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The webinar generated a rich discussion and a number of questions that we were unable to 
explore fully within the available time. We have grouped some of these questions into 
broader themes and provided brief reflections below. 

 

1. Can existing self-care or disability groups be adapted to use the UPLIFT model, or do 
new CBGs need to be established? 

The UPLIFT model does not necessarily require establishing new groups. Existing self-care, 
peer-support or disability groups may provide an appropriate platform where they align with 
UPLIFT principles and functions. Importantly, their starting point should be assessed against 
the milestones within Stages 1–3 of the UPLIFT model (see Implementation Manual and 
Facilitation Guide), identifying which milestones have already been achieved and which 
remain relevant or require strengthening. This allows implementation to build on existing 
capacities rather than assuming that every group must start from the beginning. 

Decisions should also consider the group's purpose, membership, governance and 
capacity, as well as the local context. Particular attention should be given to stigma and 
whether bringing together people affected by different conditions would facilitate 
participation or potentially create barriers. UPLIFT therefore provides a harmonised but 
adaptable developmental pathway that can build on existing community structures, rather 
than prescribing either the creation of new groups or a standard starting point. 

 

2. How should CBGs connect with health facilities, referral systems and wider NTD 
programmes? 

CBGs are intended to complement rather than replace formal health services. Linkages with 
local health facilities, NTD programmes and other relevant government structures should 
therefore be developed from the early stages of implementation and strengthened as groups 
progress. 

Depending on the context, these linkages may include referral pathways, engagement with 
health workers, access to relevant health and social services and entitlements, and 
participation in existing community and NTD activities. The nature of these relationships will 
vary between settings, but the overall aim is to avoid creating parallel community structures 
and instead strengthen connections between people affected, communities and existing 
systems. 

 



3. Beyond reducing stigma, could CBGs contribute to wider community outcomes and 
NTD programme priorities? 

This is an important area for further exploration. While the webinar highlighted stigma 
reduction as an important societal-level finding, UPLIFT also generated some indications of 
wider effects, including increased community awareness and encouraging findings around 
MDA coverage and uptake, particularly among CBG members. These findings suggest that 
CBGs may have potential not only to benefit their own members, but also to act as 
community platforms supporting wider NTD programme priorities. Further research is 
needed to establish the extent and sustainability of these wider effects. 

We are beginning to explore this further under the ASPIRE programme in India, including the 
potential contribution of CBGs to community awareness, mobilisation and programme 
activities around leprosy and lymphatic filariasis. 

A second emerging opportunity relates to mental wellbeing. UPLIFT incorporated 
psychosocial and peer support as core CBG functions, and there is a natural alignment with 
several elements of the World Health Organization’s recently launched Essential Care 
Package (ECP) for Mental Wellbeing for people affected by NTDs. UPLIFT was designed 
before the ECP was launched and was therefore not developed or evaluated as an ECP 
implementation model. However, there is now an opportunity to explore whether CBGs 
could provide a practical community platform for operationalising relevant elements of the 
ECP, and what additional capacities or health-system linkages would be required. This will 
be explored further at the upcoming NNN workshop in Kigali. 

 

4. How does UPLIFT approach sustainability, particularly given the dependency on 
external facilitation identified in the evaluation? 

The evaluation identified structural dependency on external facilitation as an important 
limitation and area for further learning. At the same time, sustainability was incorporated 
into UPLIFT as a design principle from the outset, through group governance and leadership, 
development of peer-support capacity, progressive transfer of responsibilities to members, 
community and health-system linkages, and resource mobilisation. In this sense, 
sustainability is not something that begins only at Stage 4. Its foundations are progressively 
developed throughout Stages 1–3. However, the timeframe of UPLIFT did not allow long-term 
sustainability outcomes to be established. 

UPLIFT was also implemented as an operational research study, with structured facilitation 
to support intervention fidelity and evaluation. A logical next step, therefore, would be to 
conduct implementation research under more routine conditions, testing a leaner 
implementation package with earlier transfer of responsibilities and reduced external 
support. This would allow the level of external support, resources and system integration 
required for longer-term sustainability to be assessed more directly. 

 



5. What resources are required to implement and maintain a CBG? 

UPLIFT does not currently establish a universal minimum recurrent cost for maintaining a 
CBG. Resource requirements are likely to vary considerably according to context, existing 
community structures, health-system support, accessibility and the functions undertaken 
by the group. 

The UPLIFT Facilitation Guide identifies practical materials and resources that may be 
required, while encouraging the use of locally available resources where feasible and 
appropriate, helping to reduce unnecessary external dependency. Determining the 
minimum external inputs required to establish and maintain an effective CBG is an 
important question for future implementation research. 

 

6. Clarification on the baseline and endline survey periods 

During the webinar, a question was raised regarding the time between baseline and endline 
data collection. We would like to clarify that the UPLIFT evaluation included two distinct 
baseline–endline surveys, covering different populations and measurement periods. 

The beneficiary survey, assessing outcomes among people affected by skin-NTDs 
participating in the CBG intervention (i.e. CBG members), was conducted at baseline in 
March–April 2024 and at endline in April-May 2025, providing approximately 12 months 
between measurements. The community survey, assessing wider community-level 
outcomes among non-affected community members, was conducted at baseline in August-
September 2024 and at endline in April-May 2025, providing approximately 7-8 months 
between measurements. 

The different timing reflects the distinct populations and outcome pathways assessed by the 
two surveys. The beneficiary baseline was conducted around the period of CBG formation 
and early implementation, while the community survey focused on wider community-level 
outcomes expected to become relevant as groups became established and increasingly 
engaged beyond their membership. The community survey therefore captured a later and 
shorter period of potential community-level influence than the beneficiary survey. 


