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INNOVATION BRIEF
Faith Networks as a Last-Mile Detection and Support System
A linked model for community awareness, referral, peer support and holistic skin-NTD care
	The innovation was not the use of churches by itself. It was the structured linkage of trusted faith leaders, frontline health workers, mission hospitals, Peer Support Groups, supportive supervision and data systems.



Project: Partnering with a Network of Local Churches in Active Case Finding and Holistic Management of Skin NTDs in Akwa Ibom State, Nigeria
Innovation at a glance
	5
linked system components
	2
implementation LGAs
	22
church-led outreaches
	10
Peer Support Groups



	Innovation question
	Project response

	What last-mile problem was addressed?
	People may live close to trusted faith institutions but remain distant from accurate information, early recognition, referral and continuing support.

	What was changed?
	Selected church leaders were trained and formally linked to state/LGA teams, mission facilities, PSGs, supervision and CommCare.

	Who retained clinical authority?
	TBLS/VLOs, state programme actors, laboratories and health facilities.

	What did faith leaders add?
	Trust, repeated contact, peer diffusion, community mobilisation, counselling, family engagement and referral accompaniment.

	What is the scale status?
	One-year implementation in two LGAs; extension and replication to Obot Akara approved, but scale effectiveness is not yet established.



1. The problem the innovation addressed
Conventional awareness campaigns can reach communities without creating a dependable pathway from recognition to care.
For skin NTDs, the gap is often not simply absence of information. People may fear disclosure, misunderstand symptoms, distrust health services or face practical barriers after referral. Meanwhile, health programmes may not have enough routine community presence to sustain counselling and follow-up. The project tested whether faith networks could become a structured last-mile layer within—not outside—the health response.


2. The linked-system innovation
Five elements were designed to operate as one pathway.
1. Trusted faith leaders
Selected pastors recognised presumptive signs, shared accurate messages, encouraged care-seeking, provided basic psychosocial support and engaged families and congregations.
2. Frontline health and programme actors
VLOs, TBLS and state focal persons validated suspected cases, managed referrals, supported documentation and connected cases to disease programmes.
3. Mission and referral facilities
Q.I.C. Leprosy Hospital and St. Joseph’s Hospital provided or supported clinical assessment, treatment, wound care and complicated-case referral.
4. Peer Support Groups
Ten PSGs offered recurring self-care, wound management, counselling, spiritual encouragement and peer connection.
5. Supervision and data
Coordination meetings, supportive supervision, paper tools and CommCare helped track activity, solve bottlenecks and make the community contribution visible.
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Figure 1. The planned participant pathway linked community recognition, referral services, disease programmes and peer support.
3. How the system operated
The pathway was iterative rather than linear.
Awareness and presumptive recognition occurred through churches, pastor networks and community outreach.
Suspected cases were referred to VLO/TBLS and relevant clinical services for confirmation.
Frontline actors and mission facilities connected confirmed cases to treatment, wound care or specialised referral.
Church leaders and PSGs supported counselling, self-care, social inclusion and follow-up.
Coordination and supervision identified bottlenecks and fed adaptations back into outreach, referral, supplies and data practice.
	DESIGN PRINCIPLE
The feedback loop is central. A faith network becomes a delivery innovation only when the health system can respond, return information and support follow-up.



4. What was genuinely different
The project combined functions that are often implemented separately.
	Common standalone approach
	NTD-Mission innovation

	One-off health talk in a church
	Trained pastors remained involved in outreach, counselling, PSGs and referral follow-up.

	Community volunteer works alone
	Church leaders, VLOs/TBLS and programme actors operated through shared coordination and referral structures.

	Screening ends at referral
	The model added family engagement, transport problem-solving, home visits, PSG support and mission-facility linkage.

	Self-care group isolated from awareness work
	PSGs were connected to church leaders, frontline workers and project supervision.

	Activity data kept in separate reports
	CommCare and coordination sought to integrate community activity into the programme evidence chain.



5. Evidence that the model functioned
The final QPR and implementation records show activity across each component of the system.
The project reported 22 church-led outreaches and 8,109 reach/sensitisation encounters.
Ten PSGs held 120 meetings, with recurring evidence of self-care and counselling activity.
The final QPR reported confirmed conditions across leprosy, Buruli ulcer, hydrocele and elephantiasis linked to care.
Pastors reportedly expanded messages through peer networks and became more active in referral and stigma reduction.
Coordination records show faith leaders helping solve transport, family-engagement and treatment-acceptance barriers.
The model was approved for a one-year extension and replication in Obot Akara LGA.
	“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








6. Innovation limits and risks
The model is promising, but it is not yet a validated scale solution.
	Risk
	Why it matters
	Control required

	Role drift
	Pastors may be perceived as diagnosing or treating.
	Clear scope, referral protocols and supervision.

	Weak service response
	Community detection can create frustration if medicines, diagnostics or referral care are unavailable.
	Readiness assessment, commodity escalation and facility agreements.

	Dependency
	Groups may rely on transport or material support.
	Graduated support, local contributions and minimum-package definition.

	Data inflation or duplication
	Reach and recurring attendance can be mistaken for unique beneficiaries.
	Indicator dictionary, de-duplication and quarterly reconciliation.

	Privacy and safeguarding
	Health status may be disclosed in close community networks.
	Consent, confidentiality, image controls and referral privacy.



7. Conditions for Responsible Replication

The NTD-Mission experience suggests that faith networks can strengthen last-mile detection, referral and continuing support for people affected by skin NTDs. However, the model should not be reduced to training pastors or conducting health talks in churches. Its value came from connecting trusted faith leaders to frontline health workers, referral facilities, Peer Support Groups, supervision and programme data systems.

Before replicating the approach in another location, programme teams should ensure that the following conditions are in place:

1. Clear role boundaries
Faith leaders should support awareness, presumptive recognition, counselling, mobilisation and referral—not diagnosis or treatment. Their responsibilities must be clearly defined and reinforced through supervision.

2. Functional referral and service capacity
Increased community detection must be matched by available diagnostics, medicines, wound-care materials, referral facilities and follow-up support. Mobilising communities without a responsive service pathway may increase frustration and weaken trust.

3. Formal linkage with government and frontline health actors
Church leaders should operate within agreed referral and reporting arrangements involving state and LGA programme teams, TBLS personnel, VLOs, laboratories and health facilities.

4. Continuing support beyond initial training
Training alone is insufficient. Coordination meetings, supportive supervision, practical mentoring and routine feedback are needed to sustain accurate messaging, referrals and data quality.

5. A minimum support package for Peer Support Groups
PSGs need more than meeting invitations. Programmes should define the essential package required for continuity, including self-care materials, technical guidance, referral support and realistic arrangements for transport or decentralised meetings.

6. Safeguarding and confidentiality procedures
The use of close community and faith networks creates risks of unintended disclosure. Consent, privacy, respectful communication and clear controls over photographs and personal information must be built into implementation.

7. A learning and measurement plan
Replication should assess not only the number of people reached or referred, but also referral completion, treatment initiation, continuity of care, stigma, trust, psychosocial well-being and the ability of local structures to continue with reduced external support.
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