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Clear Fund Grant 

Cause 1: Help people in Africa avoid death and extreme debilitation
I. List of programs 

The Sabin Vaccine Institute is dedicated to leading the fight against diseases of poverty.  We conduct vaccine research and development, and campaign globally so that the world's poorest people have access to low-cost, safe vaccines and drug treatments.  One of the primary programs is the Global Network for Neglected Tropical Diseases (the Global Network).  The Global Network is a partnership formed to raise the profile of neglected tropical diseases (NTDs) and to stimulate a paradigm shift in neglected disease control efforts. For the first time, the neglected tropical disease community is coming together in a large-scale effort to integrate their parallel control programs in order to make a rapid-impact on the most prevalent neglected diseases among the world’s poorest populations – the 2.7 billion people living on less than US $2/day.
Neglected tropical diseases (NTDs) affect over one billion people—one in six people worldwide.  NTDs include thirteen different diseases, but the primary focus is on the following seven NTDs: soil transmitted helminths (ascariasis, tricuriasis and hookworm), schistosomiasis, onchocerciasis, lymphatic filariasis and blinding trachoma.  All of these diseases are extremely debilitating and have devastating affects on the community health, economy and education.  However, these infections can be treated and prevented for only $0.50 per person per year—pocket change compared to HIV or malaria treatment costs. Over 90% of the global NTD burden lies in Africa.  When considering HIV/AIDS, malaria and tuberculosis and global burden of disease (measured in disability-adjusted life years--DALYs), NTDs fall in second place behind HIV/AIDS and they cost many more DALYs than malaria and tuberculosis.  
Current Projects of the Global Network:
· Featured Program: Rwanda and Burundi (sponsored by Geneva Global, in coordination with the Schistosomiasis Control Initiative and the Earth Institute)
· The World Health Organization (WHO) estimates that 400,000 Rwandans are infected with Schistosomiasis and the prevalence of intestinal worms in children is expected to exceed 75% country-wide.  In some areas, prevalence is expected to be 100% among school-aged children.

· Soil transmitted helminths are the third leading cause of morbidity in Rwanda.

· In both Rwanda and Burundi, the treatment intervention programs are under development, with baseline evaluations and treatment targeted to be implemented in August 2007.

· In Rwanda, about one million people in eight districts have been targeted for treatment for STHs and an additional 25,000 have been for onchocerciasis, trachoma and lymphatic filariasis.

· In Burundi, 1 million have been targeted for treatment with Mectizan (for onchocerciasis) and an additional 500,000 have been targeted for praziquantel (for schistosomiasis).

· Community Directed Interventions—African Programme for Onchocerciasis Control (APOC)

· APOC is a close collaborator of the Global Network, they have standardized the use of community directed intervention (CDI) to bring treatment for onchocerciasis to rural communities in West Africa

· In 2005, 40.5 million people were treated for onchocerciasis by APOC using the CDI method and over 140,000 communities now have access to Mectizan. 

· Recently, a study looking at malaria treatment funded by APOC and the Gates Foundation showed that the CDI strategy greatly improved treatment coverage for children under five with malaria fever within 24 hours and increased the proportion of mothers and children sleeping under mosquito nets. 
· By creating programs that are integrated, simple, cost-effective and encourage community ownership, CDIs become demand driven and self-sustaining. This sustainability has an incredible impact on the economy, education and health of these communities.
· NTD Advocacy in the United States

· Clinton Global Initiative Commitment to raise $250 million in 2008 for NTD Control

· Development of an “NTD Day” to increase awareness and political interest

Establishment of a Lead Ambassador, Alyssa Milano, to help bring attention to NTDs and the devastation they cause

II. Program Activities 
Rationale

The Rwanda and Burundi treatment intervention programs are currently in the process of implementation.  Roll-out will occur over the next three years, and  will be sustained through the use of community directed interventions (CDI).  Specifically with regards to the Rwanda project, the majority of those targeted  are school-aged children, children under five years old and pregnant women, which is in alignment with the Preventive Chemotherapy and Transmission Control Guidelines published by the WHO in 2006.  Yet, early implementation work has revealed that additional high-risk groups should also be captured in integrated NTD control campaigns.  
The age group 14-24 is of particular concern as they have shown to have higher incidence rates of soil transmitted helminths (STHs) than previously expected. Furthermore, this age group is also at higher risk for HIV transmission, which has demonstrated to increase among women due to urogenital schistosomiasis.  Women in this age group are also those of childbearing age, posing more risk for negative birth outcomes associated with NTD infection.  This emerging information would suggest that gaps in the Rwanda intervention strategy should be identified and addressed in the near term and may be utilized moving forward in the development of more comprehensive and higher impact national plans for integrated NTD control. 
Program Goal
The goal of this program would be to help people in Africa avoid death and debilitation by evaluating the current NTD treatment interventions in Rwanda and broadening their target populations, possibly through development and execution of a Community Health Day (CHD). Through this effort, the Global Network will be able to educate its current and future efforts in integrated NTD control so that they are comprehensive in scope, inclusive of key high-risk populations, collaborative and integrated with the community health landscape, and of greatest possible impact on global poverty.
Given this rationale and unique opportunity to develop a more comprehensive approach to integrated NTD control, The Global Network’s proposed program can be broken down into three phases:

Phase I
Phase I of the project will involve reviewing the baseline epidemiological data collected by the Earth Institute at the beginning of “year one” (August-September 2007).  From this information the Global Network will determine the prevalence rate of STHs in 14-24 year olds and identify the most STH endemic district.  Staff currently in the field recommend using the data collected for the 14-16 year-old age group as a baseline to assess the prevalence for the larger 14-24 year-old cohort, given the likelihood of similar infection rates and characteristics.

A qualitative analysis of 14-24 year olds in this “hyper-endemic” district will then be conducted, with the development and execution of a oral survey/interview of a representative sample of the at-risk population as well of key stakeholders and points of contact at possible entry points for intervention. Such entry points may include schools, churches, worksites and hospitals, but may also include a local entertainment event, as it has shown success in reaching the 14-25 year-old at-risk group in other non-NTD disease intervention strategies.
.

Coinciding with this analysis and understanding of the STH situation in district and the most effective means to access this high-risk group has been identified, the Global Network will also assess the current community health landscape, including non-NTD related health work that is currently being done in each district by community health workers (CHWs). A broad situational analysis will be conducted to determine the concurrent health efforts in place in the districts, which may include vitamin A and bed-net distribution campaigns or HIV treatment clinics.  This knowledge of the health systems that are already in place will clarify the options for collaborating with other health care efforts, and ensure efficiency, cost-effectiveness, highest impact for our intervention strategy. 
Phase II






Phase II of the proposal is comprised of advocating and facilitating the design, coordination, and execution of a Community Health Day to target the 14-25 year-olds identified in the high-prevalence district studied in Phase I as having not received treatment through the year one mass drug administration campaign. Phase II will rely on the  collection, evaluation, and analysis on quantitative and qualitative data from Phase I.  Moving forward, the Global Network will facilitate the collaboration of key stakeholders in community affairs, including current health care workers, teachers, and political workers, as well as other organizations and individuals delivering health products and services, to discuss the development of a Community Health Day model that would be appropriate and effective in the Rwanda context. 
In order to be as cost effective as possible and to avoid redundancy, the Community Health Day will aim to build upon a health intervention that has already been established for younger populations (5-14 year-olds), based on the situational analysis completed in Phase I. Upon identification of an appropriate and effective model and design for the event, the Global Network will work with these key stakeholders to meet social mobilization goals in providing an effective, scaleable intervention to this high-risk age group. Specific activities may include, but are not exclusive to: 
1. In conjunction and collaboration with representatives from the Ministry of Health, Ministry of Education, WHO, and Global Network partners identify community to target for community health data. 

2. Convene key stakeholders at the community level; including health, education, and government, along with appropriate central government level contacts, donor organizations, and partner organizations. The goal of this meeting will be a needs assessment of the community, and a draft plan and design for a community health day. 

The Global Network will also facilitate the organization of a district-wide education and advocacy campaign on NTDs and train Community Health Workers to administer deworming drugs. It should be noted that the Global Network will be drawing on the successful experiences to date of Global Network partner organizations in the development and utilization of the Community-driven health day as a platform for annual drug distribution on the national level. Successes and lessons learned will guide the planning, development, and roll-out of this community health day to expand access to the 14-24 year-old age group:

3. 
4. 
5. The Global Network will support in-country partners with coordination and procurement of drugs and equipment.

6. The Global Network will assist in the creation, development,  production, and dissemination of information, education, communication (IEC) materials in order to support the preparation of the community for the large-scale intervention, raise awareness of NTDs and the upcoming CHD, and to encourage participation. 
7. The Global Network will assist in the creation, development, production, and dissemination of training materials for any additional community health workers and/or volunteers administering drugs for integrated NTD control, as well as other public health interventions. 
8. The Global Network will be on-site to support roll-out of the community health day, conducting required monitoring and evaluation of drug distribution and collecting data on individuals receiving treatment.
9. The Global Network will conduct post-community health day data analysis to assess impact and scope of access of the community health day.
10. Design workshops to train other communities/roll out model to other districts

Monitoring and Evaluation
Following the completion of the Community Health Day, a representative sample of participants of the community health day will be surveyed to determine the immediate impact and response to the CHD.  This group will be surveyed again six months later to evaluate any long term impact or changes in health.  
The outcomes of Phase I and II
 will be the implementation, roll-out and analysis of a pilot community health day program among the high-risk target group that is not served under the current intervention strategy. The results of our analysis and program roll-out will be published as an article in PLoS NTDs, an open-access peer-reviewed journal.  Our hope is that Global Network partners and other governments and organizations committed to combating NTDs and global poverty will incorporate this model in their efforts in order to make the most rapid, comprehensive, and greatest impact on these poverty-promoting conditions. 
Budget:
Budget to cover mass drug distribution in one district.  Please also see detailed budget in the appendix.
	Activity
	Cost

	Drugs to be distributed during Community Health Days 
	donated

	Training of supervisors/trainers  
	$80.73

	Training of 500 Community Health Workers (CHWs)
	$3,721.09

	Publicity and advocacy material development
	$6,952.73

	Transport of drugs and materials
	$545.45

	Materials for drug distribution
	$7,063.64

	Incentive for children participation 
	$1,472.73

	Perdiem (Supervisors and CHWs)
	$4,227.27

	Monitoring of mass drugs administration
	$909.09

	Global Network staff travel and salary compensation
	$24,000.00

	Total Budget
	$48,972.72

	Cost Sharing with Sabin to cover Global Network staff expenses
	$24,000.00

	Total Requested Funding
	$24,972.72


III. Monitoring and Evaluation

The Global Network in collaboration with the Earth Institute, will design and implement monitoring and evaluation processes throughout all phases of the program for the purpose of:

1. Tracking project milestones and objectives

2. Identifying and collecting health indicators

3. Assessing basic social and anthropological impact

4. Identifying and assessing epidemiological indicators

5. Tracking of project costs

	Phase
	Activity
	Monitoring and Evaluation

	I
	Review of baseline epidemiological data collected by the Earth Institute
	· Epidemiological data collected and analyzed for all eight districts.
· District with highest prevalence of STHs (District X) among targeted group identified and 
· District X leads and contacts identified, maintain database of stakeholders

	I
	Survey to determine entry points for young adults
	· Survey developed, produced, and circulated in coordination and collaboration with District X leads.
· Surveys conducted and returned to Global Network.
· Track number of surveys collected
· Analyze data to determine best entry points

	I
	Situational analysis of current health care programs
	· Stakeholders and representatives of organizations and community leaders convene to discuss health landscape/entry points, evaluate effectiveness of facilitation and meetings
· Follow up interviews with health programs to ascertain level and scope of activities, track number of interviews conducted
· Create a database of health programs in place
· Map generated of health delivery landscape for District X

	II
	Training CHW to administer NTD medications 
	· IEC materials developed and approved by District X  stakeholders and contacts
· IEC materials disseminated and reviewed through workshops
· Track number of packages disseminated

· Track number of CHWs trained

· Maintain database of trained CHWs

	II
	Drug distribution during Community Health Days
	· Procurement of equipment and supplies for health day
· Document supplies procured and their destinations
· 

	II
	NTD Education and advocacy campaign
	· Publicity and advocacy materials developed and distributed to encourage participation (not necessarily printed)
· Track materials distributed

· Conduct informal interviews to determine community response

	II
	Post community health day analysis
	· Evaluation of data collected during CHD
· Follow up interview of targeted group
· Track number of interviews conducted and document findings


IV. Other support for featured program: 

· The rapid impact package treats and prevents the seven most common NTDs as well as six additional infections for only $0.50 per person per year, leading to an incredible return on investment. 
· Reference: Peter J. Hotez, David H. Molyneux, Alan Fenwick, Eric Ottesen, Sonia Ehrlich Sachs, Jeffrey D. Sachs, May 2006  “Incorporating a Rapid-Impact Package for Neglected Tropical Diseases with Programs for HIV/AIDS, Tuberculosis, and Malaria”  PLoS Medicine Vol. 3, No. 5, e102 DOI: 10.1371/journal.pmed.0030102)
· Controlling neglected tropical diseases (NTDs) is essential to reaching the Millenium Devleopment Goals.  NTDs are poverty promoting through their tendency to physically debilitate and blind.  Hookworm alone has been estimated to cause a 40% reduction in future wage earnings.  In India, lymphatic filariasis causes a $1.5 billion loss in GNP.  These devastating consequences can be averted through NTD treatment, which costs only $0.50 per person per year. 

· NTDs have been shown to increase severity of malaria.  Several studies point to the increasing severity of clinical malaria that result from helminth coinfection. These studies include findings from Senegal showing enhanced risk or increased incidence of clinical falciparum malaria resulting from either soil-transmitted helminth or schistosome infections, unpublished studies from Malawi showing that women infected with hookworm were at higher risk of having malaria than uninfected women, and studies from Thailand showing increased susceptibility to malaria in patients with soil-transmitted helminth infections. In addition to increased susceptibility to malaria, the helminths, especially hookworm and schistosomiasis, exacerbate the anemia caused by malaria, which is very serious for both children and pregnant women. Studies from Kenya show that the anemia from helminths and malaria can build on each other to produce profound reductions in hemoglobin. In addition, the geographic overlap between hookworm and malaria is extensive.  
· Reference: Sokhna C, Le Hesran JY, Mbaye PA, Akiana J, Camara P, Diop M, Ly A, Druilhe Pl.  “Increase of malaria attacks among children presenting concomitant infection by Schistosoma mansoni in Senegal.”  Malaria J  2004; 3: 43.
· Urogenital Schistosomiasis has been shown to increase the risk of transmission of HIV due to its effect on the CD4 count.  This is especially important given the risk for HIV transmission among the 14-24 year-old age group.
· Reference: Keitland et al. “Genital Schistosomiasis and Increased Transmission of HIV/AIDS in Zimbabwe” AIDS 2006; 20: 593-600
· Community Directed Interventions (CDI) have been proven effective and sustainable. In 2005, 40.5 million people were treated for onchocerciasis by APOC using the CDI method and over 140,000 communities now have access to Mectizan (see graphs below).  Recently, a study looking at malaria treatment funded by APOC and the Gates Foundation showed that the CDI strategy greatly improved treatment coverage for children under five with malaria fever within 24 hours and increased the proportion of mothers and children sleeping under mosquito nets.  By creating programs that are integrated, simple, cost-effective and encourage community ownership, CDIs become demand driven and self-sustaining.  This sustainability has an incredible impact on the economy, education and health of these communities.
· The Global Network plans to model the Community Health Day intervention on the positive results that have been seen in Uganda.  The Schistosomiasis Control Initiative is a partner of the Global Network with extensive experience in the development and ongoing refinement of the very successful “Child Health Day Plus” program conducted in Uganda serving as a prime example of the potential impact of a program on expanding reach and access to integrated NTD control efforts. Child Health Days in Uganda were first established as a period of accelerated routine maternal and child health interventions at all static health units and outreaches.  However, after November 2004 it was decided that the Child Health Days should be used to serve communities and schools with additional treatments of vitamin A, albendazole, praziquantel and ivermectin. This introduction of mass drug administration (MDA) to Child Health Days led for the period to be renamed Child Days Plus (CDP). Although the measles immunizations are aimed at children under one year, and vitamin A to those between 6 months and 5 years, de-worming with albendazole is extended up to children of 15 years, reaching between 4 and 8 million children. The strategy aims at contributing to the reduction in the burden of maternal, childhood and neglected diseases. CDPs are held every six months, each lasting one month and capitalize on period when many health workers are in the field and may attend to other health issues in communities. The presence of health workers in the field gives added confidence to the drug distributors in communities and schools. They are now entrenched in district planning, which enhances their sustainability, with overall direction and supervision under the District Health Team (DHT), which eases integration of interventions. With continued integrated NTD control it is now proposed that CDPs include interventions against trachoma and onchocerciasis. This strategy is implemented, monitored and evaluated by a multi-disciplinary team of health workers and Community Resource Persons (CORPS) which include Community Drug Distributors (CDDs), vaccinators, volunteers and mobilisers. Data analysis thus far has indicated that there has been a satisfactory reduction in anemia among individuals treated in the program and morbidity, with the percentage of children with moderate and heavy infections reduced from 26.1% to 6.5%.  While the program has been met with great success, more annual treatments will be needed to continue to lower prevalence and infection levels, and continued, regular treatment of school-aged children will be needed to reduce morbidity in the long term.
(Resource: Schistosomiasis Control Initiative and Uganda Ministry of Health Report)

Appendix A:  Detailed Program Budget

	Budget for mass drug administration (deworming) in 1 district
	
	
	

	
	
	
	
	

	Description
	units
	Unit cost
	Total Rwf
	USD

	Drug (Albendazole/Mebendazole) 22,000 tablets
	 
	 
	to bedonated
	 

	 
	 
	 
	 
	 

	Training
	 
	 
	 
	 

	Training of trainers (5 Supervisors)
	 
	 
	 
	 

	Transport allowances
	5
	5,000
	25,000
	$45.45

	Notes books
	5
	500
	2,500
	$4.55

	Pen
	5
	80
	400
	$0.73

	Farde
	5
	500
	2,500
	$4.55

	Lunch
	7
	1,500
	10,500
	$19.09

	Coffee break
	7
	500
	3,500
	$6.36

	 
	 
	 
	44,400
	$80.73

	Trainining of 500 CHWs in 15 groups: 1 group per sector)
	 
	 
	 
	 

	Transport allowances for participants
	500
	1,000
	500,000
	$909.09

	Lunch
	515
	1,500
	772,500
	$1,404.55

	Coffee-break
	515
	500
	257,500
	$468.18

	Note books
	500
	500
	250,000
	$454.55

	Pen
	520
	80
	41,600
	$75.64

	Perdiem for trainers 5 x 3 days
	15
	10,000
	150,000
	$272.73

	Transport allowances for trainers 5 x 3 days
	15
	5,000
	75,000
	$136.36

	 
	 
	 
	2,046,600
	$3,721.09

	Publicity and advocacy material development
	 
	 
	 
	 

	Media coverage
	1
	900,000
	900,000
	$1,636.36

	radio spot
	1
	400,000
	400,000
	$727.27

	Megaphones
	15
	20,000
	300,000
	$545.45

	Batteries
	120
	200
	24,000
	$43.64

	T-shirts
	600
	2,000
	1,200,000
	$2,181.82

	Dance groups/Concert
	5
	200,000
	1,000,000
	$1,818.18

	 
	 
	 
	3,824,000
	$6,952.73

	Transport of drugs and other materials
	 
	 
	 
	 

	Rent of cars
	3
	100,000
	300,000
	$545.45

	 
	 
	 
	300,000
	$545.45

	 
	 
	 
	 
	 

	Materials for drug distribution
	 
	 
	 
	 

	gobelet
	1,500
	100
	150,000
	$272.73

	mineral water
	500
	400
	200,000
	$363.64

	registers
	500
	1,500
	750,000
	$1,363.64

	pen
	1,000
	80
	80,000
	$145.45

	jerrycan
	150
	1,700
	255,000
	$463.64

	bassin
	150
	500
	75,000
	$136.36

	spoons
	500
	100
	50,000
	$90.91

	towels
	500
	1,500
	750,000
	$1,363.64

	soap
	500
	150
	75,000
	$136.36

	Bags
	500
	3,000
	1,500,000
	$2,727.27

	 
	 
	 
	3,885,000
	$7,063.64

	Incentive for children 
	 
	 
	 
	 

	Biscuits
	300
	2,700
	810,000
	$1,472.73

	 
	 
	 
	810,000
	$1,472.73

	Perdiem
	 
	 
	 
	 

	Supervisors
	5
	15,000
	75,000
	$136.36

	CHWs
	500
	4,500
	2,250,000
	$4,090.91

	 
	 
	 
	2,325,000
	$4,227.27

	 
	 
	 
	 
	 

	Monitoring of mass drug administration
	 
	 
	500,000
	$909.09

	 
	 
	 
	
	 

	
	
	
	
	

	TOTAL
	 
	 
	13,563,400
	$24,972.73

	
	
	
	
	

	Cost Sharing with Sabin
	
	
	
	

	10% Salary Coverage for 2 Employees
	2
	4,000
	n/a
	$8,000.00

	5% Salary Coverage for Program Director
	1
	5,000
	n/a
	$5,000.00

	Travel (two trips, DC to Rwanda)
	2
	5,500
	n/a
	$11,000.00

	
	
	
	
	

	Total Sabin Coverage
	
	
	
	$24,000.00

	
	
	
	
	

	Total Budget
	
	
	
	$48,972.73

	
	
	
	
	

	Total Requested Funds
	 
	 
	 
	$24,972.72

	
	
	
	
	

	
	
	
	
	

	Exchange rate: 1 US $ = 550 RWF
	
	
	
	


Appendix B: Global Network’s Rwanda Control Project Budget
Budget for NTD- Access Project Rwanda: Feb-Dec 2007

	 
	Unit cost
	Units
	2007 Budget
	NOTES
	
	

	HEALTH
	 
	 
	 
	 
	
	

	Treatment campaign
	 
	 
	 
	 
	
	

	Essential Medicines and Supplies 
	 
	 
	 
	 
	
	

	Praziquantel tablets for 500,000
	$0.08
	1,500,000
	$0
	to be donated
	
	

	Albendazole tablets for 500,000
	$0.02
	500,000
	$0
	to be donated
	
	

	Drug distribution
	$20,000
	1
	$20,000
	 
	
	

	medicine for side effects
	$10,000
	1
	$10,000
	 
	
	

	Consumables (biscuits, etc.) to accompany treatment
	$6,000
	1
	$6,000
	 
	
	

	Data analysis
	$10,000
	1
	$10,000
	 
	
	

	 
	 
	 
	 
	 
	
	

	Social Mobilisation
	 
	 
	 
	 
	
	

	Media campaign 2 languages
	$8,000
	2
	$16,000
	 
	
	

	TV spots
	$8,000
	1
	$8,000
	 
	
	

	health education material
	$20,000
	1
	$20,000
	 
	
	

	books for schools
	$12,000
	1
	$12,000
	 
	
	

	Hygiene strategies and environment
	$8,000
	1
	$8,000
	 
	
	

	 
	 
	 
	 
	 
	
	

	Training
	 
	 
	 
	 
	
	

	Social mobilisation training
	$10,000
	1
	$10,000
	 
	
	

	Management training
	$10,000
	1
	$10,000
	 
	
	

	GIS training
	$10,000
	1
	$10,000
	 
	
	

	 
	 
	 
	 
	 
	
	

	Other
	 
	 
	 
	 
	
	

	Monitoring and evaluation (2008)
	$200,000
	0
	 
	 
	
	

	Rehabilitation of building
	$30,000
	1
	$30,000
	 
	
	

	Field expenses for staff
	$50
	810
	$40,500
	 
	
	

	 
	 
	 
	 
	 
	
	

	 
	 
	 
	$210,500
	TOTAL
	
	


Estimated Budget for Jan-Dec 2008
	 
	Unit cost
	Units
	2007 Budget
	 

	PERSONNEL
	 
	 
	 
	 

	Project Coordinator
	$52,000
	1
	$52,000
	 

	Assistant to Project Coordinator
	$15,600
	1
	$15,600
	 

	Diagnosis and Treatment coordinator
	$27,040
	1
	$27,040
	 

	Research coordinator
	$27,040
	1
	$27,040
	 

	Lab technician
	$21,840
	1
	$21,840
	 

	Finance and administration director
	$27,040
	1
	$27,040
	 

	IEC & Social mobilization coordinator
	$21,840
	1
	$21,840
	 

	Data Analyst
	$15,600
	1
	$15,600
	 

	Drivers
	$5,585
	4
	$22,339
	 

	25% Access Director time
	$26,000
	1
	$26,000
	 

	10% PI's time 
	$20,800
	1
	$20,800
	 

	Support from NY team 
	$44,460
	1
	$44,460
	 

	Recruitment
	$1,000
	1
	$1,000
	 

	Health insurance
	$1,000
	12
	$12,000
	 

	Training
	$1,000
	10
	$10,000
	 

	 
	 
	 
	$344,599
	SUBTOTAL

	 
	 
	 
	 
	 

	TRAVEL AND TRANSPORT
	 
	 
	 
	 

	Fuel
	$33,000
	1
	$33,000
	 

	Vehicle maintenance
	$7,500
	1
	$7,500
	 

	Vehicle insurance
	$4,000
	1
	$4,000
	 

	 
	 
	 
	$44,500
	SUBTOTAL

	 
	 
	 
	 
	 

	OFFICE SUPPLIES
	 
	 
	 
	 

	Office/Photocopy supplies
	$10,750
	1
	$10,750
	 

	      
	 
	 
	$10,750
	SUBTOTAL

	 
	 
	 
	 
	 

	EQUIPMENT
	 
	 
	 
	 

	Equipment maintenance
	$3,000
	1
	$3,000
	 

	 
	 
	 
	$3,000
	SUBTOTAL

	 
	 
	 
	 
	 

	COMMUNICATION
	 
	 
	 
	 

	Internet office
	$100
	12
	$1,200
	 

	Internet field
	$1,000
	1
	$1,000
	 

	Cell communications
	$150
	120
	$18,000
	 

	Postage
	$250
	12
	$3,000
	 

	 
	 
	 
	$23,200
	SUBTOTAL

	 
	 
	 
	 
	 

	RENT AND UTILITIES
	 
	 
	 
	 

	Rent (central office)
	$1,500
	12
	$18,000
	 

	Water/ Electricity
	$750
	12
	$9,000
	 

	 
	 
	 
	$27,000
	SUBTOTAL

	 
	 
	 
	 
	 

	IMPLEMENTATION (estimate)
	 
	 
	$500,000
	 

	 
	 
	 
	 
	 

	Subtotal
	 
	 
	$953,049
	 

	 
	 
	 
	 
	 

	Contingency (4%)
	 
	 
	$38,122
	 

	 
	 
	 
	 
	 

	TOTAL
	 
	 
	$991,171
	 


· 
· 
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