation, loss of confidence or strained relationships.
Fragmented community data. The contribution of volunteers and faith leaders can remain invisible when registers and electronic reporting are incomplete.
2. Designing a linked faith–health model
RedAid Nigeria used stakeholder consultation and co-creation to position church leaders as community connectors rather than substitute clinicians.
The model brought together the Akwa Ibom State programme, LGA TBLS and VLOs, selected church leaders, mission health facilities, PSG leaders and members, and RedAid Nigeria’s programme and supervisory teams. Initial advocacy and a co-creation meeting clarified roles, community entry, referral pathways, data requirements and the practical content of training.
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Figure 1. Project participant pathway: awareness and presumptive recognition, referral, mission-hospital care, programme linkage and peer support. Source: project proposal.
How the model worked
Church leaders and frontline actors received training on early recognition, referral, psychosocial support and compassionate care.
Church leaders used congregations, pastor networks and community outreach to share accurate information and encourage early health-seeking.
Suspected cases were referred to TBLS/VLO and linked to government disease programmes and mission facilities for examination, diagnosis and care.
Ten PSGs created recurring spaces for self-care, wound management, peer learning, counselling, spiritual encouragement and social connection.
Supportive supervision, coordination meetings, registers and CommCare were used to reinforce practice, validate cases and track implementation.
3. What the project reported
The final QPR presents evidence of activity at community, peer-support, referral and health-system levels.
	Area
	Reported Phase One result
	Interpretation for publication

	Community action
	22 church-led outreaches; 8,109 reach/sensitisation encounters
	Use as reported encounters until unique-person de-duplication is confirmed.

	Peer support
	10 PSGs; 100 members trained; 120 meetings
	Monthly attendance recurred; do not total participation instances as unique beneficiaries.

	Psychosocial support
	108 newly diagnosed patients reported to have received support
	Confirm disease-specific line list and scope of support before final publication.

	Leprosy
	75 suspected; 43 confirmed and linked to care
	Use “confirmed conditions/cases reported” pending final line-list reconciliation.

	Buruli ulcer
	126 suspected; 55 confirmed and linked to care
	Diagnostic routes included PCR, AFB and clinical assessment; definitions require standardisation.

	Lymphatic filariasis
	41 suspected hydrocele, 22 confirmed; 4 suspected elephantiasis, 2 confirmed
	Clarify referrals, surgery completion and disease-category changes across quarters.



Trust became an implementation outcome
The strongest qualitative evidence concerns the change in relationships between trained pastors and people affected by NTDs. The final narrative report describes how repeated contact through PSG meetings created enough confidence for affected people to disclose emotional and personal concerns that would not have emerged during a one-off outreach.
	“One outstanding thing I have noticed this quarter is that, unlike when we started, these patients now have confidence in us. They are comfortable talking to us and sharing what they are going through.”
— Rev. Samuel Okon Nwop, First Baptist Church, Etinan



After one meeting, a participant reportedly approached him privately and said, “Sir, there are more things I want to talk to you about.” The significance of this moment was not that a pastor became a mental-health professional. It was that a trusted community figure could listen, encourage disclosure and connect compassionate support with the wider care pathway.
Church leaders moved from audiences to actors
Pastors did more than repeat messages supplied by the project. Reports from Etinan and Ibiono Ibom describe church leaders organising peer sensitisation for other pastors, identifying suspected cases, encouraging referral, joining PSG meetings and using their influence to mobilise practical support. At the close-out meeting, 15 engaged pastors received certificates and were recognised as NTD Ambassadors. This public recognition reinforced an identity that could continue beyond the initial project period.
PSGs connected clinical self-care with social support
Monthly PSG records consistently describe wound soaking, washing, personal hygiene, medicines, counselling, prayer and peer interaction. Members and facilitators reported improved self-care confidence, wound improvement, restored hope and better mental well-being. These outcomes should remain framed as participant-reported or facilitator-observed until matched with clinical records or validated assessments, but the consistency across groups indicates that PSGs functioned as more than meeting structures: they were practical care communities.
4. Detection was only the first step
Coordination and supervision records show that the pathway from suspected case to completed care was vulnerable at several points.
	Constraint
	What the records show
	Programme response/adaptation

	Fear and low treatment uptake
	Some people did not present for surgery or admission even after approval and logistical arrangements.
	Engage trusted relatives, pastors and volunteers; use home follow-up and direct counselling.

	Transport cost
	Some PSG members paid ₦6,000–₦7,000 round trip, compared with about ₦500 for nearby members.
	Consider location-based clusters and periodic joint meetings; mobilise local support.

	Childcare and family responsibilities
	A young mother requiring hospital management delayed care because of childcare arrangements.
	Assign a nearby church leader to engage the family and identify a caregiver.

	Community mobilisation
	Market days, burials, festive periods and palm-fruit harvesting reduced turnout.
	Move outreach to the second week; use church announcements and official letters to community leaders.

	Commodities and ancillary needs
	MDT and wound-care stock-outs, eye complications and inadequate logbooks were reported.
	Escalate line lists, replenish supplies, identify eye-care partners and strengthen documentation.

	Digital reporting
	Network limitations and inconsistent CommCare use delayed uploads.
	Use VLO mentoring and routine supportive supervision to support church leaders.



5. What made the approach valuable
The value of the intervention lay in the combination of social trust and operational linkage.
Access through trusted institutions. Church leaders could enter conversations and spaces that programme staff might not reach quickly.
Role complementarity. Faith leaders supported awareness, disclosure, accompaniment and follow-up; trained health personnel retained diagnosis and treatment responsibilities.
Continuity beyond outreach. PSGs and pastoral contact provided repeated engagement after a screening event.
Shared problem-solving. Quarterly coordination meetings allowed community and health actors to adjust schedules, referral strategies, data use and sustainability plans.
Visibility through data. Registers, CommCare and supervision made community-level contributions more visible, while also exposing data-quality gaps.
6. Sustainability and the extension phase
Sustainability discussions began before donor exit rather than after it.
Participants debated the balance between necessary support and dependency. The most consistent direction was to maintain monthly group activity and community outreach while testing less frequent donor-funded transport support, mobilising local actors, remapping groups by distance and preserving evidence of continued meetings. The approved extension from July 2026 to June 2027, including the addition of Obot Akara LGA, provides an opportunity to test whether the linked model can be replicated and sustained. It should be treated as a replication decision not yet as proof of scale.
Implications for similar programmes
Do not begin with faith-leader training alone; begin with stakeholder mapping, role clarity and referral capacity.
Budget for navigation barriers—including transport, family engagement and follow-up—not only awareness and screening.
Treat PSGs as part of the care pathway and define the minimum inputs they need to remain functional.
Build local calendars into outreach scheduling and mobilisation plans.
Use digital reporting only with routine human support, clear definitions and primary-record verification.
Measure trust, stigma and well-being deliberately if these outcomes will be claimed.
7. Conclusion
The project demonstrates how a faith-based network can become a last-mile extension of community health action when it is linked to formal services and held to clear role boundaries.
Its central achievement was a change in function: pastors who might once have had limited or inaccurate knowledge became informed advocates, counsellors and referral partners. Yet the evidence also warns against an overly simple success narrative. Community trust does not remove transport barriers, medicine shortages, fear of hospital care or data-quality weaknesses. The model works best as an ecosystem—faith leaders, frontline workers, mission facilities, PSGs, supervision, supplies and data operating together.
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