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What are the main differences between rich and poor countries with respect to causes of death?
In high-income countries more than two thirds of all people live beyond the age of 70 and 
predominantly die of chronic diseases: cardiovascular disease, chronic obstructive lung disease, 
cancers, diabetes or dementia. Lung infection remains the only leading infectious cause of death.

In middle-income countries, nearly half of all people live to the age of 70 and chronic diseases are the 
major killers, just as they are in high-income countries. Unlike in high-income countries, however, 
tuberculosis, HIV/AIDS and road traffic accidents also are leading causes of death.

In low-income countries less than one in five of all people reach the age of 70, and more than a third 
of all deaths are among children under 15. People predominantly die of infectious diseases: lung 
infections, diarrheal diseases, HIV/AIDS, tuberculosis, and malaria. Complications of pregnancy and 
childbirth together continue to be leading causes of death, claiming the lives of both infants and 
mothers.

Q: How many young children die each year?
More than 8 million deaths in 2008 were among children under five years of age, and 99% of them 
were in low- and middle-income countries.

HIV/AIDS, tuberculosis (TB), and malaria (ATM) are 3 major global public health threats that 
undermine development in low- and middle-income countries
the human immune response to malaria, HIV, and TB leads us to expect the three infections to 
influence the clinical outcome of each other as well as that of pregnancy

References: 
1. http://www.who.int/mediacentre/factsheets/fs310/en/index.html
2. Ezechi 0. Journal of Pregnancy 2012. HIV/AIDS, Tuberculosis, and Malaria in Pregnancy
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Despite the worldwide awareness on AIDS, the infection still remains a big public health 

threats and is the first greatest killer infection in the world. 

The map shows the highest prevalence of the infection is in southern Africa

Here after are some fact data from UNAIDS (the Joint United Nations Programme on 

HIV/AIDS)

The global AIDS epidemic

• In 2009, there were 2.6 million [2.3 million–2.8 million] new infections, down from 3.1 

million [2.9 million–3.4 million] in 1999.

• In 2009 there were 1.8 million [1.6 million–2.1 million] AIDS-related deaths, lower than 

the 2.1 million [1.9 million–2.3 million] in 2004.

• In 2009, some 33.3 million [31.4 million–35.3 million] people were living with HIV 

compared to 26.2 million [24.6 million–27.8 million] in 1999.

• In 2009, around 370 000 [230 000–510 000] children were born with HIV, bringing to 2.5 

million [1.6 million–3.4 million] the total number of children under 15 living with HIV.

• The total number of children aged 0–17 years who have lost their parents due to HIV 

increased to 16.6 million [14.4 million–18.8 million] in 2009.

• Since the beginning of the epidemic, more than 60 million people have been infected with 

HIV and nearly 30 million people have died of HIV-related causes.

• One in four AIDS deaths is caused by tuberculosis, a preventable and curable disease.

References: 

1. WHO Global report: UNAIDS report on the global AIDS epidemics – 2010. 

http://www.unaids.org/globalreport/HIV_prevalence_map.htm
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Independently from HIV, tuberculosis represents :

• The second greatest killer worldwide due to a single infectious agent after 

HIV/AIDS 

• Over 95% of TB deaths occur in low- and middle-income countries; among the top 

three causes of death for women aged 15 to 44.

• In 2009, there were about 10 million orphan children as a result of TB deaths 

among parents.

• TB is a leading killer of people living with HIV causing one quarter of all deaths.

References:

1. WHO report: Global tuberculosis control 2011 -

http://www.who.int/tb/publications/global_report/en/index.html

7



The co-infection between HIV and TB is very threatening due to an increase risk of 

respiratory troubles leading to deaths  (0.35m worldwide) among immuno-depressive 

people from HIV.

References:

1. WHO report: Global tuberculosis control 2011-

http://www.who.int/tb/challenges/hiv/en/
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Despite being a preventable and curable infection, malaria is the third greatest killer 
infection worldwide with most deaths occuring in Africa among children.
Although prevention and control measures permitted to reduce drastically the 
burden, malaria still remains very threatening among HIV people.

The most at risk population are:
• Young children in stable transmission areas who have not yet developed 

protective immunity against the most severe forms of the disease;
• Non-immune pregnant women as malaria causes high rates of miscarriage and 

can lead to maternal death;
• Semi-immune pregnant women in areas of high transmission. Malaria can result 

in miscarriage and low birth weight, especially during first and second pregnancies;
• Semi-immune HIV-infected pregnant women in stable transmission areas, during 

all pregnancies. Women with malaria infection of the placenta also have a higher 
risk of passing HIV infection to their newborns;

• People with HIV/AIDS;
• International travellers from non-endemic areas because they lack immunity;
• Immigrants from endemic areas and their children living in non-endemic areas 

and returning to their home countries to visit friends and relatives are similarly at 
risk because of waning or absent immunity.

References
1. WHO – Malaria Key facts -

http://www.who.int/mediacentre/factsheets/fs094/en/

9



Although there are no treatment for HIV yet, there are treatments for malaria and TB 

which would contribute to the reduction of the burden if people have access to them.

However as for most infections, prior to be eligible for treatment it is necessary to 

perform diagnostic tests to assess the presence or not of the infection. 

And at last the overall burden can be also reduced thanks to responsible behavior if 

the awareness can be done massively among the at risk populations    

Early diagnosis and treatment of these infections reduces disease and prevents 

deaths. It also contributes to reducing the disease transmission.

To conclude, it is not only about treatment or diagnosis or prevention, but it is about 

the three of them altogether and it is important to consider how best incorporate 

these three dimension in any program that would attempt impacting the burden of 

one of the three greatest killer infections.
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The project was introduced to the ELP team Melinda & Bill gates foundation project 

led by Ahimsa-Partners, 

Within a Bill & Melinda Gates Foundation project, the global Ahimsa project aims to 

develop a POC diagnostic platform which will bring a solution for various low & 

middle income countries. The technical development part is outsourced through 

community of innovators. 

The second part of this project, which is allocated to EM Lyon, is to develop an 

innovative new business model in order to bridge the gap between technology and 

field implementation of the global diagnostic platform. 

The aforementioned diagnostic platform is under development and the range of 

diseases concerned is not yet finalized. Therefore in the frame of our EM Lyon 

project, our team will investigate One of the most threatening infection, TB and more 

particularly the HIV co-infections since the two diseases represent a deadly 

combination in developing countries. The Figure below shows the prevalence of co-

infected TB among HIV people.
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In March 2012, we had the opportunity to meet Mrs Marguerite Barankiste, Alias 

Maggy, the president of an NGO in Burundi.

Maggy, Tutsi, began providing food and shelter to 25 children on October 25, 1993, 

one of the worst days of the Burundi Civil War. 

She saw many people brutally killed and gathered 25 children. With the help of 

European and Burundian friends she organized a help network that managed to 

provide care for a growing number of children. 

In May 1994 the Roman Catholic Bishop of Ruyigi, Bishop Joseph Nduhirubusa agreed 

to transform a former school into a children's shelter called 'Maison Shalom'.

Today, Maison Shalom is a very developed NGO, carring for more than 20,000 

orphans children, and provide various business activities such as a cinema, a garage 

but also a hospital, called REMA which still needs support to be financially 

sustainable. 

From this discussion we decided to focus our project using: 

• HIV as a pilot infection, 

• Burundi as a pilot country, 

• Maison Shalom and its hospital as main partner

References:

1. Non-Profit Organisation Maison Shalom:  http://www.maisonshalom.org/
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Research methodology:

1. Analysis of existing business models & Stakeholder Mapping

• Identify successful social and other businesses

• Interview with companies

• Identification of KSF/KFF

• Stakeholder Mapping

2. Analysis of context: POC diagnostic, HIV, Burundi

• Review of literature and existing data

3. Interviews

• Interviews with related professionals and experts 

4. Business model architecture

• Toolbox creation

• Confrontation of solutions to context

• Construction of GDP’s business model
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We reviewed over 17 different business models, which we then classified by area of interest for our business model:
• Distribution
• Logistics
• Technical assistance 
• Return on Investment 
• Other social initiatives. 

All models are presented in the appendix section (from slide 79).
We will not present all of them here and we will only focus on those which gave us insight for our business model. 

Grameen Danone foods, BRAC and Pesinet for example taught us a lot on the importance of involving people from local communities and the necessity to enhance their 
« work » capacity and involvement in any project we would like to put in place. Poeple from the community can be trained to perform more or less specific task, and help 
us implementing in the most trustful way any new activities.

Click, M-Pesa, M-power for example taught us technology capabilities that can be put in place in order to overlap lack of infrastructure and services access. Data 
transmission through mobile services proved to be highly efficient and reliable.     

BRAC enterprises for example aimed for financial returns while fulfilling the social and environmental missions. However, not all enterprises are equally profitable. The 
cumulative surplus from BRAC enterprises combined are used to re-invest in the BRAC enterprises and support the development programs, on an as needed basis, not on a 
pro-rata basis across enterprises. This way of functioning provided us with example and ideas for cross-subsidisation

The African services committee demonstrated the successfulness of mobile HIV testing services in remote areas in Ethiopia, providing us with thought on how to reach the 
remote population and how to manage HIV testing. 

References: 

All websites last accessed: July2012

1. Coca cola – http://www.colalife.org/ 
2. Grameen Danone Food - V.K Rangan, K L Lee. Grameen Danone Foods Ltd., a Social Business. Harvard Business School. 2010 
3. Merck & Melinda foundation - V.K Rangan. ACHAP (African Comprehensive HIV/AIDS Partnerships): The Merck/Gates Initiatives in Botswana. Harvard Business 

School. 2007
4. VK. Rangan, K. Lee. Merck: Global Health and access to medicines. Harvard Business school 2009
5. Tata Chemicals - http://www.tatachemicals.com/index.htm
6. Click - http://mobileactive.org/tagging/click-diagnostic
7. M-Pesa - http://en.wikipedia.org/wiki/M-Pesac
8. Project Mwana - http://projectmwana.posterous.com/
9. M-power - http://www.mpower-social.com/
10. Pesinet - http://www.pesinet.org/wp/fr/
11. OLPC – one laptop per child

• http://one.laptop.org
• http://www.hultglobalcasechallenge.com

12. BRAC – Please see interview in appendices slide 97 & 98
13. David Green - http://www.ashoka.org/node/3146
14. E-health point - www.e-healthpoint.net
15. 1001 fountains - http://www.1001fontaines.com/
16. Foundation Merieux Haiti - www.fondation-merieux.org/micro-credit-a-haiti. C. Longuet et al. Accès au microcrédit pour les femmes vivant avec le VIH ou 

vulnérables au VIH en Haïti. Fondation Mérieux, GHESKIO, ACME, bioMérieux, 2008.
17. African service commitee. www.arficanservices.org
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Alongside with the business model review, we performed interviews in order to collect 
further data and deeper insights.
These interviews covered profitable and non-profitable organization, as well as international 
or public institutions. Local experts were also consulted. 

International & public institutions

• WHO:  a former WHO representative (Mr. Leopold Blanc) provided very valuable 
information on diagnostic tools requirement and the necessity for these tools to be WHO 
pre-qualified in order to be accessible distributed in developing countries such as Africa. 

• UNICEF: UNICEF has its own procurement services which provides a wide range of 
commodity product from medical equipment to treatment and diagnostic tests. 

• Ministry of Health of Burundi: we had a very brief contact, with BIHARIRA Christophe, 
public health experts in the ministry of public health and fight against HIV. His contact 
details were obtained from networking and he is believed to be a very trustful person. 
When we contacted him, he was very busy and unable to help us at the time. However he 
was very interested by the project and would be very willing to help. 

We believe it is important to have some relationship with the local ministry of health, as it 
proved to be a key success factor in the PESINET or the  African services committee models

References: 

All websites last accessed: July2012

1. WHO prequalification of diagnostic website 
(http://www.who.int/diagnostics_laboratory/evaluations/en/)

2. UNICEF procurement services: 
http://www.unicef.org/supply/index_procurement_services.html

For all individual interviews – Please go to appendix interview slide XXX

16



17



Burundi

1. Country Overview: Burundi is a landlocked country in the Great Lakes region of Eastern Africa bordered by Rwanda to the north, Tanzania to the east and south, and the Democratic Republic of the Congo to the west. Its capital is Bujumbura. 
Although the country is landlocked, much of the southwestern border is adjacent to Lake Tanganyika. Burundi is one of the five poorest countries in the world. It has one of the lowest per capita GDPs of any nation in the world.  Burundi has a low 
gross domestic product largely due to civil wars, corruption, poor access to education, and the effects of HIV/AIDS[citation needed]. Burundi is densely populated, with substantial emigration. Cobalt and copper are among Burundi's natural 
resources. Some of Burundi's main exports include coffee and sugar.

2. History: 
The Twa, Tutsi, and Hutu peoples have occupied Burundi since the country's formation five centuries ago. Burundi was ruled as a kingdom by the Tutsi for over two hundred years. However, at the beginning of the twentieth century, 
Germany and Belgium occupied the region, and Burundi and Rwanda became a European colony known as Ruanda-Urundi. 
Political unrest occurred throughout the region, in part, because of social differences between the Tutsi and Hutu, provoking civil war in Burundi throughout the middle twentieth century. 
The Burundi Civil War was an armed conflict lasting from 1993 to 2005. The civil war was the result of long standing ethnic divisions between the Hutu and the Tutsi tribes in Burundi. The conflict began following the first multiparty 
elections in the country since gaining independence from Belgium in 1962 and is seen as formally ending with the swearing in of Pierre Nkurunziza in August 2005. The estimated death toll stands at 300,000 killed. Presently, Burundi is 
governed as a presidential representative democratic republic

3. Geography : 
One of the smallest countries in Africa; Burundi is landlocked and has an equatorial climate; Burundi is divided into 17 provinces, 117 communes, and 2,638 collines (hills). Provincial governments are structured upon these 
boundaries. 
In 2000, the province encompassing Bujumbura was separated into two provinces, Bujumbura Rural and Bunjumbura Mairie.
The provinces are: Bubanza, Bujumbura Mairie, Bujumbura Rural, Bururi, Cankuzo, Cibitoke, Gitega, Karuzi, Kayanza, Kirundo, Makamba, Muramvya, Muyinga, Mwaro, Ngozi, Rutana, Ruyigi

4. Economy : 
Burundi is one of the world's poorest countries, owing in part to its landlocked geography, poor legal system, lack of economic freedom, lack of access to education, and the proliferation of HIV/AIDS; Approximately 
80% of Burundi's population lives in poverty. One scientific study of 178 nations rated Burundi's population as having the lowest satisfaction with life in the world. As a result of poverty, Burundi is dependent on 
foreign aid. Burundi's largest industry is agriculture, which accounted for 58% of the GDP in 1997. Subsistence agriculture accounts for 90% of agriculture. 

The nation's largest source of revenue is coffee, which makes up 93% of Burundi's exports. Other agricultural products include cotton, tea, maize, sorghum, sweet potatoes, bananas, manioc (tapioca); beef, milk, 
and hides. 
Some of Burundi's natural resources include uranium, nickel, cobalt, copper, and platinum.
Besides agriculture, other industries include: assembly of imported components; public works construction; food processing, and light consumer goods such as blankets, shoes, and soap. 
Burundi's currency is the Burundian franc (BIF); as  of May 26, 2012, 1,371.00 Burundian franc were equ ivalent to one United States dollar. 
Lack of access to financial services is a severe problem for the majority of the population, particularly in the densely populated rural areas: only 2 percent of the total population holds bank accounts, and fewer than 
0.5 percent use bank lending services. 
Microfinance, however, plays a larger role, with 4 percent of Burundians being members of microfinance  institutions – a larger share of the population than that reached by banking and postal services 
combined. 26 licensed microfinance institutions (MFIs) offer savings, deposits, and short- to medium-term credit. Dependence of the sector on donor assistance is limited.

5. Demographics : 
As of July 2012, Burundi is projected to have an estimated population of 10,557,259 people. 
This estimate explicitly takes into account the effects of AIDS, which has a significant effect on the demographics of the country. Many Burundians have migrated to other countries as a result of the civil war. In 
2006, the United States accepted approximately 10,000 Burundian refugees. 
Most Burundians live in rural areas, while 11% of t he population lived in urban areas in 2010.
The population density of around 315 people per square kilometer (753 per sq mi) is the second highest in Sub-Saharan Africa.
Roughly 85% of the population are of Hutu ethnic origin, 15% are Tutsi, and fewer than one percent are indigenous Twa/Pygmies.
Burundi has the fifth highest total fertility rate in the world, at 6.08 children born/woman (2012 )

6. Health: 
There is less health care in Burundi than in most other countries.
Life expectancy at birth is estimated to be 59.24 years. 
A large proportion of the population is undernourished. 
There were 3 physicians per 100,000 persons in 2004. 
The World Health Organization estimated that HIV/AIDS prevalence in Burundi was 3.3% of the adult population in 2009.
Demographic and Health Surveys completed a survey in Burundi in 1987 and is currently in the process of performing another.

7. Culture : 
Burundi's culture is based on local tradition and the influence of neighboring countries, though cultural prominence has been hindered by civil unrest.  

Since farming is the main industry in Burundi, a typical Burundian meal consists of sweet potatoes, corn, and peas. Due to the expense, meat is eaten only a few times per month. When several Burundians of close acquaintance meet 
for a gathering they drink impeke, a beer, together from a large container to symbolize unity. 

Crafts are an important art form in Burundi and are attractive gifts to many tourists. Basket weaving is a popular craft for Burundian artisans. Other crafts such as masks, shields, statues and pottery are made in Burundi.

Drumming is an important part of the Burundian cultural heritage. 

References: 
1. http://en.wikipedia.org/wiki/Burundi
2. http://www.ruralpovertyportal.org/web/rural-poverty-portal/country/home/tags/burundi
3. African Development Bank Group : http://www.afdb.org/en/countries/east-africa/burundi/
4. http://www.leburundi.net/fr/

14/08/2012

18



While learning about the country and assessing its resources we could extract items that could be either exploited 
by our BM or at the contrary barriers that we will need to be overcome.

While there is a shortage in qualified staff, and more importantly in medical staff such as doctors or nurses, there 
is in Bunjumbura Universities which could potentially be sources of students and trainee. 
The climate condition are very adequate in case of needs to subsidize through agriculture for exemple. 

From Pesinet and click, we found out that mobile phone technology could be a strong tool for data collection and 
transmission. Therefefore if we wish to exploit this field, we will need to see how best overcome the low 
penetration usage of mobile phone and internet. 

Burundi is a very small country with a very dense population, which induce a good reachability of the population 
even in the remote areas. Howevere, most infrastructure such as roads are not well developed and make the 
transport through the country challenging.  

A PESTEL analysis was conducted and is available in the APPENDICES

References.

1. http://ochaonline.un.org/CERFaroundtheWorld/Burundi2011/Burundi2009/tabid/5530/language/en-
US/Default.aspx

2. http://www.wfp.org/countries/burundi
3. http://www.eturbonews.com/8524/burundi-country-vibrant-tourism-potential
4. http://www.ghi.gov/documents/organization/175128.pdf
5. http://www.4icu.org/bi/burundi-universities.htm 
6. http://www.nationmaster.com/country/by-burundi/ind-industry 
7. http://www.ostamyy.com/ISPs/Burundi.htm 
8. http://www.internetworldstats.com/africa.htm (marketing focused group gathering this date, this is a bit 

misleading as it shows internet in personal homes while in some nations there is a strong preference for cell 
phones, internet cafes and school libraries)

9. http://www.nationmaster.com/country/by-burundi/int-internet 
10. http://en.wikipedia.org/wiki/List_of_mobile_network_operators_of_the_Middle_East_and_Africa#Burundi 
11. http://www.africaneconomicoutlook.org/en/countries/east-africa/burundi/

http://fic.wharton.upenn.edu/fic/africa/Burundi%20Final.pdf
http://www.reuters.com/article/2011/12/27/burundi-economy-idUSL6E7NR15Y20111227 

12. http://www.droit-afrique.com/index.php/content/view/87/175/
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As we are targeting health care access, it important to be aware of the local health
care functioning. Although there are umber of health facilities and health care centre, 
most of them are often empty from medical staff and equipement. This recalls what
was said earlier about shortage of qualified staff and lack of training, but also address
the shortage in medical equipement and drugs
This will be a major issue for us and will need to be seriously considered. 
Procurement services in medical equipement will have to be adressed.

Also, despite the existence of some sort of mutual insurance for formal workers, the 
sevices remains underdeveloped and unformal workers are disregarded by the 
system. 

References

1. Department of health – republic of south Africa - NATIONAL HEALTH INSURANCE 
IN SOUTH AFRICA  - Policy paper 2011

2. UNAIDS – Burundi country situation 2009
3. WHO – Country cooperation strategy – at a glance. 2006 -

http://www.who.int/countries/bdi/en/
4. WSM - Rapports sur les Droits Economiques, Sociaux et Culturels. Étude

comparative des systèmes de protection sociale au rwanda et au Burundi. 2011
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Based on the global overview of:

- Burden of infections

- Burundi specificities

- And existing social business models

We have identified key elements that we belive could be strong assets in the 

development of a new business model which objective will be to provide HIV testing 

and treatment access for individuals in remote areas in one of the poorest part of one 

of the poorest country in the world.
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This canvas is a tool to structure the different elements of a business model. 

We used it to describe step by step our model.

• Key partners

• Customer relations

• Channels

• Cost structure

• Revenue Flows

• Value proposition

• Key resources

• Key activities

• Customer segments
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From the analysis of the context, we selected those pain points we strive to solve 

with our project.

This selection is by nature arbitrary and is based on our ability to solve these specific 

problems.

• First, there is no or very limited health care in remote areas of Burundi. 

• The prevalence of HIV is 3,3% in Burundi and it strongly increases the poverty level 

of the country. The poor get infected easier and at the same time HIV infected 

people have less possibility to improve their economic prospects, which creates a 

poverty trap.

• According to studies (see slide about prevention activities), there is a lot of effort 

done in Burundi to prevent HIV. Despite the high awareness of the population 

about what HIV is and about prevention methods, the use of condoms is only 14%.

• One of the most important factors reducing the efficiency of the HIV testing 

programs is the stigmatization of HIV positive people. 

• HIV and AIDS have become the first cause of mortality of children under 5 years 

old.

• HIV testing and prevention programs in remote areas face important difficulties in 

following-up patients. The difficulty is to motivate patients to regularly come back 

to the health centers and follow treatments.

• Burundi’s healthcare system is not sustainable.
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Based on the analysis of the selected pain points (previous slides), GDP’s value 

proposition is the following:

We make accessible prevention, diagnosis and cure of HIV, and primary care to 

remote areas 'population in Burundi. The population’s economic prospect will be 

improved by reducing HIV’s negative impact.
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The value proposition in detail:

• GDP strives to reduce the spread of HIV infection by providing counseling, testing 

and treatment of HIV

• GDP makes accessible primary care and HIV services in remote areas thanks to the 

Community Health Workers network they plan to set up and through the moving 

healthcare services they provide. It will allow the connection between the 

activities of  the main hospital of the area to the remotest village. Also, GDP 

provides low cost HV POC (point of care) testing services as well as a micro-

insurance service to facilitate financial accessibility of healthcare the population.

• GDP will enhance the efficacy of the HIV/AIDS prevention by acting on the root of 

the problem. We have identified that stigma has the greatest affect on the efficacy 

of a program, and the problem is that despite good information, there is no 

implementation and only 14% of the population uses condoms. Also, GDP believes 

that by targeting specific populations at risk will increase the efficacy of the 

preventive actions.
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The key activities of our project are closely linked to the channels we will use, therefore they are described in a common se



We divided our key activities into external and internal ones:
• External activities: GDP’s services delivered to customers.
• Internal activities: internal management and support activities in order to ensure GDP’s ability to deliver 

services for customers.
Activities are described more in detail on the following slides.

External activities:
1. Prevention: Our activity is not only delivering health services but also to help the population to be able to 

prevent illnesses. This activity emphasizes our overall impact on population’s health and highly contributes 
to improved life conditions.

2. Health Services includes activities from the first contact with patients until treatment or final healing. At the 
first contact in Health Centers we propose to deliver primary care and the possibility to realize a point-of-
care HIV testing (voluntary). The test results will define the need for further appointment with the patient if 
a follow-up and treatment is necessary (HIV positive result). Also, counseling is provided to patients all along 
the relationship, in the form of preventive information, orientation (in case of illness) and counseling about 
antiretroviral treatment if necessary.

3. Insurance promotion: In order to make accessible health services, GDP proposes a micro insurance for 
patients.

Internal activities:
1. Management of healthcare workers and health centers: efficient management of our infrastructures and 

human resources by GDP executives is a key activity for success. For CHWs to be able to make an effective 
contribution, they must be carefully selected, appropriately trained and – very important – adequately and 
continuously supported by the management team.

2. Training: Obtaining the relevant level of competences for our employees to be able to deliver health, 
administrative and technical (lab analysis services) accordingly. Trainings will be realized in partnership with 
Maison Shalom’s training program. Also, partnerships need to be built with medical universities (volunteers) 
to perform medical training for healthcare workers and health center staff.

3. Supply and logistic activities: Organize logistic of samples (from HC to hospital laboratory), of patients (need 
to transfer to hospital), medical supplies (to health centers, partnership with UNICEF), organize logistic of 
health centers (itinerary).

4. Financial management: Fund raising and revenue generation: see Business model section about Cost 
structure and Finance.
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Prevention activities:
Prevention is a fundamental activity in delivering health services in order to protect patients from 
health threats, minimize risk factors and therefore decrease the spread of illnesses. In this frame, 
educational programs and activities are implemented.
The situation in terms of HIV prevention in Burundi reveals that on average 99% of the population has 
already heard about HIV and AIDS.
87% of urban and 78% of rural population are aware of means of preventing the spread of HIV. The 
least informed segment of the population are the youth between 15-19 years old.
Despite of these rather promising statistics about awareness, only 14% of the population use 
condoms.
We identify this fact as a main problem to overcome in our prevention activities: The real challenge 
is not information of population but the implementation of preventive actions.
• GDP strives to complement REMA hospital already existing prevention activities by bringing them 

into remote areas with the help of community health workers.
• GDP needs to target the least informed populations: rural population (remote areas) and youth 

(15-19) populations first with our prevention efforts.
• The role of community health workers is to create trust in their village and promote the use of 

preventive means such as condoms. Condoms should be distributed by CHW as well as by our 
health centers.

• Associating local priest in the promotion of preventive actions is another efficient way to reach 
the population.

• All our preventive actions take into account the specific problem of stigma. Eg. community health 
workers create trust to overcome stigma, condoms are largely distributed to all the population 
(no stigma to possess it as everybody can have one thanks to free distribution etc). 

References:
1. l'Institut de Statistiques et d'Etudes Economiques (lSTEEBU) et l'Institut National de Santé 

Publique (lNSP) du Burundi. Deuxième Enquête Démographique et de Santé au Burundi. 2010 
(EDSB-II, 2010);

2. WHO, UNAIDS, Alliance. A toolkit for program Managers. Scaling up HIV testing and 
councelling services. 

14/08/2012
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Health Services includes activities from the first contact with patients until treatment 

or final healing. At the first contact in Health Centers we propose to deliver primary 

care and the possibility to realize a point-of-care HIV testing (voluntary). The test 

results will define the need for further appointments with the patient if a follow-up 

and treatment is necessary (HIV positive result). Also, counseling is provided to 

patients all along the relationship, in the form of preventive information, orientation 

(in case of illness) and counseling about antiretroviral treatment if necessary.
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Key channels to deliver our health services:
1. Community Health Workers: As many successful public health organizations (eg. Brac, Pesinet) we use 

community members to render certain basic health services to the communities. CHW are in direct contact 
with the population and as they know well their village, they are able to create trust, adapt their working and 
communication method and visits to local needs and specificities. CHWs should be chosen from the 
communities they will serve and communities should have a say in the selection of their CHWs. We will 
recruit mainly female CHW as our main target patients will be pregnant women. CHW will receive a proper 
salary for their work (other NGO’s experience shows that voluntary contribution would not maintain 
motivation for the long run). Our CHW are appointed for specific actions to be performed in their villages:

• prevention activities: information and condom distribution
• information about Health Center: inform about health center activities, schedule and 

geographical location and motivate village inhabitants to join the health center for primary 
care, OTC pharmacy and HIV testing. They play a crucial role in motivating the population 
to use the services of the Moving Health Center.

2.Moving Health Centers: 
Our health centers are composed of a van and a transportable tent that offers 30 m2 space to deliver health 
services. The van is equipped with the necessary equipment for health services: primary care, basic pharmacy, 
POC testing and DBS tools.
Our health center moves around villages in the area around Ruygi according to a planned schedule. The itinerary 
is based on a fix plan and therefore the population can refer to it. Also, community health workers knows the 
schedule and can inform the population about it.
The HC’s activities are described in detail in the following slides.

3. REMA hospital: Hospital of Maison Shalom in the center of the area that GDP covers with health activities. The 
hospital is able to deliver complex healthcare and analytical services. REMA’s HIV laboratory will be equipped 
with confirmatory test equipment (ELISA analysis) and equipment to realize viral load measures from DBS 
samples. A laboratory technician level will be necessary.

References:
1. ON CHW: Community health workers: What do we know about them?” By Uta Lehmann and David Sanders, 

School of Public Health University of the Western Cape. Published by WHO, 2007
2. On lab equipment:  SUMMARY OF WHO RECOMMENDATIONS ON LABORATORY INVESTIGATIONSFOR 

CLINICAL CARE BY LEVEL OF HEALTH CARE FACILITY, HIV/AIDS Department of WHO
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Localités voisines de Ruyigi, Burundi 1 - Ruyigi - 0 km (population : 38.459 habitants)

References: http://www.revafrique.com/geographie/ville-burundi-219940.html

2 - Buvumo - 2 km
3 - Nyamutabo - 2 km
4 - Nyamutobo - 2 km
5 - Nkavyi - 3 km
6 - Rusohanya - 4 km
7 - Rangi - 5 km
8 - Kebuko - 5 km
9 - Buhogo - 6 km
10 - Rabiro - 6 km
11 - Rusagamba - 6 km
12 - Gatunguru - 6 km
13 - Kivumu - 6 km
14 - Mago - 7 km
15 - Nyabitsinda - 7 km
16 - Munyika - 8 km
17 - Bikobe - 8 km
18 - Karunyinya - 8 km
19 - Nyamuyaga - 9 km
20 - Gitwe - 9 km
21 - Gisorora - 9 km
22 - Nyakerera - 10 km
23 - Rukiniro - 10 km
24 - Mamasake - 10 km
25 - Masake - 10 km
26 - Mikanira - 10 km
27 - Kibimba - 10 km
28 - Nyakuremba - 10 km
29 - Bake - 11 km
30 - Bigabiro - 11 km
31 - Bujuru - 11 km
32 - Kinombe - 11 km
33 - Gitsiro - 12 km
34 - Kobero - 12 km
35 - Nini - 12 km
36 - Kivega - 12 km
37 - Rutoke - 12 km
38 - Gatoke - 12 km
39 - Gikombe - 12 km
40 - Muramba - 12 km
41 - Vubi - 12 km
42 - Mageyo - 12 km
43 - Wambogo - 12 km
44 - Nyaguhaga - 13 km
45 - Rangare - 13 km
46 - Karambi - 13 km
47 - Kwisumo - 13 km
48 - Buranga - 13 km
49 - Muhindo - 13 km
50 - Gogoma - 13 km
51 - Kumubuga - 13 km
52 - Kigabo - 14 km
53 - Rusasa - 14 km
54 - Butezi - 14 km
55 - Nyamugari - 14 km
56 - Mikingu - 14 km
57 - Kirabo - 14 km
58 - Murambi - 14 km
59 - Ruhengeri - 14 km
60 - Nyagashubi - 14 km
61 - Kigufi - 14 km
62 - Muguruka - 14 km
63 - Mihiza - 14 km
64 - Bishikuzi - 15 km
65 - Rusengo - 15 km
66 - Itaba - 15 km
67 - Gitema - 15 km
68 - Nyabahira - 15 km
69 - Gahondo - 15 km
70 - Rugojo - 15 km
71 - Bisenga - 15 km
72 - Mayanza - 15 km
73 - Gishingwe - 15 km
74 - Ruyogoro - 15 km
75 - Ncunda - 15 km
76 - Rusumwe - 15 km
77 - Bukukumbo - 16 km
78 - Nyamaborogo - 16 km
79 - Kurugabano - 16 km
80 - Gasenyi - 16 km
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Scheme of functioning

• In the center of the region: REMA hospital. GDP’s health services are operating in a 

region of 20 km around REMA.

• Community Health Workers are located in remote villages in the area, interacting 

with local population.

• Health Center (van) moving around the villages. Stop in each villages for a 2 days 

period.

• The itinerary of the Health Center is planned and scheduled in advance. The local 

population can refer to it (always the same schedule, the van come on fixed days) 

and can build an internal schedule based on it.
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A patient entering the health center will be offered the following services:
1. Administration: register in the IT system
2. Primary care (nurse)
3. Pharmacy (over the counter)
4. Possibility to HIV POC test and DBS sampling
5. Counseling about HIV: prevention, orientation, follow-up
6. Anti-retroviral treatment (ART)

In every health center, there will be: 
1 administrative person
1 nurse
1 POC HIV technician

The landscape for diagnostics in resource limited settings is unlikely to be either only laboratory-based or only POC but rather an optimized 
combination of both solutions. There is need for mix of high volume plus lower quality analysis in remote areas and a lower volume plus higher 
quality solution at a centralized space.

A patient entering the health center has the following services
1. Administration: get registered in the IT system. It allows the patient’s follow up in the health center and also by the community health 

workers (called back for appointment etc). It also helps to create a patient database.
2. Primary care: delivered by a nurse after examination of the patient.
3. Pharmacy (over the counter) in case of need. Some revenues can be generated from this activity.
4. Possibility to HIV POC test and DBS sampling. HIV testing is proposed to every person entering the health center.
5. Counseling about HIV: prevention, orientation, follow-up are delivered by all the employees of the health center.
6. Anti-retroviral treatment (ART) is provided to HIV positive, tested and registered patients in the frame of their follow up. Their viral load 

can be followed-up thanks to the DBS sampling (dried blood sample sent to REMA for viral load analysis).

POC and DBS testing of HIV:
Free HIV testing is offered to patients entering the health center.
The first test is a screening test of a POC tool.
• If the test is negative > the person receives preventive advice and leaves the center.
• If the test is undetermined > a second POC test is performed. If the second POC test is still undetermined, a DBS sample should be taken and 

sent to the central laboratory at REMA hospital for more accurate analysis (ELISA test).
• If the POC test in positive, a DBS sample should be taken and sent to central laboratory in REMA for confirmatory test. In parallel, the patient 

need to be advised by the HC employees in terms of next steps to be taken as an HIV positive person. An antiretroviral treatment should be 
proposed with a regular follow up. Everything in regards to HIV treatment is well documented by the WHO and the health center will follow 
these prescriptions in detail.

• HIV positive patients comes to the HC for antiretroviral treatment. For their follow-up, the evolution of their illness should be monitored 
(measurement of viral load). It will be done by taking a blood sample (DBS) in the health center. The sample is sent to REMA central 
laboratory for a PCR test and results are sent back through the IT system to the HC and allow to adjust patient’s treatment.

References:
1. DBS

• http://www.spotonsciences.com/dbstechnology/
• www.biomerieux.com

2. HIV testing: HIV ASSAYS: OPERATIONAL CHARACTERISTICS, REPORT 16 RAPID ASSAYS, WHO
3. UNITAID Technical report. M. Murtag. HIV/AIDS Diagnostics landscape. 2011 

14/08/2012
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Up to know, we propose to provide  HIV prevention & tests and healthcare however access to health product are rarely disconnected from public 
or private insurance.
Although some health insurance are existing in Burundi for the formal workers, it is less likely the case for workers from the informal sectors such 
as agriculture, who often do not have any working contract, face irregular employment, uncertain revenues or any legal protection. 

While some sort of funding and financial services can be considered by GDP to cover HIV testing costs, providing free access to all other 
healthcare is not a solution in itself. The reason for this is that it remains essential to give the population the responsibility of taking care of 
themselves and to be able to consider the value of good health, from an economic and a social point of view.

Therefore in the conception of our business model, we believe it is important to include, as an external activity, the access to some sort of health 
insurance access. Also, this could substantially contribute to the dynamic of the local economic development.

Including a micro-health insurance is complex as often insurance are linked to the financial system and are conditioned to the access to micro-
credit type of finance. Also, with a country such as Burundi, the population has lost trust with regards to public & private institutions. 

In other developing country, the implementation of micro-insurance, whether it was health related, has various success /unsuccess story. Some 
had very positive economical impact others had strong adverse effects and disastrous outcomes (e.g. Suicide in Indian agriculture linked to the 
incapacity to pay back the micro-loan)

A former EM-Lyon PhD Student, specialised in micro-insurance confirmed the complexity of thinking and implementing any micro-insurance 
system and insisted on the need to think about an unconventional way to offer micro-health insurance. He gave the exemple of an insurance that 
provided the subscriber similar to a “pay as you go”. In other term, the clients could pay their insurance using through their mobile phone, and 
where free to pay when they had the financial capacity. The health access was function on their latest top-up. 
He also mentioned the importance to first assess correctly the need of the local population as services are too often imposed which may not 
answer to the population needs. This is also confirmed by the International office of work (BIT) report which provide some useful surveys in the 
appendix. 

Within the time frame of our ELP project, it was impossible to work in depth on a micro-health insurance model, which in itself would be a full 
project and would need to be studied independently. 

Reference: 
1. Abhijit V. Banerjee, Esther Duflo, Repenser la pauvreté, Paris, Le Seuil / Les Livres du Nouveau Monde, 2012
2. Bureau International du travail (BIT) - Stratégie et Techniques contre l’exclusion sociale et la pauvreté (STEP)  - Guide d’introduction aux 

mutuelles de santé en Afrique – Micro-assurance santé
3. Pro MHI Africa EU-African University Network to strengthen community-based micro health insurance - http://www.microhealthinsurance-

africa.org/
4. Interview with EM-Lyon PhD Student
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Mix of diagnostics services combining:

- High volume, low-unit costs laboratories in high density areas

- And lower volume and simple POC or near-POC platforms in less densely 

populated regions

- Efficient & effective landscape
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Human resources are always a key resource to all kind of organisations whether its 

for – profit or non – profit . 

We have categorized key resources into 4 categories as shown in the slide. 
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Whether it is a for – profit organization or a non – profit one , it is very important to manage 
key resources (The health workers are in this case one of the key resources ) .

Village Manager (VM) - is the in charge for their respective village. The village manager could 
be a priest in the village or a person who is respected by local people.

Programme organizer (PO) - has a variety of duties including data collection, Health Worker 
monitoring and data verification, crisis management, referring complicated cases and 
ensuring follow up etc. Having a Programme Organizer is an option. Depending on Ruyigi’s
geographical and demographic , Health workers could also be directly managed by a village 
manager, thereby excluding the need of a Programme Organizer .

Community Health Workers : In charge of various important tasks such as Health and 
nutrition education, Treatment of common ailments, Education about health and hygiene, 
provide updates on mobile van in the village, Distribute and sell personal hygiene products, 
for example, tooth paste, sanitary napkins, etc., and send the data gathered via GPRS enables 
mobile phone to the central system.

The health workers must receive a training session that allows them to provide basic health 
services and other related services mentioned above.

They must be incentivized for various services, such as attending monthly review meetings,
reporting a suspected HIV case. They must also distribute heath care products, which they 
can receive free from Programme organizer of the village and then sell to the Burundians.

This will not only create a sense of responsibility but will also empower, for example, women 
who are health workers .
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Medicine Training Division concept is somewhat based on BRAC university , 

Bangladesh and Aravind eye hospital in India.

Medicine Training Division 

Can be integrated with Centre for Occupational Training at Maison Shalom

Goals:

Empowerment, Capacity building to REMA, 

provide economic opportunity, 

and promote values and culture of Maison Shalom

Implementation in three phases : 

Phase 1 

Phase 2 

Phase 3

References :

1. Aravind eye hospital  - : http://www.aravind.org/

2. Education and training at Aravind - http://www.aravind.org/education.aspx

3. BRAC university - http://www.bracu.ac.bd/about/
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-Phase 1 : Partnering with organizations and universities such as  Doctors for Global 
Health (DGH) , Doctors Without Borders, Université du Burundi , Hope Africa 
University
-Phase 2 :  Promotion of the Training division and programmes via Burundi Drummers 
or plays in the villages, and providing training enrolment support to all the interested 
ones
-Phase 3 : Post – training support : Supporting the trained ones to be placed in REMA 
hospital / other hospitals in Burundi and other employment opportunities within 
organizations in Burundi such as Unicef , USAID Health programs ( started in 2010 ).

References : 
Phase 1
1. Doctors Without Borders - http://www.doctorswithoutborders.org/
2. Université du Burundi - http://www.ub.edu.bi/
3. Hope Africa University - http://www.hopeafricauniversity.org/

Phase 2
1. Burundi Drummers  - http://www.youtube.com/watch?v=iecVcVsmrnY
2. Cultural Performances In Villages -

http://aidindia.org/main/content/view/621/278/

Phase 3
1. USAID Health programs  - http://www.usaid.gov/where-we-work/africa/burundi
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One of the important reasons why many people die of HIV Aids  in villages or remote areas is because the data of the infected ones are not 
securely stored, so the doctor or a health worker is unsure where the patient/infected one is. The intervention of technology is highly 
recommended when fighting for a big cause in a very rural place like Ruyigi , Burundi.

Components of Technology : 
• Mobile network
• Mobile phones
• Computers \ Laptops 
• Server \ Database
• Data center to store the server 

The use of mobile phones are highly recommended to record patient data and store it for future analysis / use .The diagram above shows that 
each health worker traveling in the villages have Mobile phones ( android based and GPRS enabled ) that records data of the patient(s) and this 
data is send via mobile phone to the central server ( which can be at REMA or at any other feasible location ). The technology is so advanced that 
it caters to the most common problem of not having an internet facility in the remote village. This problem is solved in a way that the health 
worker feeds in the data of the patient into his / her mobile phone , and when the health worker or mobile phone reaches an area where internet 
is available , then automatically all the patient(s) data is sent to the server.

As shown in the diagram above – even the doctors / nurses in the mobile vans (we have named them Smile on Wheels) can have this type of 
mobile phone as explained above and could store and send the data to the server. Moreover , the doctors or nurses in the REMA hospital can 
view the patients data stored on the server via a internet website and can direct their activities accordingly . 

We have already gotten a proposal from mPower, and with few changes in the proposal (for example not having to send the data to the server in 
Bangladesh and instead using our own server in Ruyigi) and after few negotiations with them, the overall cost mentioned in the proposal could be 
lowered down .The proposal will be attached with this presentation for your reference.

Mobile phone / Software features (not an exhaustive list but good to start with) : 

Secured log in for health workers 
A self-learning tutorial on HIV/Malaria/Tuberculosis (if possible with videos and learning quizzes) 
A patient record filling form for the health worker and patient record viewing module for the doctor ( two way communication between health 
worker and doctor / nurse )
Risk alert algorithm (e.g. if sample details are above a certain criteria, then it alerts heat worker and doctor). If doctor is not present or doesn’t 
respond, then algorithm sends information to the health worker on what is to be done immediately. 
A Real-time reporting and monitoring tool (A website will be required for this .need to think about it) 

References : 
1. What is a GPRS enabled mobile technology ?: http://mobileoffice.about.com/od/glossary/g/gprs.htm
2. Very useful Pdf (an example from Bangladesh) about how mobile phones and technology are changing the way patients , health workers, 

and doctors are being linked together in remote areas : http://clickmedix.com/wp-content/uploads/2009/11/Bangladesh-Maternal-Health-
Case-Study.pdf

3. Mobile operators in Burundi - http://en.wikipedia.org/wiki/List_of_mobile_network_operators_of_the_Middle_East_and_Africa#Burundi
4. Econet Wireless Launches 3G Services in Burundi - http://www.cellular-news.com/story/50146.php
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The primary or priority target customers are : 

• Young women

• Pregnant women

• Infants & children <5

Secondary target customers are : 

Men & elderly

The target customers would be served via hospitals, heath care centers, mobile van 

where not only tests and other treatment would be provided but medicines or other 

medical related items would be sold to the customers.

Although our primary customers and secondary customers are women and men 

respectively; however, primary care will be provided to everyone.
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The cost associated with mPower could be reduced with the purchasing of a server 

located in Burundi and with maintenance that occurs there. Furthermore costs 

associated. with mPower would be reduced by $30,000 as implementation related 

expenses are only applicable in the first year.

Additionally the use of a Burundi based unit to manage a server (potentially 

individuals from a local university or company) could also bring down the costs 

associated with Technology.
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Average salary of a doctor in REMA is roughly $400 per month, in order to attract and 

keep good nursing talent we suspect paying the nurses close to half of the doctors 

will compensate a nurse well for working in a non traditional medical setting (in a 

mobile van) especially since we know the number of nurses in the country as of 2009 

was roughly 4,241 according to the Africa Health Workforce Observatory, this small 

number compared to the 10 million plus population suggest that there may be 

competition for nursing services.

Admin/Lab tech are very few in the nation (~159) we will have to train people and 

therefore we suggest a monthly salary which is ~500% above the average income of 

Burundi to account for the additional skill these individuals will have, furthermore 

there will be component of their compensation that is completely in their control that 

involves the selling of goods and the insurance services.

In our estimates we believe CHWs should aim for seeing 400 individuals in their 

territories per month which would less than the expected 650 described by the The

Earth Institute, which would also lead to a lower monthly salary than most nations 

are paying their CHWs (~$40 per month) but like the lab workwer we believe they 

should have a commission portion on top of their fixed salary which adds additional 

control to how much they could earn.
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Based on the current composition of  Burundi's GDP we were  able to present 

illustratively what we believe might be the impact of each revenue flow to the 

project, the health compenet though a key activity we feel would be largest social 

impact but smallest direct economic impact as health related activities in low income 

countries generally do not tend to be large revenue generating ventures due to the 

unability to place large mark ups on these services, unless it is pharmaceutical or 

specialist related activities.

Based on the fact 90% of the working population is involved with the agricultural 

sector we feel that the cross subsidization flow will have a substantial impact due to 

the large number of people that can benefit from the farming and food purchasing 

services we propose in the next slide.

Additionally FDI continues to grow in Burundi and there are large multilateral 

organizations in Burundi that are potential sources of funding.
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Additionally for the farming related services the One Acre Fund 

(http://www.oneacrefund.org) could be a potential partner for seeds and 

instructions/education for farmers, funds for GDP could be generated by referrals to 

this organization.

In terms of largest potential for fund generation we feel offering services based on 

knowledge to NGOs and governments would be extremely high value, as these 

entities are in need of data to shorten their ramp up time and which would increase 

their effectiveness in Burundi. 
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This frame work is based on work by Babson president Len Schlesinger, founder and 

president of Innovation Associates Charlie Kiefer and journalist  for The New York 

Times, Paul B. Brown, which uses the the logic and methods they uncovered are used 

by serial entrepreneurs when they aim to create the future in the face of extreme 

uncertainty.

The framework highlights the use of “Act →Learn → Build (so you can) Act again” as 

the best mindset to employ in building businesses in the environment of uncertainty

References

1. http://just-start.com/
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(All of the mentioned forms of funding are equally important though we do think Crowd Funding is the easiest to get 
implemented due to the nature of those platforms being based online and should be considered as an early funding source to 
engage)

Crowd Funding

This is the first and most accessible modes of funds, as the project and reach a large number of "microinvestors" that are 
availabe on the various big crown funding platforms (e.g. kickstarter, indiegogo etc). Additionally students from business 
schools and the EML alum base can be considered as a potential crowd sourcing channel, futhermore there are other options 
such as Global Givings (http://www.globalgiving.co.uk) which allows one to place their projects with socially focused projects, 
though platform such as this would have a much smaller audience due to its niche nature.

Financial Market Related Funds

We have provided a short list of funding sources in the appendix that focus on adding NGOs into their funding pool, some active 
engagement with these groups would be needed and potential adherance to performance standards from these instituation, 
however such groups do offer access to large and potentially long standing pools of funds.

Looking into the future after accumilating a comfortable level of funding above the amount needed to operate, a portion of 
these funds could be placed in an Exchange Traded Fund, which many online brokers now offer with zero commision fees, these 
financial funds would generate returns that could go to the funding of items such as the insurance model.

Burundi Diaspora Remittance

Based on the findings in publications such as the following (http://www.diis.dk/graphics/Publications/WP2011/WP2011-
10_stu_bim_Diaspora-Burundi_web.pdf) there is a growing trend of monetry outflows from the diaspora heading back to 
Burundi, which is getting noticed by various large money transfer offices. We believe as a means of helping such companies as
Western Union and MoneyGram gain access to the Burundi market a partnership could be proposed where the project can 
access a small percentage of the profits these institutions are able to amass (please refer to illustrative example in appendix XX)
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The French economist Ester Duflo, insist particularly on the necessity to evaluate the 

cost-effectiveness of any model put in place in developing world. 

It is indeed important to be able to assess, fairly rapidly, whether the measures put in 

place have the expected impact. 

If not, action will have to be undertaken to understand why and what should be down 

to correct.

If yes, it will provide the argument on the need and interest of the program; it will 

help convincing donors that their money is used efficiently. It will also argument to 

assess whether the programp could be generalisable to other part of the country, or 

other country.

This evaluation will be possible thanks to the data we will be collecting. The valuation 

of effectiveness would need to be anticipated in order to ensure the necessary data is 

collected. 

Effectiveness assessment could cover the impact of the program on the HIV-related 

burden, bit not only. It could also assess the improvement in local economy, 

purchasing power, level of health insurance coverage, level of general health state, 

etc….
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As with all ventures there remains challenges that can not be ignored and opportunities to 
further develop the strong points of this current iteration of the business model. Luckily the 
connection to Maison Shalom affords the project a strong partner that is well respected in 
the region and country that will offer the project a leg up in the process of engendering trust 
in the community, additionally Maison Shalom has incorporated cross subsidization into their 
model and GDP's revenue generation models could be quite complementary to theirs.

GDP has to be careful not to overly rely on on REMA as that institution does have its own 
goals moreover such a strong connection may become a bit unclear for potential future 
hospitals that could apply the GDP model as the business scales and expands to new 
territories.

Time on the ground would be needed to assess potential problems associated with 
externalities associated with the legal system and taxes though there may be institutional 
knowledge that can be garnered from either Maison Shalom or other partners to assist with 
the lack of experience in that department.

The micro-insurance portion of the story will need additional development but contacts have 
been made with the ministry of health and academic entities that are familiar with the 
insurance apparatus however it is key to tailor the operations to Burundi and potentially this 
could be an item future project leaders can explore.

From the outside looking in, Burundi may seem to be quite a tough country for such an 
operation due to issues with equipment security and the strained supply of medical talent 
which could be addressed with a medical training facility, the countries demographics and 
density especially in the Ruyigi area suggests that there is great potential to scale, though any 
future growth of the operations should be monitored extremely carefully to account for 
possible broken links in data collection from patients entered into the database as we 
understand the population shows no great "brand loyalty" when it comes to hospitals.
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The key failure factors of our business models are those elements that, if not properly done, will 
undoubtedly lead to the failure of the project.

• Stigma has an important role in the failure of HIV prevention and treatment. Overcoming stigma is 
of utmost importance : if the population is not willing to actively participate in preventive actions, 
use the means provided (condom) and come to the health center

• Managing donations is crucial, as they provide the minimum income required to make the business 
operate.

• One of the most important factor to make the project work is the management and motivation of 
community health workers. In fact, they are in the heart of the activity by interacting with the 
population. They need to have good communication and social skills to create trust. This trust is 
essential in being convincing in prevention, motivating people to come to use the mobile health 
center’s services and keep on coming back for treatment if necessary. These community health 
workers operate most of the time alone, in remote areas. Therefore maintaining the link with 
them, continuously communicating and making sure their motivation level is high are very 
important in making GDP work.

• Our ability to use the micro-insurance is crucial, as this is the main tool to make GDP’s services 
accessible for the population.

Key success factors: these are factors that, if well done, will highly increase the success and 
performance of our operations.

• The trust level created by community health workers inside their zone will influence how many 
people will use GDP’s health services.

• The higher GDP’s is financial sustainability (not only donations but the success of the different 
sources of self-generated revenues) the higher the chance GDP will be independent, efficient and 
able to expend its activities to new areas.

• Partners are a very important part of the business model. Nevertheless, players can have new, 
different interest or eventually quit the region and it would threaten certain operations of GDP. 
Keeping a watchful eye and maintaining a network of potential partners would increase the 
stability of GDP’s operations over time.
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As we mentioned previously, we could not develop the idea of the micro-health 

insurance as it is in itself a model within the BM.

Therefore we suggest this as a topic for an ELP project for next yea r MBA ELP 

team. 

Depending on the successfulness of this BM, it could be scaled-up either at a 

geographical level or at a functional level
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microDinero offers news about new financial funds available to Burundi, which would give ideas about contracts created by the government 
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1- bioMérieux

2 - http://www.spotonsciences.com/hemaspot
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PRINCIPLE 

Dried blood spot specimens are collected by applying a few drops of blood, drawn by 

lancet from the finger, onto specially manufactured absorbent filter paper. The blood 

is allowed to saturate the paper and is air dried for several hours. Specimens are 

stored in low gas-permeability plastic bags with desiccant added to reduce humidity, 

and may be kept at ambient temperature, even in tropical climates. Once in the 

laboratory, technicians separate a small disc of saturated paper from the sheet using 

an automated or manual hole punch, dropping the disc into a flat bottomed 

microtitre plate. The blood is eluted out from which dilutions can be made for 

subsequent testing.

14/08/2012
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( Data from USAID – U.S. Agency for International Development) 

References : 

http://www.usaid.gov/where-we-work/africa/burundi

http://egateg.usaid.gov/sites/default/files/Burundi.pdf
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http://www.africaneconomicoutlook.org/en/countries/east-africa/burundi/

http://fic.wharton.upenn.edu/fic/africa/Burundi%20Final.pdf

http://www.reuters.com/article/2011/12/27/burundi-economy-idUSL6E7NR15Y20111227



- http://www.ifadem.org/article15.html

- WSM – Etude comparative des systèmes de protection sociale au Rwanda & 

Burundi

• 47 hospitals (1 / 164,906 vs. 1 / 100,000 OMS norm)

• 610 health care centre (1 / 12705 vs. 1/10000)

• Huge regional disparities: Urban vs. rural area 
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Analysis on Technology to give you a broad picture about various trends in Burundi regarding Internet , Mobile phone usage , 

POPULATION COVERED BY MOBILE CELLULAR NETWORK (%) IN BURUNDI

References

1. http://www.tradingeconomics.com/burundi/population-covered-by-mobile-cellular-network-percent

2. http://www.4icu.org/bi/burundi-universities.htm

3. http://www.nationmaster.com/country/by-burundi/ind-industry

4. http://www.ostamyy.com/ISPs/Burundi.htm

5. http://www.internetworldstats.com/africa.htm (marketing focused group gathering this date, this

http://www.nationmaster.com/country/by-burundi/int-internet

6. http://en.wikipedia.org/wiki/List_of_mobile_network_operators_of_the_Middle_East_and_Africa#Burundi



120



References

1. http://www.droit-afrique.com/index.php/content/view/87/175/
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