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EXECUTIVE SUMMARY

The Republic of Burundi is located in the Great Lakes region of Central Africa.  It recently emerged from more than a decade of brutal civil war and held democratic elections in 2005.  With an estimated 2008 population of 8 million
, and a life expectancy of just 48 years, it remains one of the ten poorest countries in the world.

Malaria is considered a major public health problem in Burundi and places a heavy burden on the health system.  According to Ministry of Public Health (MOPH) statistics, malaria is responsible for up to 60% of all outpatient visits and up to 50% of deaths in health facilities among children under five years of age.  Almost the entire population of Burundi lives in areas at risk of malaria.  

The most up-to-date information on the status of malaria prevention and control interventions in Burundi comes from the 2005 Multiple Indicator Cluster Survey (MICS).  This survey showed that only 19% of children under five with a fever received an antimalarial drug within 24 hours; no information is available on the proportion of those children who received an ACT.  Use of preventive measures is also low.  The 2005 MICS reported household ownership of any net in Burundi to be 13% and households owning an ITN at 8%.  Only 8% of children under five surveyed had slept under an ITN the previous night.  The MICS does not collect information on the proportion of pregnant women who sleep under an ITN, but one can assume that this figure does not differ greatly from that for children under five.  Burundi currently does not actively promote preventative treatment for pregnant women.    

This Operational Plan was developed during a planning visit carried out in April 2009 with the participation of the USAID/East Africa Regional Mission, USAID/Washington, the PNILP, and other major partners.  The activities that USAID is proposing to support fit in well with the National Malaria Control Strategy (2008-2012) and are designed to complement activities supported under the country’s 2008 Global Fund $33.7 million Rolling Continuation Channel (RCC) grant.

Insecticide-treated nets (ITNs):  The scale-up of ITNs is a key component of Burundi’s overall malaria control and prevention strategy. The National Malaria Control Program’s (PNILP’s) current ITN guidelines call for targeted distribution to pregnant women and children under five, and this was the focus of Burundi’s successful Global Fund RCC grant application in 2008.  In late 2008, however, the Government of Burundi revised this approach and called for universal coverage through national-level distribution campaigns.  The new policy, still in draft form, calls for a nationwide distribution campaign to be conducted in two phases in 2009 and 2010, to provide three ITNs to every household.  This campaign will be launched in June 2009 with the distribution of more than 1.9 million long-lasting ITNs to seven provinces with a high malaria transmission, with three nets being given free to each household.  The remainder of the country is supposed to be covered during a 2010 campaign, but the funding for those nets is not yet secured.  Because nearly all available nets are being used for this campaign, there remains a 2009 gap of about 400,000 nets to sustain routine distribution through antenatal and child health clinics in provinces not targeted for the campaign.  

With FY09 funds, USAID will procure about 630,000 long-lasting ITNs for distribution to pregnant women and children under one year of age through antenatal and child health clinics in the ten provinces not covered by the 2009 universal coverage campaign.  Support will also be provided to information, education, and communication (IEC) activities to promote hanging and correct use of the nets.  In addition, assistance will be provided to the PNILP to develop a national strategy document for ITNs based on the government’s new policy of universal coverage.

Indoor residual spraying (IRS):  Eight of Burundi’s 17 provinces (representing 56% of the population) are considered at risk for malaria epidemics.  The PNILP’s vector control strategy supports IRS in zones of epidemic risk and as part of an integrated response to epidemics.  The PNILP is currently carrying out spray operations in two communes in Kayanza Province using the synthetic pyrethroid insecticide, deltamethrin, in response to a reported malaria outbreak.

With so many other challenges facing the scale up of malaria prevention and treatment measures in Burundi, USAID does not plan to support IRS implementation with FY09 malaria funding; however, FY09 funding will support technical assistance to help the PNILP develop a written vector control strategy, based on an assessment of current experiences and needs.

Intermittent preventive treatment of pregnant women (IPTp):  Therapeutic efficacy studies carried out in 2000-2001 showed a failure rate of 49% with sulfadoxine-pyrimethamine (SP).  When Burundi changed its first-line treatment for malaria from SP to an artemisinin-based combination therapy (ACT) in late 2003, the MOPH decided to discontinue IPTp with SP.  Burundi’s malaria in pregnancy focus is on increasing ownership and use of ITNs among pregnant women. 
With FY09 funding, USAID will provide technical assistance to the PNILP in developing an updated malaria in pregnancy strategy and plan that could include further SP efficacy studies among pregnant women and an implementation plan if it is decided to re-introduce IPTp.

Malaria case management:  The draft National Strategic Plan states that laboratory diagnosis of malaria is recommended in all cases of suspected malaria except:  (1) in children under five years of age living in zones with stable or intense transmission; (2) in patients with suspected severe malaria where laboratory diagnosis is not immediately available; (3) and in epidemic situations.  Malaria microscopy is available in most health centers and hospitals, but little is known about the quality of those diagnoses.  In November 2003, the MOPH changed its first-line treatment for uncomplicated malaria from SP to ACTs (specifically AS-AQ).  All ACT needs for the next two years are being met by the Global Fund RCC grant.  Recently, the President decreed that all treatments for children under five and pregnant women should be free in public health facilities.  The PNILP is also very interested in exploring community-based treatment with AS-AQ.

With FY09 funds, USAID will support long-term technical assistance to the MOPH in pharmaceutical management, as well as development of a written national strategy and plan for community-based treatment of fever, training of community health workers, and procurement of 100,000 ACT treatments for a pilot of community-based treatment.    

The proposed fiscal year 2009 USAID malaria budget for Burundi is $6 million.  Of this amount, 62% will support procurement and distribution of LLINs, 19% will support improved case management, 3% monitoring and evaluation, and 15% will support other activities.  Forty-nine percent of the total budget will be spent on commodities. 

BACKGROUND

The Republic of Burundi is a small country in the Great Lakes region of Central Africa bordered by Rwanda to the north, Tanzania to the south and east, and the Democratic Republic of the Congo to the west. Although the country is landlocked, it borders Lake Tanganyika to the southwest.  Burundi is divided into 17 provinces, 117 communes (five to eleven per province) and 2,638 "collines" with an average population of 3,000 per colline.  Provincial governments are structured upon these boundaries. In 2000, the province encompassing Bujumbura was separated into two provinces, Bujumbura Rural and Bujumbura Mairie.  

Burundi emerged from more than a decade of brutal civil war and held democratic elections in 2005.  The next elections are scheduled for June through August of 2010.  With an estimated population of 8.4 million, and a life expectancy of just 48 years, it remains one of the ten poorest countries in the world.  Burundi is ranked 167 out of 177 countries in the 2008 Human Development Index (based on 2005 data), and its infant and under five mortality rates (113/1000 live births; 181/1000; UNICEF 2007) are among the highest in Africa.

Malaria is the most common illness bringing both children and adults to outpatient departments and health centers for treatment.  National HIV prevalence is reported as 3.2% (2007).  

Figure 1: Administrative Map of Burundi______________________________________
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Burundi Public Health System

The Ministry of Public Health (MOPH) is composed of three levels with well-defined roles and responsibilities to implement the ambitious National Health Development Plan (Plan National de Développement Sanitaire 2006-2010; PNDS).  The central level has the Health Minister and the Heads of Departments and Services that are tasked with setting policies and guidelines.  The intermediate level is composed of the 17 health provinces that are administered by a Provincial Bureau, headed by a Chief Medical Officer. The peripheral level is composed of district-based health centers, which are staffed by a nurse and provide preventive and curative interventions for the population.  Under the new National Health Development Plan, the health system has been decentralized and strategic planning, implementation and finances are now transferred to the provincial- and district-levels.  The provincial-level health departments will regulate and supervise district-level offices to ensure compliance with the central MOPH. The district-level offices will oversee the delivery of health care services in the local communities.  As a result of these changes, it is expected that provincial- and district-level health departments will become increasingly responsible for implementing and coordinating activities within their health zones.  Under decentralization, each district is designed to have a district hospital and peripheral health centers.  It was only in March 2009 that the MOPH created a National Malaria Control Program, which earlier had been located within a Department of Infectious Diseases and Nutrition.  By creating a separate program it is hoped that more attention will permit a better strategic planning and management of the interventions necessary for the prevention and control of malaria.  

The Government of Burundi (GB) provides very little budgetary support to the health sector.  Over the last 15 years, the proportion of the budget for health was under 2% (2005) and currently it is estimated at only 3%.
  This does not approach the 10-15% that WHO recommends that governments should provide.  Essentially all health services in Burundi are provided by government facilities, non-governmental organizations (NGOs) and faith-based organizations (FBOs) with support from external donors.  The GB has formed an International Health Partnership (IHP), proposing a sector-wide approach (SWAp) to support health interventions.  The MOPH has requested donors to support provinces and to provide a “minimum” package of health services in health facilities in the area that they support.  Reforms under the National Health Development Plan also call for performance-based financing to improve the quality of care in district health zones, and currently two NGOs are assisting the MOPH with piloting this approach in two districts.           

USAID/Burundi Health Program

Burundi does not have a full USAID Mission; USAID activities in the country are managed by a Country Representative and a small staff of Foreign Service Nationals supported by the USAID/East Africa Regional Mission in Nairobi.  From 2003-2005, the USAID/Burundi health program worked with NGOs and the United Nations Children’s Fund (UNICEF) to respond to the continuing humanitarian situation in the Northern provinces.  UNICEF focused on assisting the government to change the first-line treatment of malaria from the use of sulfadoxine-pyrimethamine (SP), to artemisinin-based combination therapy (ACT).  UNICEF helped procure drugs, and developed information, education, and communication (IEC) materials for the use of ACTs.  Building on activities of the Office of Foreign Disaster Assistance, the USAID health program supported therapeutic and supplementary feeding, building capacity of health center staff, strengthening health center management, and improving water points.  The provinces of Muyinga and Kirundo were selected based on the likelihood of receiving increased numbers of internally displaced persons (IDPs) and returnees.  As Burundi moved from transition to development (2005-2007), USAID worked with its major NGO partners – International Medical Corps and Group Christian Volunteers (an Italian NGO) – to ensure an essential health interventions package, support health committees, and mobilize the community to use the services.  USAID does not contribute funds directly to the IHP, but works closely with the host government to ensure its funding is closely aligned with national strategies and plans.

The essential health package covers common childhood illnesses, such as malaria, diarrhea, and acute respiratory illness, purchase and distribution of essential medicines, immunizations, provision of antenatal care, increased deliveries at health centers, prevention of HIV/AIDS, and growth monitoring of children.  Emergency obstetric care was added to the essential package in selected health centers.  Due to the war, many health centers require rehabilitation.    

With the end of the civil war, USAID was able to work directly with the Government.  In 2007, the USAID Burundi Maternal and Child Health (MCH) Program issued an associate award under the global Extending Services Delivery project to implement a three-year MCH program.  At that time, the GB asked USAID to take up work in Kayanza Province and continue with support to Muyinga Province.  In addition to providing an improved primary health care package of interventions, this MCH program works with districts and provinces to develop the new district structure, improve analysis of health information data, strengthen health care providers’ capacity to address maternal and child health, and work with communities to address maternal and child health risks.  

In addition to the health program, USAID’s regional HIV/AIDS program (ROADS) provides technical assistance and services at key health centers and hospitals in provinces along the transport corridor.  Comprehensive services are provided in HIV prevention, prevention of mother to child transmission (PMTCT), and counseling and testing in selected health centers and community cluster groups in Kirundo, Muyinga and Kayanza provinces.  With the start of the ROADS II project in September 2008, Burundi developed an associate award to provide specific services in the above provinces.  In addition, Burundi won two Child Survival and Health Grants Program grants from USAID/Washington.  The first grant went to World Relief, an NGO working in Gitega Province. The second grant was awarded to Concern Worldwide, which focuses on child survival interventions in Cibitoke Province.  In 2009, Burundi will also receive additional nutrition funding through the PL 480-funded Preventing Malnutrition in Under Twos Approach (PM2A) to provide commodities to three provinces.  In addition, Burundi will pilot an innovative intervention to provide supplemental food together with behavior change communication (BCC) to pregnant women and children less than two years of age, targeting these groups before they develop nutritional disorders.  
MALARIA SITUATION IN BURUNDI

Malaria is considered a major public health problem in Burundi and places a heavy burden on the health system.  According to MOPH statistics, malaria is responsible for up to 60% of all outpatient visits and up to 50% of deaths in health facilities among children under five years of age.  Almost the entire population of Burundi lives in areas at risk of malaria.  Epidemiologically, Burundi can be divided into three zones in terms of the levels of malaria transmission:

1. Areas with an altitude below 1,400 meters with high-level transmission (hyperendemic);

2. The central high plains with an altitude between 1,400 and 1,750 meters with low to moderate transmission (meso to hypo endemic).  These are largely rice growing areas where 56% of the population lives; and

3. Areas with an altitude above 1,750 meters where no malaria transmission occurs.  

Eight provinces are said to be prone to malaria epidemics: Gitega, Karusi, Kayanza, Muramvya, Muyinga, Mwaro, Ngozi, and Cankuzo. 
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The malaria transmission season lasts from three to seven months between May and November and is longer in the south and shorter in the north.  Plasmodium falciparum accounts for more than 90% of all infections.  It is highly resistant to both chloroqine and SP.  The major vectors are Anopheles gambiae and An. funestus.

CURRENT STATUS OF MALARIA INDICATORS

The most up-to-date information on the status of malaria prevention and control interventions in Burundi comes from the 2005 Multiple Indicator Cluster Survey (MICS).  This survey showed that only 19% of children under five with a fever received an antimalarial drug within 24 hours.  Information is not available on the proportion of these children who received an ACT.    
Use of preventive measures is also low.  The 2005 MICS reported household ownership of any net in Burundi to be 13% and those owning an ITN at 8%.  Only 8% of children under five surveyed had slept under an ITN the previous night.  The MICS does not collect information on the proportion of pregnant women who sleep under an ITN, but one can assume that this figure does not differ greatly from that for children under five.  The GB does not currently recommend ITPp.    

	Indicator
	2005 MICS

	Households with at least one ITN
	8%

	Children under five years old who slept under an ITN the previous night 
	8%

	Pregnant women who slept under an ITN the previous night 
	NA1

	Women who received two or more doses of IPTp during their last pregnancy in the last two years  
	NA2

	Children under five years old with fever in the last two weeks who received treatment with an ACT within 24 hours of onset of fever 
	NA1

	1.  This information is not collected as part of MICS surveys. The Population Services International 2007 Tracking Results Continuously Survey reports that 38.8% of pregnant women had slept under an ITN the night before the survey. 

	2.  Burundi does not currently implement IPTp
	


EXPECTED RESULTS—YEAR 1

By the end of Year 1, USAID together with other partners will have achieved the following key results: 

Prevention: 

· Approximately 2.5 million ITNs will have been distributed, of which USAID will provide 545,000 LLINs targeting children under-five and pregnant women; 
· A written national policy for ITNs will be finalized;

· A written strategy for vector control will be developed; and

· An updated written strategy for prevention and treatment of malaria during pregnancy will be developed.
Treatment:

· Support implementation of a pilot home-based management of fever approach in two USAID-supported provinces; and

· Procure up to 100,000 AS-AQ treatments for distribution by trained and supervised CHWs in the above pilot study.
MALARIA PREVENTION ACTIVITIES

Insecticide-Treated Nets (ITNs)
The use of ITNs in Burundi has increased during the past ten years, yet remains below the internationally established coverage targets.  The 2005 Multiple Indicator Cluster Survey (MICS) and Population Services International’s 2007 Tracking Results Continuously (TRAC) surveys provide the most recent data on ITN ownership and use. 

The 2005 MICS survey data estimated that 13% of households have at least one net of any kind and 8% of households own an ITN. Usage of ITNs by vulnerable groups remains low; only 8% of children under-five slept under an ITN the previous night, although this presents an increase from the 2000 MICS when only 1% of children under five reported sleeping under an ITN.  

PSI’s 2007 TRAC survey, while not nationally-representative
, suggests that progress has been made since 2005. The 2007 TRAC survey found that 32% of children under-five included in the study had slept under an ITN the previous evening (an increase from 11% in the 2006 TRAC study). Additionally, the 2007 TRAC survey found that among pregnant women, 30% slept under an ITN the previous evening (an increase from the 20% recorded in the 2006 TRAC study).  While there is evidence of improved ITN coverage and usage, it is clear that fewer than one-third of the targeted populations are sleeping under ITNs and that additional efforts need to be made to increase ITN usage. 

The scale-up of ITNs is a key component of Burundi’s overall malaria control and prevention strategy. The PNILP’s current ITN guidelines call for distribution to targeted populations (pregnant women and children under five), and was the focus of its successful RCC application in 2008. However, in late 2008, the GB revised this approach and called for universal coverage through national-level distribution campaigns.  This new policy (still in draft form) calls for a mass campaign, to be conducted in two phases in 2009 and 2010 in order to provide three ITNs to every household (calculated at 6 people per household).  The expansion from targeting vulnerable populations to focusing on three nets per household has placed significant pressure on the ITN budgets and forecasted ITN needs.  The Government is issuing calls for additional donor support to ensure that the new ambitious goal can be achieved.  

With this revised ITN policy, the GB is moving away from its fledgling market segmented approach, consisting of free distribution through ANC and Expanded Program on Immunization (EPI) clinics, limited provincial-level distribution campaigns and socially marketed ITNs in the private sector.  The Government now endorses the distribution of ITNs free of charge through a combination of campaign and routine networks to all Burundians. With the move to free ITNs, PSI suspended its efforts to promote the private sector brands, “Supanet®”, and “Mama Supanet®.”  According to PSI, between 2003 and 2007, a total of 209,000 Supanets and 114,000 Mama Supanets were sold.  PSI continues, with RCC funds, to partner with the PNILP distribution of 150,000 ITNs through routine channels in ANC and EPI clinics.

National Campaign for Universal Coverage:  In mid-June 2009, the PNILP will launch Burundi’s universal ITN ownership campaign, distributing between 1.9 and 2.3 million long-lasting (LLINs; Permanet® and Olyset® brands).
  The reported ITN pledges for this campaign come from multiple sources, which had originally intended their nets for routine distribution to pregnant women and children under five years of age.  These include the Global Fund (950,000), Department for International Development (DfID) (850,000), UNICEF with Japan International Cooperation Agency (JICA) funds (472,000), and International Federation of the Red Cross (100,000).  Although this campaign has already been postponed several times, all partners are confident it will take place in June 2009.  The nets will be distributed within seven high-risk provinces in conjunction with a Mother and Child Health Week which will also feature measles vaccinations and administration of deworming medication, vitamin A, and possibly schistosomiasis treatment (in a subset of the seven provinces).  This campaign will be particularly challenging given that the different interventions are all targeted at different age groups. 
During the universal campaign, ITNs will be distributed at health centers where vouchers will be exchanged for three ITNs per household.  It is planned that community-based organizations will go house-to-house in the weeks following the campaign to reinforce the IEC messages on ITN use and help ensure that the nets are properly hung and used.  And IEC sensitization campaign will occur in the weeks preceding the campaign to prepare people for the event and inform households about where to pick up their nets.  UNICEF is scheduled to conduct a follow up survey in the 4th quarter of 2009 to document the effectiveness of this campaign and the ITN utilization rate. Although at the time this MOP was written, the campaign was less than eight weeks away, many details of the campaign had not yet been finalized.  The International Federation of the Red Cross may be able to provide some technical assistance for planning and conducting the campaign in the final 6 weeks before the campaign is launched.

The second phase, which will target the remaining ten provinces, is planned for 2010 and is expected to be funded in full by a Round 9 Global Fund application, the results of which won’t be known until November 2009.  At the time of writing, no funding for this second phase had been secured.  Additionally, the Global Fund Round 9 proposal will include a nationwide universal coverage campaign in 2012 or later, to replace the nets that are currently being distributed. 

Routine Distribution:  During 2009, routine distribution of free ITNs will continue for targeted vulnerable populations in provinces not reached by the 2009 mass campaign, and be expanded nationwide in 2010 to reach newly pregnant mothers and children under one year of age. With the urgent need to reprogram nets originally intended for routine distribution through ANC and EPI clinics to the universal campaign, only 150,000 ITNs from the Global Fund RCC grant have been set aside for annual routine distribution between 2009 and 2013, but this amount falls far short of the national estimates for annual pregnancies and new births. For 2009 alone, among the ten provinces not being reached by the June 2009 campaign, USAID estimates the need to be a minimum of 400,000, and the need among all 17 provinces is approximately 660,000.  Currently, it is planned that PSI will take responsibility for routine distribution of the 150,000 ITNs by coordinating with Provincial Medical Directors to identify specific health clinics within the provinces, who will receive the nets. PSI will store the nets they receive in their warehouse, moves them to the provincial level warehouses, and then transport them to the targeted health centers. As of April 2009, not all health centers had equal access to ITNs; some health centers had been stocked out of ITNs since October 2008.  Nor does the distribution among provinces seem equitable; anecdotally, one province had reportedly received only 53 ITNs during 2009.  

ITN Gap Analysis

The table below describes the total projected ITN gap in Burundi in 2009.  A total of 4.1 million ITNs are needed to reach universal coverage (three nets per household of six family members).  As the table below shows, more than 1.7 million ITNs had been distributed in Burundi since 2006.  This table assumes that these nets are still in country, usable, and are effective for three full years. In conjunction with other pledges, donors (including USAID’s contribution of 630,000), have committed to supplying an estimated 3 million ITNs during 2009. There remains a gap of almost 400,000 nets needed to reach universal coverage.  

Figure 2: LLIN Gap Analysis for Universal Coverage by 2009 in Burundi_______

	Universal Coverage 

2009 ITN Gap Table



	A. Total ITN need 2009 based on universal coverage targets
	4,135,869

	B. Total ITNs in country as of 2009 (best data estimate)
	1,735,796

	C. Total ITNs gap to reach universal coverage (a less b)
	2,400,072

	D. Total ITNs needed to support new pregnancies and births
	661,739

	E. Total ITNs needed to replace nets distributed in 2006
	337,788

	F. Total requirement for ITNs to reach universal coverage in   

     2009 (sum of c+d+e)
	3,399,599

	G. Number of ITNs in 2009 from other partner funding
	2,372 ,000

	H. PMI contribution for ITNs in 2009
	630,000

	I. Remaining ITN gap to reach universal coverage for 2009 

   (f less  g+h)
	397,599

	Assumptions

	a. 2009 population estimates are 8,271,738, and assumes a 2.9% annual growth rate

	b.  Universal coverage target is three ITNs per household (6 people per HH) 

	c.  ITNs need replacement every 3 years

	d. 100% of population is at risk of malaria

	e.  329,000 new pregnancies per year (4% of female population)

	f.  329,000 children under-one per year 


Information, education and communication
Recent surveys highlight the need for IEC/BCC activities to promote hanging newly received ITNs and promote their correct use year-round. To this end, the PNILP has been using both print materials as well as mass media to disseminate key messages.  Both PSI and UNICEF are supporting these efforts, and have each initiated several television and radio spots, posters, information brochures in the local language, Kirundi, as well as movie nights (via mobile film units), and sporting events to improve ITN usage.  

Planned Year 1 Activities: ($3,725,000)  
Between the 2009 planned ITN distribution via ANC and EPI clinics and the universal coverage campaign, more than two million nets are scheduled to be distributed in Burundi.  Given current ITN ownership and use gaps in the country, an important focus of support will be to encourage the owners of these new nets to hang and use them consistently. In FY 2009, USAID will: 

· Procure approximately 545,000 LLINs for routine distribution through the ANC and EPI programs, of which up to 70,000 LLINs (valued at approximately $400,000-500,000) will be contributed from extra-budgetary pipeline funds from another project ($3,395,000); 

· Support targeted IEC/BCC campaigns to promote hanging and correct and consistent use of ITNs among the targeted populations through radio and television ads, print media, and community interpersonal approaches such as community drama. ($280,000); and
· Support completion of a national policy document for ITNs based on the government’s new focus on universal coverage. ($50,000).
INDOOR RESIDUAL SPRAYING

The PNILP’s vector control strategy supports IRS in zones of epidemic risk and as part of an integrated response to epidemics, along with LLINs.  Eight of 17 provinces (representing 56% of the population) are considered at risk for epidemics.  PNILP has some experience with the use of IRS in response to malaria outbreaks, including capacity to train district spray operators and oversee operations; however, no written vector control strategy or plan exists.  

The PNILP is currently carrying out spray operations in two communes in Kayanza Province using the synthetic pyrethroid insecticide, deltamethrin, in response to a reported malaria outbreak.  According to the draft National Malaria Control Strategy (2008-2012), insecticide sensitivity studies on mosquito vectors were conducted to assess DDT (58% mortality), permethrin (54% mortality) and deltamethrin (95% mortality).  PNILP is also interested in building capacity to conduct routine IRS in targeted areas as part of an integrated vector control approach.   

The draft National Malaria Control Strategy calls for PNILP to partner with the meteorological services over the next five years to survey sites at risk of epidemics.  In support of this strategy, PNILP will spray 50,000 households annually in epidemic zones to achieve at least 80% coverage among the targeted households.  Funding is provided by the GF RCC and includes support for hiring and training of spray operators and supervisors as well as procuring insecticide, pumps and protective gear.  

With so many other challenges facing the scale up of malaria prevention and treatment measures in Burundi, USAID does not plan to support IRS implementation with FY09 malaria funding.  When the PNILP develops an IRS strategy and progress is made in the scale up of other interventions, this decision will be reviewed.  

Proposed FY09 funded activities ($50,000):  

· Support the PNILP to carry out an assessment of IRS capacity and develop an integrated vector management strategy ($50,000).     

INTERMITTENT PREVENTIVE TREATMENT OF PREGNANT WOMEN

Burundi does not currently support IPTp for prevention of the adverse consequences of malaria in pregnant women and their fetuses.  Efficacy studies carried out in 2000-2001 showed a therapeutic failure rate of 49% with SP.  As a result, the MOPH in consultation with WHO decided that SP for IPTp should be discontinued.  A 2007 national workshop reinforced the policy decision and recommended that health facilities instead provide pregnant women with an integrated antenatal care package which includes an LLIN, prevention and treatment of anemia, and deworming treatment.  This package is supported by the maternal health program and outlined in national training modules and materials.  According to the draft National Malaria Strategic Plan 2008-2012, more than 80% of pregnant women have at least one ANC visit during pregnancy and would therefore have access to this intervention package to reduce the burden of malaria during pregnancy.

With a new focus on universal coverage, the PNILP and partners are revisiting the country’s IPTp policy.  The Global Fund RCC provides funding for in vitro drug testing through the National Institute of Public Health and the Institute of Tropical Medicine in Antwerp. With these findings and evidence from other countries, PNILP plans to hold a consensus-building workshop later this year to review the IPTp policy.  

Proposed FY09 funded activities ($50,000):  

· Provide technical assistance to the PNILP in developing an updated malaria in pregnancy strategy that could include assessing the burden of malaria in pregnancy, additional SP efficacy studies, collecting evidence on the efficacy of IPTp, and an implementation plan if it is decided to re-introduce IPTp ($50,000).    

CASE MANAGEMENT

Malaria Diagnosis

According to the draft National Malaria Control Strategy (2008-2012), the PNILP’s target is to provide parasitologic diagnosis of malaria for 90% of persons suspected of malaria by 2012.  As yet, however, the PNILP does not have a written National Malaria Diagnosis Strategy.  Malaria microscopy is available in most health centers and hospitals, but little is known about the quality of those diagnoses.  Rapid diagnostic tests (RDTs) (Paracheck®) are being procured by the Global Fund RCC, but the PNILP does not have clear guidelines about the level of health facility or the clinical or epidemiologic situations in which these tests would be used, although it is assumed that they would primarily be used in health facilities where microscopy is not available or at times when laboratory staff are not present.  Currently, there are no plans to introduce RDTs at the community level.  

The draft National Strategic Plan states that laboratory diagnosis of malaria is recommended in all cases of suspected malaria except:  (1) in children under five years of age living in zones with stable or intense transmission; (2) in patients with suspected severe malaria where laboratory diagnosis is not immediately available; (3) and in epidemic situations.  It is not clear how the term “stable or intense transmission” relates to the three epidemiologic zones of malaria transmission in Burundi.  In addition, the Global Fund RCC grant calculated needs related to malaria diagnosis based on the assumption that all children under five would be treated based on the IMCI algorithm and would not undergo laboratory testing.     

The emphasis in both the Round 2 and RCC Global Fund grants has been on building capacity in malaria microscopy.  The Global Fund Round 2 grant procured 120 binocular microscopes and provided initial training or refresher training for laboratory staff.  At present, the quality assurance system calls for ten positive and ten negative slides from the facilities to be sent to Bujumbura for review each quarter; however, feedback to the laboratories does not seem to be reliable and may not occur on a regular basis.  The Global Fund RCC grant has a budget of about $400,000 annually over the six-year course of the grant.  It will initially fund training or refresher training of 443 laboratory workers, technical assistance for preparation of a training of trainers module for laboratory diagnosis, and will cover projected needs for purchase of RDTs and laboratory supplies, and quality control and supervision of laboratory workers

Planned FY09-funded activities:  ($50,000)
USAID views malaria laboratory diagnosis as a key component of good case management and will support the strengthening of malaria diagnosis (both microscopy and RDTs) in health facilities.  Since nearly all needs related to the laboratory diagnosis of malaria will be met by other donors, only one activity will be supported during FY09:

· Provision of technical assistance to conduct a needs assessment of laboratory diagnostic capability in Burundi and to help the PNILP develop a written national strategy and plan for malaria laboratory diagnosis, including the use of RDTs and microscopic diagnosis.  This activity will be conducted in close coordination with the PNILP, the Institut National de la Santé Publique, and other partners ($50,000).

Pharmaceutical Management

The Directorate of Pharmacies, Medicines and Laboratories (DPML) is the division of the MOPH charged with responsibility for providing oversight to the pharmaceutical sector.  The DPML oversees the central purchasing and warehousing agency, Centrale d’Achat de Médicaments Essentiels du Burundi, or CAMEBU.  Procurement and management of all public sector pharmaceuticals destined for public health facilities (government and faith-based) falls under the charge of CAMEBU.  The DPML updates the essential drugs list every two years with CAMEBU issuing tenders, procuring and managing the distribution of essential drugs to public sector facilities.  With the income from user fees, districts and hospitals may opt to purchase additional supplies and drugs from the private sector, but these drugs are not on the essential medicines list.  No provision exists for quality control of drugs purchased through this private sector route.  CAMEBU currently sells drugs to hospitals at a 25% mark-up, but has plans to reduce their mark-up to 20% in June 2009.   

The drug quality assurance system consists of sampling imported pharmaceuticals and sending them for testing to foreign laboratories such as in South Africa. CAMEBU has a budget to support this activity under the Global Fund RCC.  The MOPH would like to conduct drug quality testing in-country for the vertical health program pharmaceuticals, including antimalarials, and is establishing a laboratory facility within the National Institute for Public Health.  Some equipment and trained staff have been assigned to this function in February 2008, but they are in need of training.  The Office of General Inspection collaborates with the DPML to monitor and regulate the private sector pharmaceutical system; however they are constrained by limited resources.  Recently, the MOPH engaged the Association of Pharmacists to assist with regulating the private sector.   

Burundi has no pharmacovigilance system to monitor adverse reactions to drugs.  The MOPH has proposed establishing a pharmacovigilance system at sentinel health facilities with support from WHO, but to date this activity has not begun.   

The MOPH operates both a push and pull pharmaceutical supply system depending on district needs.  CAMEBU owns one truck to transport drugs to the district-level depots; however distribution to districts occurs infrequently due to cost.  Quantification of pharmaceutical supplies appears to be based on districts’ requests rather than any prior forecasting or planning by the DPML or CAMEBU.  As with the MOPH decentralization of the health system, provincial warehouses no longer exist.  Instead, district staff submit requests directly to CAMEBU either in-person or by phone.  Health center staff collect supplies from the district-level, paying by cash or credit.  Orders are generally requested for a three-month period to cover districts and health center needs.  CAMEBU plans to establish an on-line computerized system for submitting orders. 

Expired drug stocks are destroyed annually upon review and approval from an oversight committee comprised of government ministries including health, justice and finance.  To date, CAMEBU has not had to destroy any expired ACTs.  No stock outs of ACTs have been reported over the last 12 months; however there is concern about the limited supply of quinine provided through the MOPH.     

Vertical health program drugs and supplies, such as those for malaria, procured through the Global Fund, are stored at CAMEBU for distribution to the districts.  CAMEBU does not handle LLINs or have the space to do so.  Vertical programs pay a 5% management fee to store their drugs and supplies.  

Training in pharmaceutical management and rational use is conducted by the DPML and CAMEBU.  CAMEBU has a staff of 39 and a WHO consultant pharmacist sponsored by DfID.  CAMEBU would like to expand the central warehouse and support capacity building, training, and supervision of staff.

Proposed FY09 funded activities: ($200,000)  

· Technical assistance related to pharmaceutical management, including drug forecasting, procurement, storage, inventory, and transportation.  This will include adaptation to Burundi of existing training materials for pharmaceutical management for health workers at central, district, and health facility levels, training and supervision of pharmacy and medical stores staff ($200,000).
Malaria Treatment

In response to evidence of increasing SP resistance, a series of studies were carried out in 2000-2001 to evaluate the therapeutic efficacy of chloroquine and SP monotherapy for the treatment of uncomplicated P. falciparum malaria.  The failure rates with chloroquine ranged from 51% to 74% at different sites, while the failure rates with SP ranged from 9% to 49%.  Later studies with artemether-lumefantrine and artesunate (AS) plus amodiaquine (AQ) showed treatment success of 99% and 95%, respectively.  Based on these findings, in November 2003, the MOPH changed its first-line treatment for uncomplicated malaria from SP to AQ-AS.  A seven-day course of oral quinine is the recommended treatment for patients who fail to respond to AS-AQ.  For malaria in pregnant women, quinine is the treatment of choice during the first trimester; in the second and third trimesters, AS-AQ is recommended.  Parenteral quinine is the recommended treatment for severe malaria.    

Artesunate-amodiaquine in co-packaged blister packs has been supplied by the Global Fund Round 2, together with support for training of health workers.  The Global Fund RCC grant has an antimalarial drug budget of $2 million/year and is expected to cover all AS-AQ needs over the six-year course of the grant.  The Chinese Government also made a donation of co-packaged AS-AQ (Arsuamoon®) produced by the Guilin Pharmaceutical Company (total size of donation is unknown).  These drugs, which arrived in country in January 2009 and have an expiration date of November 2009, have already been distributed to health centers and are being used.  The plan is to replace the co-packaged AS-AQ with the recently approved, co-formulated AS-AQ once all co-packaged drugs have been used up (estimated to occur in June 2009).  The first shipment of co-formulated AS-AQ procured with Global Fund RCC support arrived in country in January 2009; the next shipment, originally scheduled for April 2009, will be moved until later in the year.  Sulfadoxine-pyrimethamine is no longer available within the public health system.  Although the GB has said that they will cover all costs for drugs for severe malaria, it is not clear whether adequate funding is available for this purpose.
Currently, the charge for AS-AQ in MOPH facilities is Burundi francs 200 for adults ($0.15) and 100 ($0.08) for children under five, but the President of the Republic recently decreed that all health services (including malaria treatment) would be free of charge for children under five years of age and pregnant women.    

The MOPH does not currently have a clear policy on the use of ACTs by community health workers (CHWs), although the PNILP is very interested in exploring community-based treatment with AS-AQ.  UNICEF is also working on community-based treatment of fever, diarrhea, and acute respiratory infections.    

PSI is working with the PNILP to launch a private sector ACT program with funding from the Global Fund RCC.  In preparation for this pilot,  PSI carried out a feasibility study to assess existing private pharmacies (300 pharmacies and 150 private health clinics) and their capacity to participate in a program where AS-AQ sold at a slightly higher cost (300 francs for adults, 200 for children under five) than the public sector drug.  Approximately 60% of the private sector pharmacies are located in Bujumbura.  According to partners, there are sufficient supplies of AS-AQ available under the Global Fund RCC procurement to support the private sector program; however, with the recent MOPH decision to provide antimalarial drugs free of charge to under fives and pregnant women, partners are currently revising their strategy and workplan.
Planned FY09-funded activities ($900,000):

Ensuring prompt, effective, and safe ACT treatment to a high proportion of patients with confirmed or suspected malaria in Burundi represents one of the greatest challenges for the PNILP and its partners, given the weaknesses in the country’s pharmaceutical management system, poor access to health services, and the lack of accurate laboratory diagnostic capabilities.  The complexity of AS-AQ implementation must not be underestimated with the short 18-24 month shelf-life of the artemisinin component, the risk of substandard or counterfeit drugs in the private sector, and the high levels of coverage that need to be attained.

With FY09 funding, USAID will support the following activities:     

· Work with the PNILP and other partners to develop a written national policy and plan for community-based management of malaria and other febrile diseases ($50,000);

· Procure approximately 100,000 AS-AQ treatments for community-based treatment of febrile illnesses in children under five in the two provinces, Kayanza and Muyinga, where USAID is already supporting networks of  CHWs ($100,000);

· Train and supervise CHWs in community-based treatment of fevers and use of AS-AQ in Kayanza and Muyinga Provinces ($250,000); and
· Provide long-term technical assistance through provision of an in-country advisor.  It is expected that this advisor would spend a major portion of his/her time working to oversee the case management portfolio, but would also assist with facilitating the prevention activities discussed in the sections above ($500,000).       

EPIDEMIC SURVEILLANCE AND RESPONSE

According to the PNILP, eight of the country’s 17 provinces have areas that are prone to malaria epidemics:  Gitega, Karusi, Kayanza, Muramvya, Muyinga, Mwaro, Ngozi, and Cankuzo.  Since these same provinces are also listed as having endemic malaria, it is not clear whether these are truly epidemic prone areas or simply have marked seasonal swings in the level of malaria transmission.  In fact, the PNILP recognizes that the epidemiology of malaria may be changing in Burundi and that further epidemiologic and entomologic studies are needed to better target interventions in these epidemic-prone areas.   

The National Malaria Control Strategy (2008-2012) has the ambitious goal of early detection and containment of 100% of malaria epidemics in the country by 2012.  The approach that will be used is to carry out meteorologic monitoring to predict conditions that could support a sudden increase in malaria transmission.  Over the next five years, the PNILP plans to work with provinces and districts to develop epidemic detection and control plans, establish sentinel surveillance sites, and establish emergency stocks of drugs, insecticides and, other materials to allow a rapid response to upswings in malaria transmission in these areas.  

Planned FY09-funded activities:

Given other more immediate malaria control needs in Burundi, no activities are planned related to epidemic detection or containment with FY09 USAID malaria funding. 

CAPACITY BUILDING WITHIN THE NATIONAL MALARIA CONTROL PROGRAM

In March 2009, the Department of Infectious Diseases and Nutrition within the MOPH was reorganized to establish a new national malaria program, the PNILP, comprised of a staff of 19 in four key program areas:  case management, vector control, monitoring and evaluation, and human resources.  The program director is a physician and the technical staff will include four biologists who have received some entomology training, lab technicians, and an economist.  The technical staff has not yet been assigned under the new organizational structure.  There are no malaria focal persons at the district or health facility levels; instead health staff is trained in providing and managing integrated health services, including malaria prevention and control.  

Planned FY09-funded activities: ($50,000)
· Provide long-term technical assistance and operational support to the PNILP through USAID and implementing partner in-country malaria advisors. (All costs covered in case management and staffing and administration sections). 

· Provide PNILP with support for organization of their new Program office including regional professional development opportunities, internet connection and office supplies and equipment ($50,000).
COMMUNICATION/COORDINATION

The MOPH works in collaboration with multilateral and bilateral partners.  The Global Fund has been the major provider of finances to support the malaria program in Burundi.  Initially, Burundi benefited from a grant from Round 2 that covered the period from 2003 to 2006.  A no-cost extension was granted until April 2007.  Based on the satisfactory performance under that grant, Burundi obtained an additional $33,757,518 RCC grant.  Under the RCC, the Global Fund will continue to support a wide range of activities, including case management, vector control, and commodities.  The RCC fills most of the remaining gaps from the Round 2 grant to support laboratory equipment and reagents, training of technicians, provide 100% of first-line ACTs, provide LLINs for vulnerable groups, IRS for a limited number of households in epidemic areas, and partial funding of the Malaria Indicator Survey (MIS) scheduled to be conducted in Sept 2011.    

The WHO is supporting the partnership through technical assistance and financial support. UNICEF provides commodities, such as LLINs, technical assistance, and financial support.  The Institute of Tropical Medicine is collaborating on operation research activities.  Population Services International, a private sector organization and one of the Principal Recipients of the RCC grant, promotes the use of ACTs and LLINs, social marketing, operational research, and information, education, and communication campaigns. UNITAID provides ACTs.  DfID provides support for procurement of essential medicines and LLINs.  The Swiss Agency for Development and Cooperation works with the government to implement health system strengthening programs in the Ngozi Province.  And, finally, the local NGO, ALUMA (Action for Fighting against Malaria), a named recipient on the RCC Grant, specializes in providing technical training to health care workers, as well as IEC/BCC activities. 

MONITORING AND EVALUATION
Monitoring and evaluation (M&E) is critical for measuring progress against established goals and targets, for identifying problems in program implementation and suggesting what modifications should be made, and for confirming that those modifications are having their desired effect.  In Burundi, monitoring and evaluating the effectiveness of the malaria prevention and control interventions and achieving high coverage rates with ACTs and ITNs are priorities not only of USAID, but also the PNILP, the Global Fund, and other national and international partners working on malaria. 

The M&E system in Burundi is a recognized weak component of the PNILP’s overall malaria control program.  No national M&E plan for malaria exists.  The information collected on malaria is often fragmented and provides an incomplete picture of the current health status. Given the absence of baseline malaria indicators, realistic program goals are difficult to establish and program progress is difficult to measure.  The PNILP is seeking ways to strengthen its M&E capacity, and has funding under the RCC grant to being making improvements.  A national M&E plan is being developed in partnership with all donors in order to establish standard data collection tools and standard timelines. This plan will be integrated into the national health information system.  

The last Demographic Health Survey (DHS) in Burundi took place in 1987, and current health statistics are based on UNICEF-sponsored MICS data.  The Government and primary bilateral and multilateral donors are planning to conduct a DHS survey in 2010 to document the status of key health indicators for the first time in twenty years.  A Malaria Indicator Survey (MIS) was scheduled for the last quarter of 2009 but will likely be postponed until 2011 so that it doesn’t conflict with the DHS.  The PNILP, in partnership with the Institut des Statistiques et des Etudes Economiques du Burundi, and WHO are scheduled to undertake the survey.  While the RCC grant was intended to fully fund the MIS, it is now clear that the available funding for this activity ($330,000) is not sufficient.  

Proposed Year 1 Activities ($200,000)

In Year 1, the M&E activities funded by USAID will be conducted jointly with the PNILP and other partners.  USAID will focus on the following interventions for Year 1: 

· To measure baseline coverage for USAID-supported interventions, USAID will support the planned nationwide DHS during the first quarter of 2010. USAID will assist with the design, implementation, analysis, and publication of a DHS to establish coverage and utilization rates for ACTs and ITNs. ($200,000).
STAFFING AND ADMINISTRATION

Burundi is a USAID Limited Presence Country and currently has only one U.S. staff member, the Country Representative.  A Malaria Advisor will be hired to oversee the USAID/Burundi malaria control program together with a Foreign Service National. The USAID/Burundi malaria team will share responsibility for development and implementation of program strategies and work plans, coordination with national authorities, management of collaborating agencies, and supervision of day-to-day activities. 

The Malaria Advisor will work to oversee all technical and administrative aspects of the effort in Burundi, including finalizing details of the project design, overseeing implementation of malaria prevention and treatment activities, monitoring and evaluation of outcomes and impact, and reporting of results.  The Advisor will report to the USAID/Burundi Country Representative and will split his/her time between the PNILP and the USAID offices, as appropriate.  All technical activities will be undertaken in close coordination with the MOPH, the PNILP and other national and international partners, including the WHO, UNICEF, the Global Fund, World Bank, and the private sector. 

Locally-hired staff to support USAID/Burundi’s malaria control program, either in Ministries or in USAID, will be approved by the USAID/Burundi Country Representative. Because of the need to adhere to specific country policies and USAID accounting regulations, any transfer of USAID/Burundi malaria funds directly to Ministries or host governments will need to be approved by the USAID/East Africa Regional Office. 

TABLE 1: TIMELINE OF ACTIVITIES

	Activity
	2009
	2010
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	Oct- Dec
	Jan
	Feb
	March
	April
	May 
	June 
	July
	Aug
	Sept 
	Oct
	 Nov
	Dec

	Assist the PNILP in development of the integrated vector management strategy 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Procure LLINs
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Distribute LLINs 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Support to promote correct use of IEC/BCC LLINs. 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Assist PNILP to develop the universal coverage ITN strategy
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Support PNILP to develop a written national strategy for  malaria in pregnancy
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Purchase 100,000 AS/AQ treatments 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Conduct pilot for community-based management of fever  
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Support the PNILP in developing national policies for community-based management of fever
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Conduct assessment of malaria laboratory diagnostic capabilities and needs
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Provide technical assistance for supply chain management
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Support a 2009/2010 DHS
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 


TABLE 3: ESTIMATED BUDGET BREAKDOWN BY INTERVENTION

	Intervention
	Commodities
	Non-Commodities
	Total 

	
	($)
	(%)
	($)
	 (%)
	($)
	(%) 

	Insecticide-treated Nets
	$2,850,000
	47.5%
	$875,000 
	14.6%
	$3,725,000 
	62.1%

	Indoor Residual Spraying
	$0
	0.0%
	$50,000 
	0.8%
	$50,000 
	0.8%

	Case Management
	$100,000
	1.7%
	$1,050,000 
	17.5%
	$1,150,000 
	19.2%

	Intermittent Preventive Treatment
	$0
	0.0%
	$50,000 
	0.8%
	$50,000 
	0.8%

	Monitoring and Evaluation
	$0
	0.0%
	$200,000 
	3.3%
	$200,000 
	3.3%

	NMCP Support
	$0
	0.0%
	$50,000 
	0.8%
	$50,000 
	0.8%

	Administration
	$0
	0.0%
	$775,000 
	12.9%
	$775,000 
	12.9%

	Total
	$2,950,000
	49.2%
	$3,050,000 
	50.8%
	$6,000,000 
	100.0%
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� Burundi’s most recent census was conducted in August 2008 and the official results were released in January 2009. 


� Plan Stratégique De Lutte Contre Le Paludisme au Burundi 2008-2012.


� This survey included 5,500 women of reproductive age (aged 15-49) of whom 611 were pregnant and 2,846 had children less than five years old. In total 3,655 households were targeted, representing 56 villages within the in 17 provinces found in Burundi. 


� The LLIN count for this campaign is not completely clear. The Government reports having 1.9 million nets available, yet consultation with individual donors revealed that up to 2.3 million nets have been pledged. 


�The calculations in this analysis assume Burundi will undertake an ITN census to calculate how many of the 1.7 million nets distributed since 2006 are currently in the households targeted for this campaign. Currently it is not clear if this level of discernment will be undertaken for the 2009 campaign. Therefore, the gap analysis, which assumes that existing ITNs in households will be accounted for, should be considered a minimum gap and that, if existing nets are not included in the overall distribution methodologies, that gap will be up to 1.7 million nets larger.
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