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LEARNING BRIEF
What It Took to Make Faith-Based Skin-NTD Action Work
Eight operational lessons from a one-year project in Etinan and Ibiono Ibom LGAs, Akwa Ibom State
	This brief focuses on implementation choices, constraints and adaptations not only achievements. It is intended for programme teams, government actors, NGOs and faith-based organisations considering a similar approach.




	
22
church-led outreaches
	10
Peer Support Groups
	120
PSG meetings
	8,109
reported reach/sensitisation encounters



Purpose
RedAid Nigeria’s Hope Rises International-supported NTD-Mission project linked local church leaders with frontline health workers, mission hospitals, peer support groups and community data systems. The model generated awareness, suspected-case referrals, self-care activity and psychosocial support. It also exposed the operational conditions that determine whether a faith-based approach produces practical health value. The lessons below are drawn from the final QPR, routine activity reports, coordination meetings and supportive supervision.
1. Co-create the pathway before training the messengers
Evidence from implementation. The project began with stakeholder mapping, advocacy and a co-creation meeting involving church leaders, state/LGA actors, people affected by NTDs and RedAid Nigeria. This helped establish who would recognise, refer, diagnose, counsel, document and follow up.
Why it matters. Faith leaders can become unsafe substitutes for health workers when roles are vague. Role clarity made it possible to use social trust without weakening clinical accountability.
2. Trust is built through repeated contact, not a single sensitisation session
Evidence from implementation. The strongest psychosocial account emerged after months of PSG interaction, when an affected person approached a pastor privately to discuss personal and emotional concerns.
Why it matters. Training may change knowledge, but repeated presence changes relationships. Trust is an implementation output that enables disclosure, counselling and continued care.
3. Use faith leaders as bridges—not as clinicians
Evidence from implementation. Pastors organised peer sensitisation, encouraged suspected cases to seek care, supported PSGs and helped families overcome practical barriers. Diagnosis and treatment remained with TBLS/VLOs, state programmes and health facilities.
Why it matters. The approach is credible when social authority and clinical authority reinforce each other rather than compete.
4. Referral navigation can matter as much as case detection
Evidence from implementation. Records describe people who did not take up approved hospital care because of fear, transport costs, childcare, family decisions or uncertainty about surgery. A pastor’s engagement with a paramount ruler and focal person helped solve transport and feeding for one referral.
Why it matters. A screening target can be achieved while the health outcome fails. The programme must track the full cascade: suspected, referred, presented, diagnosed, initiated treatment and followed up.
5. Local calendars are programme infrastructure
Evidence from implementation. Palm-fruit harvesting, market days, burials, festive periods and late town-crier announcements reduced turnout. Etinan stakeholders recommended moving outreach to the second week of the month; Ibiono Ibom proposed church announcements and official letters.
Why it matters. Community mobilisation is not a generic pre-activity step. Timing and channel choices can determine whether a team meets 20 people or an entire community.
6. PSG sustainability requires autonomy and a minimum support package
Evidence from implementation. PSGs combined self-care, wound management, peer interaction, counselling and spiritual encouragement. Members valued materials and transport, while sustainability discussions warned that continuous funding could create dependency.
Why it matters. Community ownership does not mean withdrawing everything. Groups need a clear minimum package and a gradual transition plan.
7. Digital data systems need human accompaniment
Evidence from implementation. CommCare improved visibility of church-led activity, but network limitations, inconsistent use and incomplete records persisted. Supervisory teams repeatedly asked VLOs to support church leaders with data upload and validation.
Why it matters. A digital form does not correct ambiguous definitions or weak follow-up. Data quality is a workflow and supervision issue.
8. Replication must transfer the whole system—not only the training
Evidence from implementation. The extension to Obot Akara was approved after reported gains in Etinan and Ibiono Ibom. Preparatory tasks included identifying churches, volunteers and state/LGA counterparts.
Why it matters. The model’s value came from linked actors, not from pastors in isolation. Replication without referral facilities, PSGs, supplies, supervision and data will reproduce activity but not the delivery system.
What did not work as planned
	Issue
	Observed effect
	Required programme response

	Referral approval without attendance
	Resources were arranged, but some patients still did not present.
	Track behavioural and household barriers; use trusted-person engagement and home facilitation.

	Transport allowances below real costs
	Long-distance PSG attendance became irregular.
	Remap groups into clusters and review actual travel costs.

	One-channel mobilisation
	Late or absent town-crier mobilisation led to low turnout.
	Use church services, written community entry, local leaders and reminder visits.

	Stock-outs and ancillary gaps
	Newly identified cases and wound-care needs could not always be served immediately.
	Include commodity escalation, buffer stock and partner referral mapping.

	Data inconsistencies
	Quarterly totals and primary reports sometimes conflicted.
	Introduce routine data-review meetings and an agreed evidence hierarchy.
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