Additional File 

Example context-specific activities and procedural guide 

	Activity
	Target group/Stakeholders
	Frequency/Timeline
	Main procedure
	Materials and contents

	
Phase I: Community entry and contextual analysis

	Visit and engage gatekeepers
	Grama Niladhari (GN), local religious leaders, CBO leaders, school principal, MOH
	At entry to the community, weeks 1-4
	a. Research team members identify potential gatekeepers 
b. Introduce researchers, discuss the health problem and study objectives to gatekeepers
c. Explain the purpose of establishing a community working group (CWG) and the criteria for selecting members
d. Identify members for the CWG through gatekeepers and snowballing
	Study goals, objectives, expected outcomes, and criteria for selecting CWG members (Geographical, gender and age representation, availability, commitment, both influential leaders and ordinary community members).

	Formation of Community Working Group (CWG)
	CL patients and their family members, youth, women, community leaders, school representatives, traditional practitioners, public and health workers at the grassroots level (GN, PHI, PHM)

	Initial meeting (Within the first month of community entry) + monthly meetings and ad hoc meetings
	a. Meet and discuss with the identified 10-15 diverse representatives for CWG
b. Conduct an induction workshop by the research team
c. Define the roles and responsibilities of CWG
d. Provide an identity card/T-shirt to provide CWG recognition among the community
	Roles and responsibilities of CWG;
Connect the community and research team, create awareness, mobilise the community, support the intervention, and provide feedback to support long-term sustainability.

	Community mapping
	CWG + Community volunteers
	Single-time activity, during the initial meeting with CWG
	a. Explain the purpose of community mapping to the CWG by the research team
b. Ask CWG to draw the village map on a flip chart
c. Ask them to discuss and mark the village boundaries, landmarks, health posts and other resources
d. Discuss the places marked and the social interactions with these places 
e. Digitalise the map or take photos for the record
	Map of households, main landmarks, facilities and resource centres within the community.




	Transect walks with the community
	CWG + Community volunteers
	Two to three walks across zones in the field area, within 2-3 months after entry to the community
	a. Select transect routes together with CWG and community volunteers
b. Conduct the walk with 5-10 CWG members/community volunteers
c. Record observations/photographs
d. Debriefing sessions with the participants of the walk

	Observations of the physical environment (housing and vegetation) and social interactions among community members.

	Key informant interviews and focus groups
	Key community members, including youth, elders, women and public and health officials in the area with knowledge of the history, people, lifestyle, resources and challenges within the community
	Within 3-4 months after entry
	a. Identify potential participants for interviews and FGDs based on the CWG inputs and observations of the research team
b. Develop semi-structured interview/FGD guides
c. Conduct interviews/FGDs in places convenient for the community
d. Record interviews after receiving informed consent, take notes
e. Analyse data and summarise themes for contextual understanding
	Interview and topic guides should include the questions to explore the history of the community, income generation, education, culture, beliefs, health practices, infrastructure, challenges, and social interactions within the community.

	Ethnography: Participant observation
	Community members
	After the formation of the CWG, recommended to be conducted for a minimum of six months
	a. With the support of the CWG, find a place for the researchbrid team member to reside within the community
b. Conduct observations of the daily routine, behaviours and practices of the community and participate in community events
c. Maintain field notes
	Field notes should include descriptions of physical structures, behaviours (i.e., health-seeking), attitudes, perceptions, practices, social interactions and challenges faced by the community.

	Ethnography: 
Diary study or Photo- voice
	Selected community members representing different socioeconomic characteristics (i.e., gender, occupation, education, social status, etc.)
	Recommended to be conducted for one month (an alternative to participant observation)
	a. Select 10-15 participants for the diary study based on the CWG inputs and observations of the research team
b. Train them to use cameras or mobile phones for photography and diary writing by experts in the research team
c. Give one month to record experiences
d. Collect photos/diaries
e. Facilitate interviews/group discussions to interpret their diary narratives/photographs
	The diary template should include a section to collect the socio-demographic information of the participant and a space to keep daily notes. Open-ended questions can be included between the pages for daily notes if the researcher wants specific information about the community context.
Photos of daily routines, resources and challenges, use of local remedies and CL lesions by the community




	Community- based survey
	Primary/Secondary healthcare-related decision maker of the randomly selected households
	At baseline (before the implementation of awareness programs of CL)
	a. Design an interviewer-administered survey to assess KAP related to CL among the community
b. Calculate sample size and use simple random sampling to select the households
c. Use a well-trained independent third party for the planning and implementation of the survey
d. Monitor data collection quality
e. Data entry and quality checking
f. Analyse the findings and share with the research team and community members
	The questionnaire should include questions to assess awareness of the disease name, symptoms, transmission mode, prevention, curability, and treatment availability of CL; to assess perceptions related to myths; to assess practices related to health-seeking (i.e., self-treatment usage, average time to visit the nearest government hospital after symptoms notice).

	In-depth interviews
	CL patients, family members, traditional healers and primary healthcare staff in the area and treating hospitals
	Within 5-6 months after entry to the community
	a. Identify potential participants for interviews based on the CWG inputs and observations of the research team
b. Develop interview guides
c. Conduct interviews in places convenient for the community
d. Record with permission, take notes
e. Analyse data and summarise themes for contextual understanding
	Interview guides should include questions to explore the experiences, feelings, and perceptions of the entire CL patient journey (including health-seeking) from symptom recognition to recovery and health system-related challenges.
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Phase II: Sensitisation of the community towards CL

	Interactive awareness programmes:

Exhibitions and health camps
	The entire community, including the school children
	Twice a year
	a. Plan the programme (exhibition or health camp) with the CWG, community volunteers, MOH and school
b. Give publicity for the programme with the support of the community
c. Train community members for presenting at stalls and develop stalls
d. Collect community feedback at the end of the programme 
	Stalls can include: raising awareness of CL and other common diseases in the area, experience-sharing sessions led by a group of CL patients, displaying live sandfly specimens, and an active screening booth for CL. Specific stalls can be created to enhance enthusiasm and participation among the community (i.e., stalls for assessing BMI, displays of body parts, game areas, etc.).




	Culturally adapted IEC materials
	The entire community
	Periodic distribution
	a. Draft key messages for IEC materials with public health and CL experts
b. Decide the most appropriate types of IEC materials based on the understanding of the community and disease contexts and the inputs from CWG
c. Review the content and format of the developed IEC materials with the CWG
d. Translate the IEC materials into Tamil and English versions
e. Distribute IEC materials via schools, CBOs, local shops, and religious places with the involvement of CWG
	IEC materials can include leaflets, posters, short videos (less than one minute), dramas or films (less than 10 minutes), and printed instructions on the hospital navigation pathway for CL. The key message of all IEC materials should be:
Do you have a slow-healing or persistent papule, nodule, or ulcer on an exposed part of your body? It could be cutaneous leishmaniasis. Visit your nearest government hospital.

Include pictures of common Sri Lankan CL lesion appearances.


	Use of local media & social media
	People who use social media and local radio/TV channels
	Periodic distribution
	a. Create a WhatsApp group including both the research team members and CWG members
b. Develop Facebook page/YouTube Channels with the support of CWG and capable youths in the area
c. Appoint responsible CWG members/youth for maintenance of these groups/pages/channels
d. Share digitalised IEC materials on a biweekly basis by the CWG/Youth in the community
e. Collaborate with local radio and TV channels to disseminate key messages as advertisements or brief talks

	The same key message can be communicated repeatedly through different media.

	Capacity- building 
	CWG, school teachers and children, traditional healers and primary healthcare workers in the area
	 Separate workshops
  for CWG, school 
  teachers, school 
  children and
  healthcare workers,
  including biomedical
  doctors, Ayurvedic
  doctors, registered
  traditional
  practitioners, PHIs,
  PHMs and
  laboratory technicians
  involved in CL
  diagnosis (Three to
  four hours per
  workshop)
	a. Develop simple training modules for each group by the experts in the research team
b. Select 15-20 participants for each workshop
c. Conduct participatory training sessions
d. Evaluate knowledge with pre/post tests: A self- administered questionnaire
e. Issue certificates upon completion 
	The training modules should include:
Objectives of the training, the importance of different stakeholders for improving CL health-seeking, basic knowledge of CL, symptoms recognition, breaking myths, correct referral pathway, communication skills improvement activities, and teamwork building activities.
  Use group activities, role
  plays, picture flipcharts, short
  lectures, and Q & A sessions.
Provide knowledge on existing national guidelines, circulars and policies related to leishmaniasis for healthcare workers.


	Community-facilitated patient journey stories
	Recovered CL patients, CWG, community members, PHI, PHM, and medical doctors working in the area
	  Two-three sessions
	a. CWG and research team identify 3-5 recovered CL patients willing to share their experiences.
b. Arrange small-group discussions (15–25 participants) in a familiar community setting.
c. Patient narrates their journey (symptom recognition → decision-making → referral → treatment).
d. Open discussion where participants ask questions about fears, delays, and misconceptions.
e. PHI/PHM clarifies referral pathways and corrects misinformation if needed.
f. Session concludes with a summary of the key referral messages.

	Patient journey maps created by the people with CL.

	Phase III: Community-led actions

	Improve collective action:

Clean-up campaigns
	CWG, youth, women, school children, members of the CBOs in the area
	Once every three months
	a. CWG identifies hotspots (areas with CL patient clusters and risky environments) in the field area
b. CWG develops strategies to aware people about the cleaning campaign (i.e., posters, announcements, WhatsApp messages)
c. Mobilise the community and provide them with necessary tools and support (gloves and masks)

	Posters and advertisements to promote the event.

Facebook posts/WhatsApp messages with pictures of the completed event.

	Community-led actions:

Street drama by school children
	The entire community
	The street drama can be displayed in several places within the community once every three months.
	a. Discuss with the school authority, the teacher-in- charge of drama/dancing and the school health club about developing a street drama for CL
b. Teacher-in-charge of drama/dancing develops the script based on real CL patient journeys and key messages
c. Reviewing and modification of the factual information on CL within the script by public health experts in the research team
d. Discuss with the CWG/PHI/PHM and the school authority about the places for performing the street drama
e. Perform the drama in central places within/outside the community
f. Facilitate Q&A with primary healthcare staff (PHI/PHM) once the performance is ended 

	The script should primarily focus on providing knowledge of the causes, symptoms, prevention, curability, and treatment availability of CL, as well as correcting existing myths surrounding CL. The key message should be emphasised several times within the script.

	Community-led actions:

Door-to-door awareness and lay-surveillance 
	Trained CWG members and area PHI
	Twice a year
	a. Discuss with CWGs and divide the zones in the field area among them, and get the support of community volunteers if necessary
b. Develop simple reporting forms
a. Visit every household in pairs within a designated timeframe (nearly four weeks)
b. CWG members share leaflets, hospital navigation pathway, fill out the reporting form, look for suspicious lesions in each household and refer suspected people to the nearest hospital
c. Create the community-map of CL cases
d. Report findings of the community surveillance to the PHI and discuss the next steps

	Leaflet

Observational records of CWG members (reporting form should include household number, number of people living in the household, past CL patients, people who are under treatment for CL, suspected people with CL living in the household, contact details and other observations).


The map should be marked with households having past CL patients, CL patients under treatment and people with suspected lesions.


	Community-led actions

Community Leishmaniasis Day
	The entire community
	Annual event
	a. Fix a date with MOH, CWG and the school authority for conducting leishmaniasis day
b. Participatory planning of the event and time slots for each activity with the stakeholders
c. Inform the local media about the event
d. Implement the planned activities on the designated date, document the event and share with wider networks

	Leaflet distribution, display of street drama, poster walks, brief talks, exhibition stalls and active screening booths to detect CL cases.

	
Phase IV: Maintenance and sustainability

	Communication:

Stakeholder discussions
	CWG, MOH staff, local government officers, schools, CBO leaders
	Every six months since the beginning of Phase II
	a. Schedule periodic multi-stakeholder meetings
b. Present CWG’s achievements and failures
c. Identify gaps and support needed
d. Develop a sustainability action plan together with the stakeholders
e. Document and circulate meeting minutes among the stakeholders

	Sustainability action plan

	Communication:

Maintenance of social media groups
	Admins of created social media groups
	During monthly meetings since the beginning of Phase II
	a. Discuss with the admins of community social media groups about barriers and facilitators of maintenance of these groups
b. Disseminate IEC materials monthly via social media groups
c. Add new members gradually
d. Monitor activity and engagement by admins and report to the research team and CWG

	

	Communication:

Referral-feedback system
	CWG + PHI +
traditional practitioners, Ayurvedic doctors and hospital OPD doctors working in the area
	Ongoing
	a. CWG collects data on people with suspected CL lesions during household visits and asks them to visit the nearest government hospital
b. Report progress to PHI by the CWG and discuss next steps
c. Ayurvedic doctors/traditional practitioners are advised to refer the suspected patients to the nearest government hospital
d. Track referred patients’ outcomes by CWG and PHI through direct contact with the patient

	Keep records on the suspected patients, their contact details and outcomes of the follow-up (hospital visit and diagnosis)

	Linking and integrating the CWG with local governance, health, and non-health structures
	CWG members

Local governance actors: GN, Economic Development Officer (EDO)

Health sector: MOH, PHI, PHM

Non-health sector: School authority and CBOs
	Initial linkage meetings during Phase II

Follow-up coordination discussions every 3–6 months
	a. CWG members identify and list key local officers and institutions already working in the area (GN, EDO, MOH office, PHI/PHM, schools, active CBOs) during the introductory meeting
b. CWG selects 1-2 members to act as focal persons for coordination with each sector (governance, health, non-health)
c. During monthly meetings, CWG and relevant officers agree on practical support roles (i.e., CWG assists CL awareness and referral; officers provide technical guidance)
d. Simple communication methods are agreed upon (phone calls, WhatsApp, brief updates during routine meetings), including who to contact for referrals or clarifications
e. CWG activities are linked to existing events (MOH health sessions, school health club activities, CBO meetings) rather than creating new programmes. Discuss with MOH about incorporating CL awareness into dengue, leptospirosis and other communicable disease campaigns
f. GN/EDO, PHI/PHM, teachers, or CBO leaders are invited to participate in selected CWG-led activities to build familiarity and trust.
g. Focal persons in CWGs are invited and actively involved in MOH monthly review meetings, and discuss the next steps

	Contact list of linked officers and institutions.

Brief note of agreed communication and referral pathways.

	Recognition provision
	CWG, school authority, MOH staff, policy makers (Provincial and Regional Directors of Health Secretariats, provincial directors in education, agriculture, rural development and social service, media personnel)

	At the end of the Phase III
	a. Organise a final forum with stakeholder support
b. Present CWG findings and case stories
c. Invite CL patients to speak at the forum
d. Invite policymakers to speak and interact with the community and CWG at the forum
e. Prepare policy briefs
	Policy brief by the research team involving the other stakeholders, emphasising the importance of CEI in health interventions and the effectiveness of the proposed intervention framework.




Monitoring and evaluation plan for the intervention

	Aspect
	Indicators
	Data Collection Methods
	Responsible Party
	Frequency

	Process evaluation

	Fidelity of implementation
	% of activities delivered according to the plan (i.e., no. of awareness sessions, capacity building training programs conducted, leaflets distributed)
	Activity logbooks, attendance sheets
	Research team and CWG
	Continuous, after each activity

	Participation and reach
	Number and diversity of participants (gender, age, occupation) in workshops/meetings/awareness sessions/exhibitions
	Attendance records
	Research team and CWG
	Ongoing

	Quality of delivery
	Participant satisfaction (i.e., clarity, accessibility, improvement in knowledge, applicability and adequacy), facilitator self-assessment
	Short feedback forms, observation checklists

Verbal narratives
	Research team


Research team
	End of each event


End of each event

	Functioning of CWG
	No. of meetings held, attendance rate, and decision-making documented
Leaders’ perceptions of involvement and willingness to support Members’ reflections on inclusivity and confidence to take roles
	CWG meeting minutes
Interviews
	Research team and CWG
External independent team
	Monthly

Once in six months

	Outcome evaluation

	Knowledge improvement
	% increase in community members/PHC workers with awareness of CL symptoms, transmission, prevention and treatment
	Pre- and post- intervention KAP surveys
	External independent team
	Baseline, midline (after capacity building workshops), endline

	Perception change
	% of decrease in agreement with misconceptions
	Pre- and post- intervention KAP surveys

FGDs
	External independent team
	Baseline, endline




	Behavioural change
	Decrease in harmful treatment use; visiting the nearest government hospital after symptoms are noticed (<2 weeks); accurate suspicions of CL by the individual/CWG member before diagnosis; encouragement and support of family and community for timely biomedical health-seeking for suspected CL
	Pre- and post- intervention KAP surveys
Interviews
	External independent team
External independent team
	Baseline, endline


Endline

	Impact evaluation

	Health-seeking behaviour
	% of suspected CL cases seeking biomedical care within 2 weeks of symptom notice
	Pre- and post-
intervention KAP surveys

	External
independent team
	Baseline, endline

	Case detection
	Number of CL cases detected at the dermatology clinics 
	Clinic records at the CL treatment providing hospitals
	Research team
	Baseline, endline

	Community empowerment
	Resources mobilisation, addressing community priorities, provision of community recognition, two-way communication, local leadership, periodic external facilitation, linking and networking
	FGDs
	External independent team
	Endline

	Sustainability
	No. of activities (i.e., awareness events, school programmes) continued six months after the research team’s exit
	Follow-up visits and interviews
	External independent team
	6–12 months post-intervention





