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II.
Narrative

Executive Summary

In sub-Saharan Africa, successful control of schistosomiasis, a neglected tropical disease (NTD) has only become a reality in the past decade. Before 2001, the disease languished in the shadows of more visible, high mortality diseases, such as HIV, malaria and tuberculosis, and African governments did not proactively recognize the disease as a widespread public health issue deserving of priority attention. 

However, after the Millennium, this all began to change. Not only did the price of praziquantel, the most effective treatment for schistosomiasis, drop considerably but the enthusiasm of a schistosomiasis researcher who had worked in the field for over 40 years, turned to tackling the disease in the populations of sub-Saharan Africa, where it was most rife.  Alan Fenwick, Professor of Parasitology at Imperial College, London, United Kingdom approached the Bill and Melinda Gates Foundation (BMGF) for funding to support his ambitious plans to expand treatment coverage. Funding was granted and this report covers the activities of the Schistosomiasis Control Initiative (SCI) from 2001-2010 with respect to control of schistosomiasis and Soil-Transmitted Helminths (STH) supported by the initial BMGF grant of approximately US$32 million, accompanied by integrated NTD control from 2006 onwards, supported by a further grant from BMGF amongst other donors.

Schistosomiasis is a chronic illness, which can cause serious damage to the liver, gastrointestinal tract or bladder, and undermines growth and cognitive development in children. It is one of the NTDs, which are so called because they persist exclusively in the poorest and the most marginalized communities, and have been largely eliminated and thus forgotten in wealthier places. Several of the NTDs are treatable using inexpensive or donated drugs and/or behavioral change; the challenge in the resource-poor setting of sub-Saharan Africa therefore lies in implementing an effective, wide-scale series of control programs. 

In 2002, the SCI initially set out to treat and protect communities from two species of schistosome parasite, Schistosoma haematobium and S. mansoni and almost immediately Soil Transmitted Helminth infections (STH-ascariasis, hookworm infection, trichuriasis).  All were present to various degrees in Burkina Faso, Niger, Mali, Uganda, Tanzania and Zambia, which were the initial 6 countries supported by the BMGF grant.  In summary, SCI aimed to provide targeted financial and technical support for the development of national control programs to accelerate the implementation of schistosomiasis/STH control amongst the poorest of the poor in sub-Saharan Africa.
These 6 countries, 3 in West Africa and 3 in East Africa were chosen because their national infrastructure and political will presented the optimum opportunity to make a difference to prevalence and intensity of infection. The respective governments were willing to collaborate with the SCI, which prioritized developing existing national health agencies and in-country capacity as an operational strategy.

Schistosomiasis is caused by infection with schistosome worms, which live in human blood vessels, and use fresh water snails as intermediate hosts. Transmission requires fresh water contaminated with human feces or urine, snails of the correct species and individuals who play or work in lakes and streams. It may affect all ages but children are particularly vulnerable and the symptoms develop throughout their life. As such, SCI treatment strategy has primarily targeted school-age children but other members of affected communities have also been treated.

Mass drug administrations (MDAs) for schistosomiasis and the STH have been conducted annually in all countries, totaling over 45 million treatments by 2008. Since then integrated treatment has reached 10 million people in each of Burkina Faso and Niger, 3 million in Uganda and 8 million in each of Burundi and Rwanda. 2.5 million children have been treated in Tanzania. In terms of prevalence, levels of S. haematobium in Burkina Faso showed the greatest change, with a drop from 90% to 11% in one year. This prevalence level has remained low ever since. After two years of treatment, Uganda showed a 57.8% drop in prevalence of S. mansoni and a drop in the percentage of children with heavy intensity of infection from 15% to 2.3%. Intensity of infection is an important measure of disease morbidity.

Central to this success is the SCI strategy that ensures treatment campaigns are part of existing national healthcare and educational infrastructures. In the process, SCI draws on in-country knowledge and experience thereby encouraging cultural acceptance amongst local communities and pursues a treatment strategy intended to be sustainable.

One strand of SCI’s strategy to work with existing healthcare systems has been to source local staff. Each country has a national co-ordinator who is a Ministry of Health (MOH) employee, a team of district health officers (also MOH employees) who conduct training with teachers drug distributors and village leaders, who in turn pass on training about schistosomiasis and STH treatment programs with their communities prior to MDAs. 

Partnership has been instrumental to SCI success on an international level too. Organizations including the World Health Organization, The International Trachoma Initiative, and The Global Alliance to Eliminate Lymphatic Filariasis (GAELF), United States Agency for International Development (USAID) and pharmaceutical companies such as Glaxo SmithKline and Merck have all collaborated with the SCI on different levels whether to donate funds or medication, implement joint NTD control, assist in research or raise the profile of schistosomiasis and other NTDs.

Medpharm, a generic drug manufacturer using Canadian philanthropic donations, in collaboration with SCI, has played a key role in procurement of praziquantel. In 2004, Medpharm supplied 13.7 million praziquantel tablets, then supplied a further 12 million tablets in 2005, after which they provided praziquantel for Tanzania in 2007 and 2008. However, long-term praziquantel procurement on the scale required for SCI activities required the creation of an operational market with multiple producers bidding for government tenders. SCI achieved this through implementation of a plan, which addressed the following 6 issues: procurement, collaboration, information, drug registration, local formulation, and donation.  Importantly, SCI and its partners developed a system whereby medication was donated without jeopardizing the local economy in drug manufacture and distribution. This competitive process also contributed to the price drop of praziquantel.

In parallel with the implementation program, the SCI has conducted research and evaluation of tools, techniques and approaches to improve the management and sustainability of disease control programs. The range of research activity is extensive but examples include improving methods of data collection technology, economic evaluation of integrated versus vertical control programs, new drug formulations for the under-5s, mathematical models of different treatment approaches in different settings, variation and distribution of NTDs with climate and altitude, resistance to drug therapy and the development of immunity to schistosomes. These various research projects are the result of collaborations between a range of institutions both within Africa and elsewhere. 

Since 2006, the SCI has extended its remit to integrate schistosomiasis MDAs with other NTD control programs. To date, Burkina Faso, Niger, Uganda and Tanzania have all begun integrated programs controlling a selection of NTDs depending on each country’s needs. The SCI aims to control or eliminate the seven most prevalent NTDs [soil-transmitted helminths (STH-ascariasis, hookworm infection, trichuriasis), lymphatic filariasis (LF), onchocerciasis, schistosomiasis, and trachoma] from sub-Saharan Africa. 

The evaluation of the integration procedure and results in these four countries demonstrate that integration is a feasible and cost-effective solution to combating NTD control in high priority areas where disease burden constitutes a serious public health issue. The funding for actual implementation is provided mostly through co-funding from the USAID NTD control program, which supports MDAs in Burkina Faso, Niger, Uganda and most recently Tanzania.   

Throughout the SCI’s existence, advocacy has been a mainstay of its success. Persistent campaigning amongst national and international organizations and governments has led to a sea change in the profile of NTDs, schistosomiasis included. SCI in concert with other NTD control programs have tirelessly harnessed political will and turned this will into action. The World Health Assembly, an entity comprised of ministers of health of 192 countries and affiliated to the WHO as its decision-making body, has set targets against a number of NTDs. According to these resolutions, lymphatic filariasis and trachoma aim to be eliminated as a public health problem by 2020, onchocerciasis should have been tackled by annual treatments in areas of moderate to high intensity by 2010, and regular treatments of schistosomiasis and STHs of at least 75% of schoolchildren should also have been achieved by 2010.

Recent years have seen a string of official announcements and pledges aimed at combating NTDs. In 2008, the UK government announced a £50 million commitment to tackle parasitic and bacterial tropical diseases like onchocerciasis and schistosomiasis amongst other major NTDs. The SCI has received £25 million of this money for supporting MDA in 8 countries in Africa. 

In 2010, as part of the Global Health Initiative, the US government committed to a 5-year, US$450 million initiative to combat the 7 major NTDs in the developing world by integrating treatment programs for more than 300 million people in Africa, Asia, and Latin America. It is expected that the first US$65 million will be released in 2011.
In 2008, tropical diseases experts including Professor Fenwick and his colleagues called on the Group of Eight nations (G8) to establish a global financing mechanism to address the need for a more sustained global financial commitment to fight NTDs. 

Most recently, the production of the WHO’s first NTD report, "Working to overcome the global impact of neglected tropical diseases”, published in October 2010, has elevated NTDs to a new status on the international health agenda. The report presents evidence to demonstrate that activities undertaken to prevent and control NTDs are producing results, and that achievements are being recognized. In conclusion, the WHO report summarizes the issue at the heart of NTD control that these infections have a significant economic impact on the family, community and country as a whole, and result in billions of dollars of lost productivity. It explains that NTDs help to maintain poverty.

The SCI’s involvement in driving the agenda for integrated NTD control programs over the past decade has changed the outlook for NTDs worldwide. With steady progress SCI and their partners have improved lives, saved lives, increased standards of education, and raised prosperity. This report describes the steps taken by the SCI which have helped to bring public healthcare in sub-Saharan Africa to a critical mass which promises positive change for millions of the world’s poorest people. Much remains to be done, but the word ‘neglected’ in the context of tropical diseases may not hold true for much longer. SCI thanks all donors and particularly the BMGF for their support in this endeavor. 

I. Goal: Briefly articulate the goal or ultimate impact this project was designed to achieve.

The goal of the Schistosomiasis Control Initiative (SCI) is to reduce the global disease burden of Neglected Tropical Diseases (NTDs) in sub-Saharan Africa by 2015 in accordance with the United Nations Millennium Development Goals (MDGs) for sustainable poverty reduction.

At the outset, SCI’s primary aim was to develop schistosomiasis morbidity control projects in at least four sub-Saharan African countries in order to provide treatment to 15 million children and others at risk of morbidity over a period of 5 years. In addition, SCI aimed to promote sustained demand and capacity for schistosomiasis control.

SCI aimed to provide targeted financial and technical support for the development of national control programs to accelerate the implementation of schistosomiasis control in Africa. After the initial proposal, Soil Transmitted Helminth (STH) infections were also added into the program due to common co-infection between schistosomiasis and STHs and the low price of albendazole, used to treat STH infections. This support was intended to aid implementation of surveillance, treatment (aimed at reducing prevalence and intensity of infection), education, and partnerships by national programs.

In 2003, 6 countries were selected from 12 who applied. In West Africa: Mali, Burkina Faso, and Niger were selected because they all shared similar ecological settings, and agreed to work as a regional entity where appropriate; factors important to the SCI and WHO despite the different political systems. In East Africa: Uganda, Tanzania and Zambia were chosen. In addition, SCI aimed to undertake cross-national activities to address issues that transcend the boundaries of the national country programs to benefit schistosomiasis control programs worldwide. These activities included advocacy and policy change, praziquantel procurement and distribution, operational research, and communication and dissemination. 

In setting this primary goal, the SCI aimed to contribute towards poverty reduction as defined by the MDGs (goal 6: combat HIV/AIDs, malaria and other diseases). Implementation of this goal, would allow the world’s poorest populations to be healthier, develop more fully, learn more effectively, raise families, and be productive members of their communities. SCI’s goal was also aimed at contributing to the World Health Assembly resolution 54.19 set in May 2001, which urged member states to provide regular drug treatment to groups at high risk of schistosomiasis.

Furthermore, given the success of schistosomiasis treatment programs, in 2006, the SCI decided to expand its goal to developing integrated treatment programs for 7 NTDs in sub-Saharan Africa. Whereas the SCI was initially established to target a single disease, namely schistosomiasis, it was soon realized that wherever schistosomiasis was found, so too were co-infections, not only with STHs which SCI already treated but also with lymphatic filariasis (LF), onchocerciasis, and trachoma. 

Since the initial BMGF grant, the SCI has received other substantial donations (see section on ‘Leveraging resources’) but most recently the UK Government’s Department for International Development (DFID) has allocated £25 million to the SCI. With the addition of this funding to that of other generous contributors including BMGF, the SCI aims to eliminate the serious consequences of schistosomiasis from Niger and Uganda within five years. The treatment program will also expand towards national coverage in Tanzania and Zambia, and programs will begin in four new countries.

II. Objectives & Results:  Describe to what extent your project has achieved the objectives outlined in your proposal. Please state each objective and answer the following questions:

a. Briefly describe the progress made on each planned result (milestone, output or outcome). 

b.  Briefly describe any results that were not achieved according to the proposed milestones, the reasons they were not completed and the plans for carrying them out.*

c. Describe any unexpected results.*

* where absent means non-applicable

GRANT ID#: 13122      THE CONTROL OF SCHISTOSOMIASIS IN AFRICA

Objective 1
To provide assistance to selected countries with implementation of their National Schistosomiasis Control Program

a) 6 countries were selected to receive assistance from SCI for implementation of their national schistosomiasis control programs; Uganda (commenced in 2002) and Burkina Faso, Niger, Mali, Zambia and Tanzania (commenced in 2003/2004). The aim during the course of SCI assistance was to assist the local Ministries of Health and Education to complete at least 2 rounds of treatment for schistosomiasis and STH in areas of highest risk within each of the 6 countries. This aim was met by the end of 2007 for Mali, Niger, Tanzania, Uganda and Zambia, with Burkina Faso completing their treatment plan at the beginning of 2008.

Table 1. 
Treatment Numbers for Schistosomiasis and STH control within non-integrated treatment programs 2003-8; for total number of individuals treated (in millions) and total number of districts reached (expressed as % of the national total within brackets).

	
	UGANDA
	BURKINA FASO
	NIGER
	MALI
	TANZANIA
	ZAMBIA
	TOTAL

	Total # treatments delivered(millions)
	10.12
	9.59
	11.599
	5.42
	7.77
	0.80
	45.28

	Total # districts treated
	27       (48%)
	55       (100%)
	42   (100%)
	53

(90%)
	77        (61%)
	11    (15%)
	-


b) Although Zambia has successfully conducted treatment to target populations within the context of their control program, they only achieved around 25% of their original program target to treat 2 million individuals. The major challenges faced in implementing the program in Zambia were: Communication between the Zambian Bilharzia Control Program (ZBCP) and the districts and the ZBCP and SCI. In addition, communication between the two Ministries of Health and Education who were partners in the program was poor. The lack of partnership and ownership of the ministries at the central level, but especially at the district level was detrimental to the program’s success especially in reaching and treating the communities, a responsibility which was considered to fall to the MoH. Finally the lack of commitment by the government to assign full-time staff at the central level and focal persons at the district level to implement the program was considered the major obstacle to program success. 

c) The initial requirement of sensitization and advocacy was much greater than had been expected in each country due to limited knowledge on the chronic effects of schistosomiasis and STH and the affordable and safe mechanisms for treatment.
Objective 2
To develop a demand for schistosomiasis treatment and de-worming in Africa

a) The SCI aimed to demonstrate that preventive chemotherapy for schistosomiasis and STH would make a significant difference to the health of school-aged children and other at-risk populations in the short term and that these positive health effects would be sustained in the longer term. Studies conducted have suggested that treatment demand in communities has been increased by raising awareness of the disease and knowledge of control e.g. Toure et al (2008) highlighted coverage of over 90% nationwide within the control program in Burkina Faso after just 2 years of operation. In addition, demand for the continuation of treatment programs has been created within Ministries of Health and of Education in our selected countries but also within the wider African network. These countries have seen the successes achieved in other African countries and as a result have developed their own national strategies and plans. 

c) An additional result of developing demand for schistosomiasis treatment and de-worming in Africa is that significant international advocacy occurred to highlight the importance of schistosomiasis and STH control in the context of global health and integration with other diseases, thereby reducing the costs of treatment programs. As such, the integration concept of a rapid-impact package for 7 neglected tropical diseases was born. Subsequently, the demand by many countries for assistance to develop NTD programs has been high and the international donor arena has responded with actual and committed funds to support programs in the future. 

SCI was a founding member of the Global Network of Neglected Tropical Diseases (GNNTDC), and participated in the successful bid for the USAID–NTD control project.

Objective 3
To monitor and evaluate the programs and encourage operational research associated with the control programs

a) Monitoring and Evaluation 

The monitoring and evaluation of the programs aimed to ensure a health impact was achieved through schistosomiasis and STH mass treatment at a national scale and to better define and quantify this impact in terms of morbidity.

To this end:

· Extensive risk mapping for schistosomiasis in all 6 countries was completed using the most advanced spatial analytical methods available
· Standardized protocols for longitudinal monitoring of large-scale schistosomiasis control programs were developed and utilized in situ  
· Anthropometric, parasitological and morbidity data has been collected and analyzed from over 12,000 individuals 
The impact of mass treatment was observed in each country with significant reductions in prevalence and intensity of infections, and in several countries a reduction in the prevalence of anemia and morbidity associated with S. haematobium infection. Details of some of these findings can be found elsewhere in this report.

b) In sentinel sites endemic for S. haematobium in Tanzania, significant reductions in infection prevalence and intensity were achieved however, in sites endemic for S. mansoni, prevalence and intensity infection did not alter significantly after treatment (18.9% to 20.0% and 63.3 epg to 56.2 epg respectively). This was due to treatment coverage being as low as 10.1% within the sentinel schools.  The lesson learned was that advocacy and health education must be carefully planned and delivered prior to treatment.

c) Additional rather than unexpected results were that the SCI longitudinal monitoring and evaluation data analysis was also able to provide insight into the general health impact and resulting benefits of treatment within endemic settings. Such results included:

· Hookworm and S. mansoni infection are associated with the prevalence of anemia in Uganda, which is reduced following chemotherapy  (Koukounari et al 2006)
· Treatment for schistosomiasis and STH contributed to a significant reduction in anemia levels in Niger, despite the fact that anemia is associated with many factors and not schistosomiasis infection alone (Tohon et al 2008)
· Ultrasonography for monitoring purposes in large-scale treatment programs for schistosomiasis is useful, but must be interpreted with caution when used for S. mansoni morbidity assessment, as the WHO protocol for its use can overestimate the risk of associated pathology (Koukounari et al 2006)
· The impact of treatment on S. mansoni prevalence and intensity was similar to that predicted by mathematical models (Kabatereine et al 2007)
a) Operational Research 

The Schistosomiasis Research Program was established, initially within Harvard University and laterally within the Danish Bilharziasis Laboratory DBL-Institute for Health Research and Development, to provide funding to in-country operational research investigations. Studies were chosen by a peer review panel and those selected for awards included:
· The role of women of reproductive age in schistosomiasis transmission and control in Burkina Faso
· The evaluation of diagnostic qualities of urine based schistosomiasis test strips in the diagnosis of S. mansoni in endemic areas of Kenya
· The impact of iron supplementation on S. haematobium and STH infection in school children in Zambia
· The role of non-formal schools in national schistosomiasis and STH control programs in Uganda
· The use of community-based volunteers to reach non-enrolled school-aged children through community-directed treatment for schistosomiasis in Ghana
· The cost-effectiveness, integration and sustainability of schistosomiasis control in Uganda
· An assessment of anemia attributable to schistosomiasis  in school children in Kenya
· Costing study of two different strategies for delivering schistosomiasis and STH treatment in Niger
Publications

SCI staff and African collaborators were encouraged to publish their work and over 100 peer-reviewed papers have been published. SCI staff and African program managers have regularly presented results at international conferences.

GRANT ID#: 36202    THE EVALUATION OF INTEGRATED CONTROL OF NEGLECTED TROPICAL DISEASES IN AFRICA

Objective 1
To complete the rounds of treatment in 6 selected countries and follow previously examined cohorts of children and adults to demonstrate the effect of treatment on prevalence, intensity and morbidity
a) This objective to complete the schistosomiasis and STH treatments prior to the inception of integrated programs in each country was achieved in early 2008 and resulted in the accumulative total of 45,280,000 treatments being distributed, as broken down in Table 1. The monitoring and surveillance activities linked to these treatment campaigns were completed shortly after, with the data being analyzed and published in peer-reviewed journals. 

Objective 2  
Partner collaboration strategy developed, and detailed national and district plans prepared (integrated ‘Health Package’)

a) NTD strategic meetings with technical committees were held within countries to design strategies to encompass treatment for all targeted diseases. NTD Task Forces (Burkina Faso and Niger) and an NTD Secretariat (Uganda) were established with the Ministries of Health to ensure clear communication and coordination procedures between all existing ‘stand-alone’ control programs to enable successful implementation. Subsequently, national plans for Burkina Faso, Niger and Uganda were developed between November 2006 and February 2007. This was possible because of the high level of collaboration already developed in those countries, both with the Ministries of Health and with partners working on other control programs. Detailed national integration work plans for Burkina Faso, Niger and Uganda are available upon request. 

Situational and stakeholder analyses were conducted within the countries and implementation plans developed to commence treatment at the district level. In Niger, one national and 4 regional evaluation workshops were held in July 2008. Attendees included WHO representatives, Ministry of Health and Education representatives, district and regional health and education officials, vertical disease control program managers, local and international NGO representatives and several other stakeholders. 

b) A national plan for Tanzania was developed during 2007 by the Ministry of Health and Social Welfare in collaboration with all stakeholders as part of their initial unsuccessful bid to the USAID NTD program. As Tanzania was not the recipient of international funding towards NTD control activities, establishing an NTD program was slow to commence. However USAID and the African Programme for Onchocerciasis Control (APOC) have now been working with the Ministry since 2009 to develop and implement integrated NTD control and to expand previous control efforts in the country. Tanzania will also benefit from the UK’s DFID, grant.
Objective 3
Implementation of Integrated Interventions - the “Health Package”

a) Implementation of the integrated ‘Health Package’ has been possible in Niger, Burkina Faso, Tanzania and Uganda largely through USAID NTD funding but also with other partners. This funding has allowed the introduction of mass treatment for diseases which were not previously covered in several countries e.g. trachoma in Uganda and lymphatic filariasis in Niger. These have been integrated with the scale-up of existing mass treatment programs. 

Table 2. 
Treatment numbers in integrated NTD treatment 2008 – 2010 (millions)
	
	Burkina Faso
	Niger
	Uganda

	
	2008
	2009
	2010
	2008
	2009
	2010
	2008
	2009
	2010

	Schistosomiasis
	3.5
	2.9
	4.7 
	1.3
	1.7 
	3.0
	2.4
	3.2
	1.5*

	Lymphatic Filariasis
	7.4
	12.0
	12.3 
	3.8
	5.2
	7.5
	7.9
	8.9
	5.5*

	Soil-transmitted Helminths
	7.4
	12.0
	12.3 
	3.9
	9.3
	7.8
	9.8
	7.7
	4.5*

	Trachoma
	1.0
	3.4
	4.3 
	5.7
	7.5
	3.1
	2.2
	2.5
	1.9*

	Onchocerciasis
	0.2
	0.10
	0.14 
	n/a
	n/a
	n/a
	2.1
	3.6
	1.9*

	Total Treatments
	19.3
	12.4
	12.6
	14.8
	8.3
	12.1
	24.4
	25.9
	15.3


* All districts have not fully reported for Nov 2010 treatment

b) As a result of USAID NTD funds for implementation of integrated NTD control programs in the previously mentioned countries it was agreed with the BMGF that the funds allocated for this purpose under the grant #36202 would be used to expand the monitoring and evaluation and operational research activities.

Objective 4
Monitoring and Evaluation Plan developed and implemented

a) SCI, in collaboration with senior international epidemiologists and in-country scientists and technicians, developed a Monitoring and Evaluation protocol to assess disease burden in relation to integrated NTD treatment. The first protocol was developed for Uganda and subsequently modified for Burkina Faso and Niger. Modifications were based on disease epidemiology, geography, feasibility and treatment history. Country-specific protocols are available on request. 

The MoH assisted by WHO, USAID, Liverpool CNTD, and SCI, are all helping to develop an NTD control program in Tanzania. The National Institute for Medical Research in Tanzania is leading the monitoring and evaluation of their NTD program. SCI provided technical assistance and participated in the working sessions to develop their independent Monitoring and Evaluation protocol which draws on the key components of the overall SCI protocol. Training for data collection has been conducted and baseline data collection has taken place in one of the 5 regions targeted for integrated treatment, although the results have not yet been analyzed.

Baseline data for Uganda, Niger and Tanzania has been collected and analyzed. Two years of follow-up data have also been collected in each country are currently being entered, analyzed and prepared for the final grant report. The key areas investigated are:

· Measuring the reduction of overall prevalence, intensity and transmission of NTDs

· Effects of treatment on co-infections of NTDs

· The extent to which integrated control programs produce measurable effects on improved nutritional status, reduced morbidity, and improved school attendance
· Impact of integrated control programs on knowledge, attitudes and practices of decision makers, health care professionals and target populations 
· Comparative costing analysis between integrated and vertical control programs 

· The role and work burden of the Community Medicine Distributor in the integrated control programs
· Statistical and mathematical modeling techniques to quantify and evaluate different treatment strategies and relate these to health indicators and cost analysis (baseline data used to prepare predictive model)

Peer-reviewed publications from all countries continue to be prepared and have appeared in press; and have been presented in national and international forums at relevant NTD meetings.

b) The use of Demographic Surveillance Systems to evaluate the long-term impact of improved health on wealth-creation in poor communities was cancelled due to issues surrounding logistics and feasibility. 

Objective 5
Apply evidence to motivate change in policies of neglected tropical disease control
Due to the success of the integrated NTD programs in each of Burkina Faso, Niger and Uganda, significant progress has been made towards Objective 5. 

· The Minister of Health in Burkina Faso has been the West and Central Africa regional representative on the Global Fund’s Board and he continued to advocate with Global Fund partners to include NTD control in the Global Fund mandate.

· The Government of Burkina Faso is committed to providing funding, drugs and resources (provision of meeting rooms, vehicles etc) on an annual basis to support the NTD program.
· The Minister of Health in Niger made an NTD budget line available for the 2009 NTD treatment in Niger to ensure expansion into three new regions and achieve national coverage.

· The Ministry of Health and Social Welfare in Tanzania created an NTD budget line for the 2008/09 financial year.

· The MoH in Uganda has restructured their Child Health Days Plus to include NTD control and provided in-kind resources (office space, storage, personnel equipment etc) to the NTD program.

III. Accomplishments:  List your top 5 accomplishments for this project

1) SCI activities have reduced suffering which is directly and indirectly related to schistosomiasis and STH infections in approximately 45 million children and adults in sub-Saharan Africa. The successful implementation of SCI programs in Burkina Faso, Niger, Mali, Uganda, Tanzania and Zambia in so many million individuals demonstrates, for the first time, that an NTD control program on this scale is feasible. Previous to the SCI, only small-scale projects had been conducted. The extent of the SCI’s reach has been the product of dedicated advocacy, in country political commitment and capacity, the wide availability of inexpensive medication and valuable international grants and donations. The SCI program may illustrate to other resource-poor countries in Africa that the key to disease control may lie in political commitment and combining governmental, school and community resources. 
Table 1 Summary Treatment Numbers for Schistosomiasis and STH control within non-integrated treatment programs 2003-8 (in millions)

	
	UGANDA
	B-FASO
	NIGER
	MALI
	TANZANIA
	ZAMBIA
	TOTAL

	Total
	10.12
	9.59
	11.59
	5.42
	7.77
	0.80
	45.28


Cumulative Total Treatments: 45,280,000. Treatment in Uganda and Niger in 2008 was through the integrated NTD program

Relevant papers: 
Garba A, et al (2006) Implementation of national schistosomiasis control programmes in West Africa. Trends Parasitol. 22:322-6. 

Kabatereine N, et al (2006) The control of schistosomiasis and soil-transmitted helminths in East Africa. Trends Parasitol 22:332-339

Fenwick A, et al (2009) The Schistosomiasis Control Initiative (SCI): rationale, development and implementation from 2002-2008. Parasitology. 136:1719-30
2) Established 6 national schistosomiasis/STH control programs within the Ministries of Health, and made a substantial contribution to the development of integrated NTD programs, the ‘Health package’, in sub-Saharan Africa. The original 6 countries were the first sub-Saharan African countries to implement control for schistosomiasis/STH using WHO guidelines at national, or nearly national scale. The more recent integration of NTD programs has benefited from the encouragement and support of organizations such as the WHO, the BMGF, USAID, and drug donations by the pharmaceutical industry. Collaboration with other NTD control organizations has been essential to the ongoing realization of this accomplishment. Results of four such programs to date, namely Niger, Burkina Faso, Uganda and Tanzania demonstrate that integration is a technically feasible, immediate, visibly powerful and highly cost-effective to combat NTD control in high priority areas where disease burden constitutes a serious public health issue.

3) Education and training. Information is available under Impact 3.  

4) Engagement in advocacy. Advocacy is a thread which runs throughout the overall SCI program from start-up to the present day. At the top end, advocacy has harnessed political will and turned this into commitment and action whether to obtain buy-in from national governments for the original 6 country schistosomiasis/STH programs or for establishing integrated NTD programs. These projects would have been impossible without the positive support of African governments and the resulting commitments of ministries, districts and communities further along the chain of implementation. Successful advocacy has also been demonstrated at the international level with organizations such as WHO, and donors such as BMGF, Geneva Global, USAID, and the pharmaceutical industry. Other notable efforts of advocacy include various documentaries, the Survival and Kill or Cure series for national and international television and radio, online, and print articles; educational and training CD on schistosomiasis in partnership with the Wellcome Trust; sponsored charity events for NTDs; and the  50 pence ‘Life Change Appeal’ to fundraise for NTD treatment. 

5) SCI research has and continues to make a substantial contribution towards the pool of new operational research which will ultimately feed into policy and strategy development, implementation planning, administration, tools and techniques, monitoring and evaluation and scaling up of NTD control programs, to deliver maximum return in terms of reducing morbidity and improving lives. The following paragraphs illustrate three disciplines where research by SCI has contributed to field of epidemiology and control of infectious diseases.

Mapping – SCI has achieved the mapping of schistosomiasis and STH in more than 6 countries using a geographical information system (GIS) linked to spatial information on climate, elevation, and proximity to large perennial water-bodies, and has thus contributed extensively to the knowledge base for the spatial distribution of these diseases in sub-Saharan Africa.Futhermore, SCI and its partners have developed and used new techniques for more accurate and inexpensive mapping. For example, statistically robust Bayesian geostatistical models were used to predict prevalence and intensity of infection across the SCI-supported control program areas as a region in West Africa encompassing Burkina Faso, Mali and Niger, and alongside self-reported morbidity in Tanzania. This has enabled more efficient allocation of national control program resources by focusing attention on high prevalence and intensity clusters within each. To our knowledge, the SCI-supported programs are the first to invest in such extensive datasets for the purposes of mapping NTDs and the first to implement Bayesian geostatistical methods to facilitate the planning of real-world, large-scale disease control. The Uganda control program is unique in its use of the Lot Quality Assurance Sampling (LQAS) method to carry out a nationwide rapid mapping evaluation of S. mansoni in the country. The method was first used to assess its validity in classifying schools, according to S. mansoni prevalence, in Uganda in 2004. The study showed that the technique was both a valid and cost-effective method to assess the distribution of the infection and thus where treatment should be targeted. 

Monitoring for Drug Resistance - The SCI supported implementation of mass anti-schistosomal chemotherapy could be expected to lead to intensive and prolonged new selection pressures on the parasite, including, but not exclusive to, that for drug resistant parasites. Therefore, working closely in association with in-country control programs, SCI has aimed from the outset, to monitor praziquantel efficacy, and genetically and phenotypically characterize S. mansoni (and more recently also S. haematobium) before, during and after treatment in identifiable cohorts of children. These children are being treated under national programs and thus this has been the first opportunity to measure for drug resistance under these circumstances. In a study carried out in Tanzania results showed that even a single round of treatment produced a genetic bottleneck with reductions in genetic diversity of S. mansoni. Phylogenetic analyses and indices of population differentiation were also able to distinguish re-infection from non-clearance (that might indicate putatively resistant parasites) from within those children infected at both baseline and follow-up. Such unique results illustrate the importance of genetic monitoring and examination of long lived multi-cellular parasites such as these under novel or increased chemotherapeutic selective pressures.

Mathematical Modelling - In a study using longitudinal parasitological data collected over 3 rounds of praziquantel treatment from locations with different baseline endemicity levels in Uganda, an age-structured mathematical model was fit to the data to estimate changes in the Force of Infection (FOI) caused by mass treatment. The study represents one of the first attempts to monitor reductions in the FOI within a large-scale mass treatment schistosomiasis morbidity control program in sub-Saharan Africa. The results indicate that the SCI, as a model for other MDA programs, is likely exerting a significant ancillary impact on reducing transmission within the community, and may provide health benefits to those who do not receive treatment. The results obtained will have implications for evaluating the cost-effectiveness of schistosomiasis control programs and the design of monitoring and evaluation approaches in general.

Other important research findings that are reported more fully elsewhere in the report are, costing and cost-effectiveness of programs; knowledge, attitudes and practices of target populations; change in prevalence and intensity of infection; and reductions in schistosomiasis and STH-related morbidity.

Relevant papers:

Clements, ACA, et al (2008). Mapping the probability of schistosomiasis and associated uncertainty, West Africa. Emerging Infectious Diseases 14:1629–1632.

Clements, ACA, et al (2006). Bayesian spatial analysis and disease mapping: tools to enhance planning and implementation of a schistosomiasis control programme in Tanzania. Tropical Medicine and International Health 11:490–503

Brooker S, et al (2005) Rapid assessment of Schistosoma mansoni; the validity applicability and cost effectiveness of the Lot Quality Assurance Sampling method in Uganda. Trop Med Int Health, 10:647–658.

Norton AJ, et al (2010) Genetic consequences of mass human chemotherapy for Schistosoma mansoni: population structure pre- and post-praziquantel treatment in Tanzania. Am J Trop Med Hyg. 83:951-7.

French MD, et al (2010) Observed reductions in Schistosoma mansoni transmission from large-scale administration of praziquantel in Uganda: a mathematical modelling study. PLoS Negl Trop Dis. 23;4:e897.

IV. Impact:  Describe what impact you believe the project had.  Please provide evidence for all statements.
1) Lowered prevalence and intensity of schistosomiasis in Burkina Faso, Niger, Mali, Uganda, and Tanzania. Schistosomiasis/STH-related anemia has also shown significant reduction. Monitoring and evaluation studies have recorded prevalence, intensity and direct and in-direct indicators of schistosome and STH-related morbidity in cohorts of children and adults of schistosomiasis at baseline and at one, 2, 3 or 4 years of follow-up. The results of these studies have added significantly to the knowledge of impact and cost-effectiveness of large scale community drug treatments. The following graphs show a representation of the impact of mass treatment on prevalence and intensity of infection in Burkina Faso and Uganda.

Figure 1. Reduction in intensity of S. haematobium infection in Burkinabé children 
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Figure 2. Reduction in intensity of infection of S. mansoni infection in Ugandan children 
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Monitoring the efforts of the treatment programs carried out by SCI and their partners at the Ministries of Health have aimed to better define the impact of mass treatment on children's health, and in particular upon morbidity, and to quantify the specific benefits of mass treatment in schistosomiasis endemic settings. Monitoring data collected in Uganda to evaluate the relationship between S. mansoni and hookworm infection, anemia and mass treatment suggested that children heavily infected with S. mansoni or hookworm had significantly lower haemoglobin counts at baseline compared to those who were not infected. However, at least among those children anemic at the baseline survey, a significant increase in hemoglobin counts was recorded post-treatment. Thus identifying that S. mansoni and hookworm are indeed associated with anemia, which is reduced following chemotherapy. Figure 3 illustrates prevalence of anemia by region in schoolchildren during 4 years of study. In Niger, a detailed analysis was performed on anemia before and after one treatment round, which suggests that the high prevalence of anemia in children from Niger is clearly a result of many factors (e.g. malaria and malnutrition) and not of schistosomiasis alone. Nevertheless, treatment of schistosomiasis and de-worming certainly contributed to the significant reduction of anemia in schoolchildren seen after the first treatment. A similar relationship between the reduction of S. haematobium and anemia was seen in Burkina Faso.

Figure 3. Reduction in prevalence of anemia in Ugandan children
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Relevant papers:

Koukounari A,.et al (2006) Morbidity indicators of Schistosoma mansoni: relationship between infection and anemia in Ugandan schoolchildren before and after praziquantel and albendazole chemotherapy. Am J Trop Med Hyg.;75:278-86.

Koukounari, A., et al (2007)Schistosoma haematobium Infection and Morbidity Before and After Large-Scale Administration of Praziquantel in Burkina Faso. Journal of Infectious Diseases 196:659–669
Kabatereine, N. B., Brooker, S., et al (2007). Impact of a national helminth control programme on infection and morbidity in Ugandan schoolchildren. Bulletin of the World Health Organisation 85:91–99

Tohon, Z.et al (2008). Controlling schistosomiasis: significant decrease of anaemia prevalence one year after a single dose of praziquantel in Nigerian schoolchildren. PLoS Neglected Tropical Diseases 2, e241
2) SCI has demonstrated that wide-scale treatment of large numbers of schoolchildren and communities for worm diseases is cost-effective. Research conducted by the SCI and partners has shown that average costs decreased with increasing total number of children treated in each district, indicating the existence of economies of scale as the SCI treatment program was rolled-out.

Average cost of treatment for schistosomiasis and STH in a school-aged child was found to be US$ 0.54 and $0.32 in Uganda and Burkina Faso, respectively, and the cost-effectiveness was US$ 3.19 per case of anemia averted in Uganda. Furthermore, preliminary analysis of the financial and economic costs of integrated NTD control programs in Uganda and Niger identify the cost per person treated to be less than $0.50 which reveals cost savings and efficiencies gained under the integrated control strategy in comparison to the schistosomiasis programs in both countries.
Relevant Papers:

Brooker S; et al (2008) Cost and cost-effectiveness of nationwide school-based helminth control in Uganda: intra-country variation and effects of scaling up. Health Policy Plan. 23:24-35. 

Gabrielli AF, et al. (2006) A combined school- and community-based campaign targeting all school-age children of Burkina Faso against schistosomiasis and soil-transmitted helminthiasis: performance, financial costs and implications for sustainability. Acta Tropica 99:234-42.
3) Increased in-country capacity and sustainability of programs.  SCI has developed and built upon existing in-country capacity through partnership between national ministries of health and education, district health officers, teachers and community drug distributors. SCI has aimed to ensure that district health officers and their assistants receive specific training which covers schistosomiasis, STH and other NTDs, through extensive training workshops (financial, advocacy, reporting, and health education) and hands-on training during program implementation. This has not only created increased awareness about the diseases affecting them in their districts but also empowered communities by giving them the knowledge and the tools (dose poles and drugs) to safely and effectively treat themselves. With each annual treatment these messages and skills have been reinforced.

At a national level, SCI also works in collaboration with MoH staff and scientists and has endeavored to build skills in the epidemiology and control of the NTDs. In West Africa regional workshops were held at program inception which trained ultrasonographers in the detection of schistosomiasis-related morbidity using the 2000 WHO protocol (Ultrasound in Schistosomiasis: A Practical Guide to the Standardized Use of Ultrasonography for the Assessment of Schistosomiasis-Related Morbidity) and in the use of GIS technology for the mapping of disease distribution. Similar workshops were also held in East Africa. In Uganda scientists, laboratory technicians & research assistants at the Vector Control Division (MoH) have trained in and conducted studies using new diagnostic techniques (CCA dipsticks), electronic data capturing technology, qualitative research techniques (semi-structured interviews and focus-groups discussion), economic evaluation methodology and others. 

By ensuring that local personnel are trained and understand the importance of their roles, continued high standards are more likely in the long run.  Sustainability underwrites all SCI-related healthcare activities across participating countries enabling local Ministry of Health staff to deliver, administer, monitor and evaluate treatments on a wide scale.

Relevant Papers

Fenwick A, et al (2009) The Schistosomiasis Control Initiative (SCI): rationale, development and implementation from 2002-2008. Parasitology. 136:1719-30
Fleming FM,et al. (2009) Process evaluation of schistosomiasis control in Uganda, 2003 to 2006: perceptions, attitudes and constraints of a national programme. Parasitology. 136:1759-69. 

Kabatereine NB, et al (2006). Progress towards country-wide control of schistosomiasis and soil-transmitted helminthiasis in Uganda. Transactions of the Royal Society of Tropical Medicine and Hygiene 100:208-215
Gabrielli AF, et al (2006) A combined school- and community-based campaign targeting all school-age children of Burkina Faso against schistosomiasis and soil-transmitted helminthiasis: performance, financial costs and implications for sustainability. Acta Trop. 99:234-42. 

4) SCI has contributed to the raised profile of NTDs, including schistosomiasis, both internationally and nationally and increased the allocation of resources dedicated to treatment.  This is evidenced by their inclusion on national and international health agendas, new policies and resource commitments made by governments of wealthy countries, African governments and other relevant organizations worldwide. Prior to the activities of the SCI in collaboration with other NTD control organizations, NTDs lived up to their name. These diseases paled into insignificance next to HIV, malaria and tuberculosis. Today, NTDs have secured a place on the international disease agenda. 

· WHO’s first NTD report, "Working to overcome the global impact of neglected tropical diseases” was published in October 2010
· In 2009, US President Barack Obama announced the Global Health Initiative (GHI), with emphasis on NTDs. The FY 2011 State/Foreign Operations Appropriations bill was passed by the Senate Appropriations Committee in July 2010 and included up to $100 million for NTDs.
· Other donations and funding commitments made as a result of raising the profile of NTDs include the UK Government’s Department for International Development (DFID) contribution of £25 million to the SCI, USAID commitment of US$450 to NTDs, Geneva Global donation of US$8.9 million.

· African governments have recognized the importance of treating NTDs. NTDs are now considered significant enough that relevant governments have allocated health budgets to tackling these diseases and have NTD control departments. Please see section II.4 for evidence of African ministers and commitment to NTD control. 

5) SCI research has and continues to make a substantial contribution towards the pool of new operational research. This has had a significant impact on strategy and implementation. More detail is available under III.5 ‘Accomplishments’.

V. Lessons Learned:  What worked well and what did not? How have the outputs of this grant fed into your planning for future activities?  What recommendations do you have for other organizations attempting similar efforts?   These should be both project specific as well as broader lessons (i.e. best practices, cultural messages/attitudes, etc.)  How will these lessons be disseminated to the public?

Activities/initiatives which worked well 
· Working directly with country governments through their MoH personnel rather than creating a parallel system has ensured country ownership and pride in achievements through the program, and led to policy changes as well as budgetary support, if often limited, which did not exist previously.

· When good treatment coverage is sustained in communities and the effects of treatment in terms of health benefits (reduced stomach cramping, diarrhea, tiredness and ascites) are witnessed, communities are further encouraged to attend MDAs and receive free treatment, even those who have previously refused or been uninterested. 

· Ensuring that individuals responsible for distributing the relevant drugs in schools and communities have been elected by their communities, which translates into trust in the program.

· Building the capacity of the program implementers by increasing their knowledge and skills (from national to community) has been invaluable and led to reinvestment of the individual’s time in the program even if remuneration was not always available.

· Allowing flexibility within program design according to country needs. Each program takes a lead in how schistosomiasis/STH/NTD control should operate, allowing for WHO guidelines, in their country.

· Where possible, SCI has had successful collaborations with the implementation and distribution of other campaigns e.g. Child Health Days in Uganda, which has increased awareness and coverage of programs in addition to saving costs.

· Convening all in-country program managers for an annual review to share experiences, successes, challenges and lessons learned and way forward. Everyone gains from this experience and many ideas have been shared and generated and led to improvements in program delivery.

· Strong advocacy and sensitization, without which a program will succeed or fail 

· By giving albendazole at the same time as praziquantel, more people were encouraged to take the treatment because albendazole is felt to have more immediate health benefits and tastes better. In areas undergoing trachoma treatment in their integrated NTD program, it is most beneficial to give azithromycin (broad-spectrum antibiotic) as the final of a number of medications, because communities are more enthusiastic about taking this treatment. 

· Engaging the interest and commitment of the Minister of Health has proved indispensable. 

· Parallel commitment and professionalism at all levels within the national health systems, has been necessary.

· Drug supply is best controlled from outside countries. This provides greater control of finances, manages the market, and facilitates timely delivery in the most effective way possible, so as to keep prices low.

· With the growth of large scale integrated NTD programs, managing drug delivery will become even more critical. Collaboration with donor pharmaceutical companies will require new kinds of skill, particularly for in-country managers. 


Activities /initiatives which have not worked as well and require thoughtful planning for the future 

· In Zambia, where the government did not assign either a full-time staff member from the MoH or the MoE the program failed to thrive. This was because those that were assigned to the schistosomiasis/STH program on a part-time basis never gave it their full attention and it was never a priority. The lack of commitment and ownership of the program at the national level fed down to the lower levels and the program was never implemented successfully to its full potential.

· Where advocacy and local sensitization is weaker, communities were more resistant to treatment and were more suspicious of ‘free treatment’. For the same reason, individuals are often unaware that they should eat before taking praziquantel and thus side-effects can be worse.

·  Although community drug distributors and teachers are asked to participate in the program under the ‘spirit of volunteerism’ and largely realize it is unpaid, they require a contribution of some sort which will give them an identity defining them as part of the program, for example, a t-shirt, badge, or certificate.

·  During integration of NTD control programs where there have been several well established programs already in existence, and new funding is being used, there is a need for clear communication and agreement on everyone’s objectives and the integration process. 

· Frequent staff changes in the MoH in some countries has been problematic, involving staff time in order to maintain the necessary level of political support.

· The challenges first raised regarding vertical control programs working as an integrated unit within countries have gradually been resolved. The benefits of working as a group have been made evident and the lessons learned throughout the first and second years of implementation have ensured that communication efforts are now prioritized by all partners. 

VI. Challenges: Discuss how you addressed both anticipated and unanticipated challenges in the course of the project. Was/is there anything the foundation could have done to assist you with these challenges?

Ensuring effective drug procurement and distribution: One key to the success of the overall SCI program from the beginning to the present day has been the availability of the inexpensive and effective drug praziquantel to treat schistosomiasis. Between 1980 and 2000, the price fell from US$4 to US$1 per treatment and this triggered the start of the SCI, making an effective treatment an economically feasible option to millions.
However, the challenge then lay in creating an operational market with multiple producers bidding for government tenders in a difficult marketplace. SCI aimed to assure good quality, low prices, and continuing supply to government run disease-control programs. In order to realize this ambition, the SCI implemented a six-point plan. This addressed procurement, collaboration, information, registration, local formulation, and donation. In this way, SCI strategically shaped the market for praziquantel in Africa and stimulated competition among different companies.

In addition to generous drug donations from Medpharm, SCI contributed significantly to changing mechanisms for drug procurement by African governments. Bona fide tendering processes were introduced, open competition encouraged, drug registration schemes expanded allowing wider scale purchasing. These mechanisms all drove drug prices downwards.

SCI has also encouraged local production of praziquantel thus contributing to improvement in local economies. It also engineered a way of using funds donated for drugs without suppressing the African market. MedPharm used donated funds to purchase praziquantel formulated in Africa by local companies.

Overcoming misinformation and cultural resistance: Schistosomiasis, in particular S. mansoni (unlike the red urine associated with S. haematobium) is asymptomatic for the majority of the time, despite long-term damage being done. As such, some local communities have asked why they need to take medication at all. Skepticism towards outsiders, especially from the North bringing medical interventions is common. For example, some people fear the drugs are a form of contraception or that they damage rather than help, especially if side effects are experienced yet the disease itself is asymptomatic.

An example of an unanticipated challenge relating to this came from the first MDA in Tanzania. Overall prevalence and intensity of infection did not change significantly after treatment. Prevalence actually increased slightly from 18.9% to 20% and intensity of infection changed from 63.3 epg to 56.2 epg. This was due to the fact that treatment coverage was less than 10%.

Some children also experienced side-effects and were admitted to hospital. The situation escalated once Tanzanian newspapers published misleading statements, which created more fear and panic amongst the community. It emerged that the sensitization designed to familiarize the children with the MDA prior to treatment had not been conducted. The district health team had had their attention diverted to the presidential election campaign. Doctors and other medical staff were also on strike. 

Antipathy to treatment: Considerable variation was found between two study sites during research to assess the impact of integrated control programs on knowledge, attitudes and practices of target populations. Importantly, widespread local antipathy to treatment recorded in 2005 had diminished by 2008 due to empirical observations made by local people of what had happened to those individuals who had taken schistosomiasis medication in 2004 and 2005. This is a factor that helps explain any increased take-up of drugs among adults in subsequent years. 

Ensuring teachers understand the importance of school-based MDAs: Regarding integrated NTD treatments, there were considerable variations in teachers’ understandings of the rationale for school-based NTD treatment both within and between study sites. Some reticence in supporting MDAs in certain areas was anticipated. 

Some teachers delivering the drugs had been well-informed by MoH staff about the targeted diseases and the medicines they were giving to their pupils. However, at other schools, it was observed on several occasions that the incorrect health education materials were used during treatment (i.e. for a different NTD) and on others that neither the pupils nor the teachers themselves understood the information that had been provided. 

VII: Sustainability: If the grant activities are to continue how will they be sustained?
A core tenet of the SCI vision has always been to ensure that activities are conducted in a way that promotes sustainability, ideally if funding is continued, but also to minimize any negative impact on disease control if funding is discontinued. 

One solid way the SCI has encouraged sustainability is through strategically strengthening existing national control programs, where possible. Drug treatment has been one important strand of SCI activity but it has also focussed on ensuring that communities and governments understand the reasons why control is important and why it can improve their health and their lives more extensively in terms of education, daily life and socio-economic prospects. 

Also, the SCI has aimed to ensure support at a senior governmental level within countries and in donor countries amongst national health professionals, decision-makers and international organisations. 

SCI has also created demand for ongoing treatment, which is essential to stop the disease from escalating again. During mobilization sessions, program managers and other health educators have emphasized the necessity to attend MDAs annually to keep worm levels low, to both limit damage to individual health and reduce transmission.

SCI has promoted sustainability through ensuring that the core STEP program elements are adhered to. These include Surveillance, Treatment, Education and Partnership. SCI strategy has always been to target investment at the costs of setting up and integrating the systems necessary to support the STEP components and to build the capacity of national and local organizations to manage those systems. For example, in-country leads have always been chosen from existing local MoH or MoE staff thus building on valuable existing knowledge and networks. Disease control systems have been designed so that the resources required to continue control activities should be within the means of the participating countries' Ministries of Health. 

For example, by utilizing and building in-country capacity, the means and resources are integrated into the knowledge and experience infrastructure of the country which can be drawn upon independently, if necessary. Efforts have also aimed to ensure continual demand for services by policy-makers and local communities.

Despite aiming to ensure countries draw on their own resources if possible, SCI has continually sought new donors to try and ensure funding streams do not stagnate thus aiming to provide the best disease control measures possible. Since the generous BMGF US$32 million grant in 2001, SCI has secured total funds exceeding US$42 million (not including US$22.5 million from DFID for drug procurement) Currently, funds secured on the success of the BMGF funded activities should ensure integrated NTD control in 5 of the original 6 countries (Burkina Faso, Mali, Niger, Uganda, Tanzania) plus Burundi and Rwanda thanks to support from donor, Legatum. Zambia, Malawi, Mozambique, Liberia and Cote D’Ivoire will all benefit from the DFID award
VIII. Other Sources of Project Support: If the project received support from other donors please use the following chart to provide the name of the donor, the amount received, the percentage of the project funded by the donation, and whether the funds are committed or potential.  If the support is in-kind, describe the type of support below the chart.

BMGF has championed the global advocacy of NTDs, following which several foundations and bilateral donors have increased resources for NTD control. As a result of financial support from BMGF, the SCI have leveraged additional funds for both schistosomiasis and integrated NTD control.  The SCI has attracted funding from USAID ($17.0 million as a sub-grantee for RTI’s NTD program) and GNNTDC ($2.22 million), in addition to numerous smaller donations. More recently SCI has received support from DFID for schistosomiasis control (£25 million), and research through SCORE ($2.31 million) funded by BMGF, through the University of Georgia.  In the light of the support received by SCI from BMGF, the goal of both DFID and SCORE is to build on advances made between 2001-2010 to focus future schistosomiasis control in high endemic “hot spots”, and ultimately aim to eliminate schistosomiasis.    
Report all amounts in U.S. dollars.
	Donor
	Amount ($)
	Received or Potential

	BMGF 1
	32,575,245
	Received

	BMGF 2
	9,975,810
	Received

	Rockhopper
	5,009,067
	Received

	RTI Y1 to Y4
	16,427,184
	Received

	RTI Y5
	294,000
	potential 2011

	GNNTDC-Geneva Global - Rwanda Burundi
	1,899,132
	Received

	Paine private donation Tanzania Ukerewe
	500,000
	Received

	GNNTDC Uganda islands
	85,000
	Received

	Gates Zambia conference
	47,616
	Received

	Allan Lewis
	30,000
	Received

	SCORE
	909,899
	potential 2011

	SCORE
	909,899
	potential 2011

	SCORE Uganda
	459,316
	potential 2011

	SCORE
	27,400
	Received

	GNNTDC Yemen
	220,000
	Received

	
	
	

	DFID
	14,836,575
	Received

	DFID Crown Agent PZQ procurement
	23,485,500
	 Received

	
	
	

	Other
	
	

	Wellcome trust 
	46,971
	Received

	IC Trust
	107,770
	Received

	GNNTDC Uganda islands
	100,000
	potential 2011

	GNNTDC Yemen
	100,000
	potential 2011

	
	
	

	Total USD
	108,046,384
	

	
	
	

	Total excl BMGF 1
	75,471,139


	

	Total excl BMGF 1 & 2
	65,495,329


	


IX. Budget Variances:  Please describe variances that exceed 10% in either direction in any total cost category (i.e. Direct FTE, Direct Travel, etc.) for the entire project period. Please report on any interest earned on foundation funds during this reporting period as well as any remaining unexpended funds.

Here we report on the agreed 12 month no cost extension: 

Total Requested Amount (US $)1: $1,200,005 
Date: 1 June 2010 - 31 May 2011
	Budget Line Items
	Year 1
	% of Total
	Total Expense GBP 

1 June 2010 to 26 Nov 2010
	Total Expense USD* 

1 June 2010 to 26 Nov 2010
	Variance USD
	Variance %

	Total Personnel
	795,000
	66%
	248,932
	382,805
	412,194
	51.85%

	Total Fringe Benefits
	159,000
	13%
	 
	 
	159,000
	100.00%

	Total Travel
	68,500
	6%
	38,718
	59,541
	8,958
	13.08%

	Total Consultants
	0.00
	0%
	153,625
	236,244
	-236,244
	 

	Supplies
	 
	 
	 
	 
	 
	 

	Medical and Laboratory
	13,800
	1%
	138,003
	212,220
	-198,420
	-1437.83%

	Other Supplies
	30,750.00
	3%
	3,478
	5,349
	25,400
	82.60%

	Subtotal of Modified Direct Costs
	1,067,050
	 
	582,758
	896,160
	170,889
	16.02%

	Indirect Costs on Modified Direct Costs
	106,705
	-
	58,275
	89,616
	17,088
	16.02%

	Subtotal of Modified Direct Costs and Indirect Costs
	1,173,755
	 
	641,034
	985,776
	187,978
	16.02%

	Total Equipment
	26,250
	2%
	4,291
	6,599
	19,650
	74.86%

	Total Direct Costs
	1,093,300
	91%
	587,050
	902,760
	190,539
	17.43%

	Total Indirect Costs
	106,705
	9%
	58,275
	89,616
	17,088
	16.02%

	Grand Total Costs 
	1,200,005
	100%
	645,326
	992,376
	207,628
	17.30%


 
X. Global Access: In terms of reporting new inventions, you may want to check with your legal counsel regarding whether this report itself may constitute disclosure that could adversely affect your ability to obtain IP protection that you (or any of your collaborators) intend to pursue.  If so, you should contact your Program Officer to decide how best to respond to this section.

Not applicable – no new inventions were attempted

Questionnaire: Please provide answers to the following questions.  Indicate Yes or No on each question with an “X” to the column.
	
	
	YES 
	NO

	1. 
	Has the membership of your collaboration changed since last reported?
	
	X

	
	If yes, please briefly describe.

	
	

	2.
	Have any patents been issued or patent applications been filed or inventions disclosed on any of the existing technology: (i) on which the program inventions would be dependent; or (ii) that will be further developed as part of the project?  
	
	X

	
	If yes, please list (including country of issuance/filing and the owner).

	
	

	3.
	Is any new proprietary background technology (not previously reported) being used that will either be (a) used as a tool (i.e., reagents, equipment etc. not broadly “off the shelf” available for purchase) to conduct the project research or (b) incorporated into the innovation you are developing?
	
	X

	
	If yes, please briefly describe the technology, the owner, and the general scope of license rights that have been secured. 

	
	

	4. 
	Is any new project innovation considered to be trade secrets (proprietary but non-patentable)?
	
	X

	
	If yes, who claims ownership in such trade secrets?

	
	

	5. 
	Is any technology that is used or created in the project the subject of any new or amended agreements or rights (not previously reported), whether now existing or currently being negotiated?
	
	X

	
	If yes, please briefly describe the type of agreement and related parties.

	
	

	6. 
	Since the previous reporting period, have you conducted any patent search with respect to any technology used or created in the project?
	
	X

	
	If yes, please briefly describe the efforts and results.

	
	

	7. 
	Has your organization or any collaborator received any notice (not previously reported) that the use of any background technology may infringe another’s IP rights?
	
	X

	
	If yes, please briefly describe.

	
	

	8. 
	Are you aware of any third-party technology or IP rights (not previously reported) that could: (a) affect the freedom to practice or use the background technology or the ability to develop, make, use or sell any products intended to be developed through the project or (b) otherwise cause the use of the technology or product to infringe a third party’s rights?
	
	X

	
	If yes, please briefly describe.

	
	


Narrative Summary: Please summarize issues not covered in Section A above that have arisen or progress that has occurred that could impact compliance with or furtherance of your Global Access Strategy.  Also, please describe whether any events have occurred that you believe warrant amendment to the global access documents that were approved as part of your grant agreement.

Not applicable

Future Obligations: Please describe your anticipated plans for monitoring and maintaining  global access obligations once the grant ends. 

Not applicable

Global Access Lessons Learned: The GCGH program pioneered the foundation’s Global Access Policy requirements. Please list the lessons learned from the development and implementation of a Global Access Strategy as part of your grant. What worked or did not work, and why? What should the foundation do differently in the future?  Please describe any anticipated potential difficulties in carrying out the strategy 5 or 10 years down the line. 
Not applicable
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