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neous data can help to build predictive models of malaria cases. We built predictive
frameworks: the generalized linear model (GLM), and artificial neural network (ANN), to
predict malaria cases in four sub-groups and the overall general population. Descriptive
results showed that more than half of malaria infections are observed in pregnant women
and children under 5 years, with high burden to children between 12 and 59 months.

gﬁ{fﬂ‘f' Modelling results showed that, ANN model performed better in predicting total cases
Malaria compared to GLM. Both model frameworks showed that education rates and Insecticide
Modelling Treated Bed Nets (ITNs) had decreasing effects on malaria cases, some other variables had
Generalized linear model an increasing effect. Thus, malaria control and prevention interventions program are
Neural network encouraged to understand those variables, and take appropriate measures such as

providing ITNs, sensitization in schools and the communities, starting within high dense
communities, among others. Early prediction of cases can provide timely information
needed to be proactive for intervention strategies, and it can help to mitigate the epi-
demics and reduce its impact on populations and the economy.
© 2022 The Authors. Publishing services by Elsevier B.V. on behalf of KeAi
Communications Co. Ltd. This is an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/4.0/).

1. Introduction

Malaria infection has been, and still a major public health concern in Burundi (World malaria report 2017, 2018). The World
Health Organization (WHO) estimates show that more than 80% of the Burundian population are at high risk of acquiring
malaria infection (World malaria report 2017, 2018). Malaria cases increased from 2.6 million in 2013 to 8.3 million in 2016
with a further 18 percent increase in the first half of 2017 compared to 2016 (Malaria Initiative, 2016). In 2017 malaria was
declared a national epidemic (Burundi Humanitari, 2017; Lok & Dijk, 2019; Weekly Bulletin on Outbre, 2017). According to the
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Institute for Health Metrics and Evaluation (IHME), in 2019 malaria was ranked fourth cause of death after Diarrheal diseases,
Neonatal disorders, and tuberculosis in Burundi (Health metrics for Burund, 2020).

The health system still has many challenges, despite efforts by the Government to improve by increasing access to
healthcare facilities and technical capacities (Sinzinkayo et al., 2021). Burundi suffers from a shortage of qualified personnel,
medical resources, and high burden of diseases (Lozano & Garrido, 2015). According to the World Bank statistics in 2017,
Burundi was estimated to have 0.1001 physicians for 1000 people (World health organization, 2017), and in 2010, the density
of doctors, nurses and midwives combined was estimated to be 2 per 10,000 population (Density of doctors and nurse, 2010).

In a study published in 2011 by Nkurunziza et al. (Nkurunziza et al., 2011), the authors claimed that 17.4% of patients did
not have access to health care at all, while 81.5% of patients were forced to go into debt or sell their property to pay for the
health costs. Furthermore, the authors of same study (Nkurunziza et al., 2011), and the report of health systems (Lozano &
Garrido, 2015) reported a huge disparity between the urban areas especially the economic capital Bujumbura, and the
other parts of the country.

According to the World Vision International, an international Non Government Organization (NGO) which support malaria
interventions in Burundi, some major drivers of malaria infection in Burundi are: the low usage of Insecticide Treated Bed
Nets (ITNs), climate change, population density, shifting of farming practices, food insecurity, and lack of knowledge and
action to prevent malaria in the communities (Eight facts about burundi, 2017).

Studies have shown association of malaria cases with temperature, humidity, rainfall, usage of ITNs, geographical location,
and socioeconomic factors (Beck-Johnson et al., 2013; Li et al., 2013; Pascual et al., 2006; Semakula et al., 2015). This means
that the data of these variables can be used to predict number of malaria cases at a certain level of certainty. In Uganda it was
reported that malaria is highly endemic with temperatures and precipitation that allow stable transmission throughout the
year with relatively low seasonal variability in most parts of the country (Siya et al., 2020). In areas with a long dry season such
as the Sahel, and particularly in Burkina Faso, rains determine the abundance of mosquito populations and thus the intensity
of transmission with mosquitoes then benefiting from multiple puddles to reproduce and also high humidity levels of the
surrounding air. In Niger, a 16% increase in rainfall between 2005 and 2006 was accompanied by a 132% increase in mosquito
abundance in the village of Banizoumbou, located in the Sahelian zone (Bomblies et al., 2008). The impact of altitude on
malaria transmission is directly related to the decrease in temperature that influences both the vector (anopheles mosquito)
and the parasite (Bayoh & Lindsay, 2003; Kipruto et al., 2017). We know also that the wind speed varies according to the
altitude so that at high altitude mosquitoes may lose their vectorial capacity.

Using multiple data sources for malaria prediction has been argued to complement the surveillance system of malaria
(Wang et al., 2016) which is often based on reported data. Therefore, given the current knowledge on factors which may
increase or decrease malaria prevalence, it is important to enhance decision making, and resource allocation with targeted
interventions for effective malaria control. And since there is no one-size fits all intervention to eliminate malaria, modelling
frameworks can help to explore a range of interventions given different predictions of infection cases, epidemic estimates,
and cost effectiveness. This is crucial for decision making to be able to tailor interventions and optimize resources as stated in
the WHO's Global Technical Strategy for Malaria 2016—2030 (Global technical strategy, 2021).

The objective of this study was to use available data sources which have been proven to be associated to malaria infection
(Haque et al., 2011; Onyango et al., 2016; Semakula et al., 2015; Thang et al., 2008) to build basic predictive frameworks to
predict malaria cases in different sub-groups in Burundi, namely response variables: pregnant women and children under 5
years, among pregnant women, children between 0 and 11 months, children between 12 and 59 months, and the overall
general population. From those models outputs, we should identify predictors variables which more important for the in-
crease and decrease of malaria cases, and also get to know their magnitude. This provides the starting point for more complex
models with granular data to understand different factors influencing the transmission dynamics of malaria, and subsequent
control measures in Burundi.

2. Methods
2.1. Data

The study was conducted using monthly data collected from different provinces of Burundi for the period 2010—2017. The
data consists of records of total malaria cases, cases among children under 5 years and pregnant women, as well as the
number of insecticide treated nets (ITNs) distributed to children and pregnant women. We also used monthly climate data,
and demographics data including annual population estimates and schooling rates for all provinces.

A record of the total nationwide malaria cases was available from the National Integrated Malaria Control Program of the
Ministry of Health. Detailed monthly data sets on malaria infection for children (from O to 11 months then up 12—59 months
male and female), and pregnant women (before and after first trimester of pregnancy), the number of ITNs distributed (for
children under five years and pregnant women) per each province were available from the Department of National System of
Health Information of the Ministry of Health.

Monthly climate data (weather) per province were provided by the Geographical Institute of Burundi. In addition, de-
mographic data for each province were provided by the open library of the National Institute of Statistics. And the schooling
rates data per province per year were provided by the Planning Office of the Ministry of Education and Scientific Research.
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Thus, data were collected on different time scales since some data sources were monthly while others yearly. All malaria
epidemic data (malaria cases in children girls and boys between 0 and 11 months, 12 and 59 months, pregnant women, total,
number of pregnant women, number of children below 5 years, total ITNs distributed to women and children) were collected
at monthly basis in provinces. Climate related data (rainfall, temperature, humidity) were also collected at monthly basis in
different stations in provinces. But demographics (populations, education, and location) data were collected once a year
except for location (longitude, latitude, altitude, and area). After cleaning, handling missing values as discussed in the
following subsection 2.2, and correlation analysis, in our modelling exercise, among 9 variables we used, 3 of them (education
rates, population density and altitude) were not captured at monthly basis in our data. Those collected once a year (popu-
lation density and education rates) were assumed to be the same along all month of the year and change with new data of the
year, and the altitude which is constant, it was constant all months and years.

2.2. Data imputation

We combined all the databases in one data frame, after cleaning, we had a new data frame with the following variables:
area, longitude, latitude, altitude, rainfall, temperature, humidity, population, education, malaria cases among children under
11 months, malaria cases among children between 12 and 59 months, malaria cases among pregnant women with less than 3
months, malaria cases among pregnant women beyond 3 months, severe malaria cases, ITNs given to children, ITNs given to
pregnant women, severe malaria cases, and other malaria cases. From climate data, we have data on temperature, humidity,
and rainfall. From demographics, we have population, education rates, and geographical location (longitude, altitude, latitude,
and surface area).

The climate data had missing values, and to handle them we used a non-parametric missing value imputation approach
using random forest method (missForest) (Stekhoven, 2015), by specifying the maximum number of iterations to be per-
formed (100) and the number of trees to grow in each forest to be 1000. This method is often used to impute continuous and/
or categorical data including complex interactions and nonlinear relations. This was done with the data frame of combined
data from malaria infection, climate, and demographics.

With same combined data frame, we performed a correlation analysis. Before the analysis, we had to drop some variables
from malaria epidemiological data (severe cases, and other subgroups such as malaria cases among different periods of
pregnancy for women), and we kept only sub-groups of interest in our modelling exercise (total malaria cases, and cases
among children between 0 and 11 months, between 12 and 59 months, below 5 years, pregnant women, and pregnant
women and children below 5 years). We also drop the latitude variable from the location, since we assumed that longitude
and altitude were sufficient given the limited size of country.

The results of the correlation analysis showed a triangle like clusters of highly correlated variables as we can see at Fig. 1:
the first one was among malaria cases in different sub-groups; the second one was between the number of pregnant women,
number of children below 5 years, and the number of ITNs distributed in the general population; and the third one was
between malaria cases in different sub-groups and the number of pregnant women, number of children below 5 years, and
the number of ITNs distributed. We also had other non negligible correlations between the area and the number of pregnant
women and children under five years, and small but positive correlation with the population, thus, that lead us to create a
new variable, the population density. We used it instead of using population, and area. The well known negative correlation
between temperature and altitude (Lancaster, 1980; Peng et al., 2020) was also observed. Longitude was much positively
correlated to sub-groups of malaria cases, surface area and some populations (number of women and children under five
years), and since we had to keep a priori sub-groups of malaria cases, and had created a new variable with population and
area, we dropped the longitude.

Based on correlation analysis results, to build the predictive models for malaria cases, we used the following variables:
altitude, rainfall, temperature, humidity, population density (a variable we created with population and surface areas), ed-
ucation rates, number of pregnant women, number of children under five years, and number of ITNs distributed. We built the
models using randomly 75% of the data set for training, and 25% for testing. In order to be more realistic, we also considered a
scenario where we used data from 2010 up to 2016 for training, and predict 2017 cases. For that scenario we considered only
predicting the monthly total cases of malaria.

2.3. Modelling: general linear model and artificial neural network model

We built a general linear model (GLM) (Bates et al., 2014), and an artificial neural network model (ANN) (Gurney, 1997) to
predict malaria cases in different scenarios. Each response variable (malaria cases among pregnant women and children
under 5 years, malaria cases among pregnant women, malaria cases among children between 0 and 11 months, malaria cases
among children 12 and 59 months, and overall total malaria cases) was evaluated by both types of models. To ensure model
validity and performance, we used cross-validation approach with 100 fold replication. To assess the goodness of fit, we
computed the mean square root error (MSRE) of the difference between true and predicted values of malaria cases.

The generalized linear model (GLM) is a flexible generalization of ordinary linear regression that allow the dependent
variables to be non-normal (McCullagh & Nelder, 2019). Denote X as the independent variables and Y the dependent variables.
Then the expected value of Y conditional on X is given by
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Fig. 1. Correlation matrix between total malaria cases (M.tot), malaria cases among children between 0 and 11 months (M.0.11.mths), malaria cases among
children between 12 and 59 months (M.12.59.mths), malaria cases among children under five years (M.1.59.mths), malaria among pregnant women (M.pre-
g.wom), malaria among pregnant women and children under five years (M.preg.wom.5yrs), population (Pop), number of pregnant women (Nb.pregn.wom),
number of children under five years (Nb.5yrs), number of bed net distributed (Nd.nets), longitude (Long), altitude (Alt), temperature (Temp), rainfall (Rain),
humidity (Humid), education rates (Educ), and surface area (Area).

E(YIX) =g~ (XB) (1

where g is called the link function, and § are linear combination parameters. A GLM model consists of three components: (i)
random component, specifying the conditional distribution of the response variable (Y), (ii) linear predictor—that is a linear
function of regressors (X@), and (iii) a smooth and invertible linearizing link function g(), which transforms the expectation of
the response variable, u = E(Y), to the linear predictor. In our GLM model, the link function was a Gaussian distribution. If we
assume the linear predictor to be u, we will have

p= Z?:] Bixi (2)

where x; are the nine predictor variables (population density, number of pregnant women, number of children below 5 years,
number of ITNs, education rates, humidity, rainfall, altitude, and temperature).

The GLM generalizes linear regression by allowing the linear model to be related to the response variable via a link
function and by allowing the magnitude of the variance of each measurement to be a function of its predicted value. With
GLM fitting to data, we get effect of each predictor to the response (output) with assumption that other predictors are
omitted. To be able to see the effects of all the predictors we performed an ANOVA to the GLM outputs with Chi-Square test
which consider adding sequentially terms (predictors) to the model (McCullagh & Nelder, 2019).

Artificial neural networks are tools used in machine learning which are able to detect multiple nonlinear interactions
among a series of input variables (predictors). They are brain-inspired systems which are intended to replicate the way that
humans learn. Neural networks consist of input and output layers, as well as a hidden layer consisting of units that transform
the inputs into a stable form for the output layer, and each layer has neurons (nodes or vertices). The number of nodes of the
input layer is equal to the number of inputs variables, and the number of nodes of the output layer is equal to the number of
outputs. For our model, the number of the nodes of the input layer was nine and for the output layer was one. To build the
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hidden layers, we followed the rule of thumbs which describes how to choose the number of hidden layers and nodes in a
feedforward neural network (Heaton, 2008). Similarly to GLM model above, if y denotes the output which was malaria cases
in the five sub-groups, and x; are the nine predictor variables, the symbolic description of the ANN model was given by the
following expression.

v~ B (3)

After exploration of different artificial neural network configurations with number of layers and neurons, we considered
an artificial neural network with two hidden layers with respective internal nodes (3, 4), and the neural network was trained
10 times using neuralnet package (Gilinther & Fritsch, 2010). For the ANN model, we had to normalize the data for neural
network model using the minimum and maximum values (Gokhan et al., 2019). For the ANN models, we computed the
relative variable importance using connection weights approach by Olden et al. (Olden et al., 2004) which is implemented in
NeuralNetTools R package (Beck, 2022). The results showed the importance of predictors for any given outcome (malaria
cases sub-groups) and the direction of that importance.

For any of the above mentioned modeling approaches, the goodness of fit was measured by the Root Mean Square Error
(RMSE):

RMSE = [0 S - )2 (4)

where x; is the observed number of cases and x; the predicted number of cases. To evaluate the models' performance, we used
cross-validation (CV) technique, we re-sampled 10 times the data and run the models, and we summarized the models'
performance by the mean of RMSE values which were computed per each time we ran a model. All the computations were
performed using R (version 3.4.4) software (R Core Team, 2018) in a Linux environment.

3. Results
3.1. Descriptive analysis

A descriptive analysis of annual malaria cases shows that the epidemic curves for the five categories between 2010 and
2017 have an increasing trend as we can see at Fig. 2. The epidemic curves show what is well known that pregnant women
and children under 5 years are at risk for malaria infection. However, although there are a lot of malaria cases for pregnant
women and children under 5 years, almost a half of cases came from other populations groups of adults and children above 5
years.

When this high risk group is divided in three subgroups with pregnant women, children between 0 and 11 months,
children between 12 and 59 months, we can see that children between 12 and 59 months have a disproportionate burden of
malaria infection compared to other subgroups in all the eight years (2010—2017), with pregnant women group being the one
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Fig. 2. Country level epidemic curves of malaria cases in children between 0 and 11 months, children between 12 and 59 months, pregnant women, pregnant
women and children under 5 years, and the overall total cases between 2010 and 2017.
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with low cases. Regarding geographical distribution, the charts of province level cases at Fig. 3 show that provinces of Kir-
undo, Gitega, Muyinga, and Ngozi were much affected compared to others.

When we aggregate the monthly number of malaria cases for the eight years (2010—2017), Fig. 4 shows that the total
malaria cases have same trend as cases among pregnant women and children under 5 years, and cases among children
between 12 and 59 months. We can say that the temporal trend of malaria cases among pregnant women and children under
5 years can benchmark the malaria epidemic in Burundi. However, children between 12 and 59 months have same trend as
cases pregnant women and children under 5 years, but this is explained by the fact that the large proportion of the latter
category is made of children between 12 and 59 months.

As we indicated earlier, in the descriptive subsection 3.1, in the 8 years period (2010—2017), the epidemic curves of malaria
cases has an increasing trend. Considering malaria cases in pregnant women and children under 5 years as a benchmark of the
trend (from Fig. 4), Fig. 5 shows that, even the year with the highest number of cases (2016), it did not have high cases in all
months. A visual comparison between monthly cases among pregnant women and children under 5 years in the 8 years
(2010—2017) showed that there has been disparities (Fig. 5). If we compare the monthly number of cases in those 8 years from
Fig. 5, it shows that although the magnitude is different with much disparities within months, the overall trend across months
of the year is similar of what we see at Fig. 4. In January, we have high number of infections which decreases in February and
start increasing by March up to June after which a sharp decrease is observed in summer with lowest cases in August. In
September, cases start increasing again up to December.

3.2. Models outputs

The results of the GLM models built for malaria cases (total cases, among children under 5 years and pregnant women,
among pregnant women, and among children between 0 and 11 months, and those between 12 and 59 months) are given in
Table 1. Among the five sub-groups of malaria cases, the overall total number of malaria cases was the only response variable
where all parameters estimates associated to predictors have statistically significant (based on their p-values, Pr(>|t]) in Table
1) effect on the outcome, followed by pregnant women which has 6 among the 9 predictors. Other responses variables had
limited number of statistically significant predictors.

We can see in Table 1 that some of the variables have an increasing or decreasing effect on malaria cases. Rainfall, humidity,
number of pregnant women, and the number of children under five years have an increasing effect on the overall malaria
cases. But, education, temperature, and the number of ITNs distributed to pregnant women and children have a decreasing
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Fig. 3. Province level malaria cases in children between 0 and 11 months, children between 12 and 59 months, pregnant women, pregnant women and children
under 5 years, and the overall total cases between 2010 and 2017.
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Fig. 5. Monthly malaria cases in pregnant women and children under 5 years in 8 years time period (2010—2017).

effect on the overall malaria cases. In addition, by sequentially adding one predictive variable for all the generalized models
with results in Table 1, the contribution of each variable was significant as we can see for columns of the statistical significance
of the Chi-square test (Pr(>Chi)), except for ITNs variables in predicting malaria cases among pregnant women and children
below 5 years.

From the ANN model, the computed relative variables' importance in the five scenarios of different sub-groups of malaria
cases (see Fig. 6) showed that for the overall malaria cases, rainfall, population density and the number of children under 5
years were much predominant positive predictors whereas education and ITNs were relatively dominant negative predictors.

The Root Mean Square Error (RMSE) and Cross Validation (CV) between observed and predicted values by the GLM and
ANN models for malaria cases in the overall population (total cases), among pregnant women and children under 5 years,
among pregnant women, among children between 0 and 11 months, and those between 12 and 59 months are given in Table
2. The error values show that ANN performs better in estimating total malaria cases compared to GLM model (Table 2). The
generalized linear models do not perform too bad since the difference between generalized linear model and neural network
model is between two and three thousands cases (CV and MSRE). For cases among pregnant women, and children, the
generalized linear model performed better compared to neural network model (Table 2).
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Table 1

Parameter estimates from the generalized linear models (GLM) for malaria cases, and the significance level of the results of the ANOVA performed to the GLM outputs with Chi-Square test.

Parameters  Total Pregnant women and children (<5 Pregnant women Children (0—11 months) Children (12—59 months)
years)
Estimate Pr(> |t]) Pr(> Estimate Pr(> |t|) Pr(> Estimate Pr(> |t]) Pr(> Estimate Pr(> |t]) Pr(> Estimate Pr(> |t|) Pr(>
Chi) Chi) Chi) Chi) Chi)
Intercept 1009.211 (-1650, 0457 NA 250.498 (91, 409) 0.002 NA 22.02 (9, 34) <0.001 NA 192.184 (—-164, 0.292 NA 5.705 (—358,370) 0.976 NA
3669) 549)
Altitude 1.187 (0.367, 2.008) 0.005 0.6753 -0.001(-0.052, 0.97 0.003 -0.016 (—-0.02, <0.001 <0.001 —-0.139 (-0.25, 0.015 <0.001 0.073 (0.043, 0215 0244
0.05) -0.012) —0.028) 0.189)
Rainfall 15.965 (13.359, 18.57) <0.001 <0.001 0.023 (—0.046, 0.517 <0.001 0(-0.005, 0.005) 0.996 <0.001 —0.488 (—0.834, 0.006 <0.001 0.287 (0.131, <0.001 <0.001
0.092) -0.142) 0.443)
Temperature —140.063 (-221.831, 0.001 <0.001 -2.511(-7.391, 0.313 <0.001 0.21 (-0.161, 0.267 <0.001 1.584 (-9.383, 0.777  <0.001 2.42 (-8.77, 0.672 <0.001
—58.295) 2.369) 0.581) 12.551) 13.609)
Humidity 21.935(7.174, 36.696) 0.004 <0.001 —0.438 (-1.369, 0.356 <0.001 —0.03 (—0.096, 0366 <0.001 —2.275(-4.348, 0.032 0.179 1377 (-0.677, 0.189 <0.001
0.492) 0.035) —-0.202) 3.431)
Education —5.615 (—8.569, <0.001 <0.001 —1.229 (-1.405, <0.001 <0.001 0.041 (0.022,0.06) <0.001 <0.001 1.71(1.29,2.13) <0.001 <0.001 —1.69 (—2.128, <0.001 <0.001
-2.661) -1.053) -1.252)
Population 0.675 (0.47, 0.881) <0.001 <0.001 0.002 (—0.011, 0.738 <0.001 —-0.003 (-0.003, <0.001 <0.001 0.032 (0.003, 0.06) 0.03 <0.001 -0.036 (-0.066, 0.021 <0.001
density 0.015) —-0.002) —0.005)
Pregnant 5.648 (4.36, 6.936) <0.001 <0.001 1.104 (1.027, <0.001 <0.001 0.993 (0.987, <0.001 <0.001 0.201 (0.027, 0.024 <0.001 -0.193 (-0.366, 0.029 <0.001
women 1.181) 0.998) 0.375) -0.02)
Children < 1.444 (1.387, 1.5) <0.001 <0.001 0.992 (0.989, <0.001 <0.001 0.001 (0, 0.001) <0.001 <0.001 0.186 (0.178, <0.001 <0.001 0.815 (0.808, <0.001 <0.001
5years 0.995) 0.193) 0.823)
ITNs —0.216 (—0.459, 0.027) 0.081 0.081 0.005 (-0.011, 0.567 0.567 -0.002 (-0.003, 0.002 0.002 -0.073(-0.107, <0.001 <0.001 0.044 (0.01,0.079) 0.013 0.0124
0.02) —-0.001) —0.04)
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Fig. 6. Variables importance in the artificial neural network model to predict (a) overall total malaria cases, (b) cases among pregnant women and children below
5 years, () cases among pregnant women, (d) cases among children between 0 and 11 months, and (e) cases among children between 12 and 59 months.

The total monthly predicted malaria cases for 2017 (Fig. 7) was 7.81 millions with neural network model, and 7.48 millions
with generalized linear model, but the observed data was 7.82 millions. Overall, the neural network model performed better
compared to generalized linear model. Looking on months data, we can see that in some months one model would have
better predictions compared to another.

4. Discussion

Splitting the population in sub-groups shed lights on more high risk groups to which interventions should be intensified.
We have seen much proportion of cases were among children between 12 and 59 months. It is much likely that we may
discover different transmission patterns across different age groups within other no reported groups of adults and children
above 5 years. Thus, having individual level data can contribute to enhance interventions. The high burden of children be-
tween 12 and 59 months is supported by the literature which shows that new born are relatively protected for malaria
infection since they can acquire immunity to malaria from their mothers who were exposed to the infection, but this im-
munity decrease by 6—9 months (Dobbs & Dent, 2016; Doolan et al., 2009).

It is important to note that despite higher number of malaria cases for pregnant women and children under 5 years, other
sub-groups of adults and children above 5 years are also bearing non-negligible burden of malaria infection. These other
groups which are supposed to have stronger immunity compared to pregnant women and children below 5 years play a key
role in the transmission cycle of malaria. Therefore, specific interventions should target these groups, thus, epidemiological
and behavioural studies should be conducted to better understand the main drivers and risk factors of malaria infection in
these groups.

From the descriptive results, some months of the year are characterised by higher cases compared to others, and others
have very low cases. This may be explained by weather changes and rains, but we have seen that the monthly trends in the 8
years were not the same, in some months there were higher cases and lower in others regardless of the overall annual cases
(see Fig. 5). This observation is supported by the study by Nkurunziza et al. (Nkurunziza et al., 2011) in which the authors
found that malaria incidence was positively associated to minimum temperature between two months, and that rainfall and
maximum temperature in a given month have a possible negative effect on malaria incidence of the same month. Even if
there are some months with high infection rates, same month of the years can have more or less malaria cases if we look at
Fig. 5. These different trends in different months show the existence of stochasticity for malaria population in Burundi. This
shows how climate change is impacting malaria transmission dynamics in Burundi. But not only climate change can explain
those stochastic trends at small time scale, other factors such as socio-economic factors without excluding intensity of
prevention interventions such as distribution of ITNs, and medication, can affect malaria transmission dynamics in Burundi.
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Table 2

Goodness of fit for malaria cases predicted with generalized linear and artificial neural network models.
Malaria cases MSRE (GLM) CV (GLM) MSRE (ANN) CV (ANN)
Total 7661 5959 3949 3950
Pregnant women & children (<5 years) 113 205 486 436
Pregnant women 27 22 24 27
Children (0 and 11 months) 572 662 502 554
Children (12 and 59 months) 535 722 655 748
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Fig. 7. Observed and predicted monthly total malaria cases in 2017.

One of the limitation in this study is that we could not get granular data at province level to understand truly the effects of
socio-economic factors and prevention interventions on malaria cases.

Generalized linear model, and the neural network both estimate number of malaria cases at a certain accuracy. The main
difference between these two approaches is that GLM is more transparent than neural network. Despite the fact that they
both provide predictors' importance for the model output. The ANN works like a black-box which detects multiple nonlinear
interactions among a series of input variables before giving the output, whereas the GLM provides details on how the pre-
dictors affect the response variable (model output) through their coefficients. We have seen that the neural network model
works better for predicting the overall total cases of malaria. However, it does not provide information on the change of
transmission dynamics given a change of the magnitude of the effect of predictors (variables) to the outcome (malaria of
cases). Thus, for planning purposes, it may be advisable to use neural network to predict overall malaria cases. Generalized
linear model gives the effect of each of predictors (variables) and whether it increases or decreases the likelihood of the
outcome (malaria cases). Thus, this helps to know where to focus more attention for interventions.

From GLM and ANN results, we have seen that associated parameters to education rates and ITNs had negative estimates,
which means they have a decreasing effect on total malaria cases. Therefore, malaria interventions targeting school-children
and sensitization in schools to increase awareness, and capacity building for best practices to avoid malaria infection in
communities combined to messages targeting school learners and students can also help to reduce malaria infection (Ayi
et al,, 2010). In a recent systematic review by Cohee et al. (Cohee et al., 2020) for preventive malaria treatment among
school-aged children in sub-Saharan Africa, the results showed that such interventions decrease significantly the P. falcip-
arum prevalence, anaemia, and risk of subsequent clinical malaria across transmission settings. Distributing highly effective
ITNs to people who know to use it effectively can reduce new malaria infections.

A neural network model is a type of machine learning model that is usually used in supervised learning, whereas a GML
model is a type of statistical model. In the literature, not only statistical linear models and machine learning based models are
used to estimates malaria cases. Dynamics models (Mandal et al., 2011), agent-based models (Smith et al., 2018), and time
series (Hussien et al., 2017; Shi et al., 2020) are also used. However, if we want to understand better the effects of different
factors, GLM models and machine learning based models provide more insights. But sometimes, the research questions can be
well answered by a given type of model. The new tendency of using different data sources for malaria, which is gaining a lot of
attention is mostly driven by agent-based models (Amadi et al., 2021) and machine learning (Lapao et al., 2017). It helps to
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understand different factors influencing malaria transmission dynamics. Furthermore, artificial intelligence is also improving
diagnostics (Keshavarzi Arshadi et al., 2020; Madhu & Govardhan, 2022).

Malaria is still a public health challenge in Burundi. Deep dive studies can help to ascertain the principal drivers of the
transmission which will then present opportunities for tailor made interventions for effective malaria control. Thus, the use of
models can help predict malaria epidemics and is proactive for intervention designs. And stratification of populations can
help to identify more risky groups, and to tailor interventions. Furthermore, including many variables in the predictive
frameworks can increase accuracy and enhance understanding of malaria dynamic and hence tailor adequate intervention
measures.
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