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Executive Summary

A. Introduction

1. The Global Environment Facility (GEF) medium size project (MSP) “Malaria
Decision Support Tool: Evaluating health, social and environmental impact and policy trade-
off” was implemented from 2009 — 2013 by the United Nations Development Programme
(UNEP) and executed by World Health Organization, Regional Office for Africa (WHO
AFRO Office, Congo Brazzaville) in partnership with Duke University and the University of
Pretoria. The sources of funding for this project of total budget of $ 2,012,888, and that was
implemented in Kenya, Tanzania and Uganda, were as follows:- GEF: $ 999,000; Co-funding
(kind and cash):- Countries: $ 42,000; WHO: $ 398,000; Duke University: $ 423,888 and
University of Pretoria: $ 150,000

2. The project was designed to protect human health and the environment by promoting
sustainable malaria control strategies that are consistent with the successful implementation
of the Stockholm Convention on Persistent Organic Pollutants. Specifically, the project was
set out to promote evidence-based, multi-sectoral malaria control policy-making in Kenya,
Tanzania, and Uganda through the use of a comprehensive framework (MDAST) for
assessing the full range of health, social, and environmental risks and benefits associated with
alternative malaria control strategies.

B. Evaluation findings and conclusions

3. The major objective of this terminal evaluation was to assess project performance (in
terms of relevance, effectiveness and efficiency), and determine outcomes and impacts
(actual and potential) stemming from the project, including its sustainability and replication
potential.

4. The project relevance is considered as “Highly Satisfactory” given that the three
participating countries are parties to the Stockholm Convention. In particular, in their
National Implementation Plans (NIPs) they have planned the phasing out of DDT for malaria
control by promoting the use of alternatives. The focus of the project remains very relevant to
the mandate of UNEP mandate of UNEP that promotes chemical safety by providing policy
advice, technical guidance and capacity building to developing countries.

5. Whilst efficiency is considered as “Highly Satisfactory” as all planned outputs have
been successfully delivered, effectiveness of the project, on the other hand, has been rated as
“Moderately Unsatisfactory” given that the outcome identified in the reconstructed theory
of change “Policy makers of Ministries of Health use MDAST in order to choose the best
policy for malaria control” did not occur. Indeed, although a refined operational tool
(MDAST) was available and training workshops have been undertaken, the stakeholders did
not use MDAST for policy decision on malaria. They indicated that the training was too short
for them to operate MDAST with confidence, and in that context they requested more
training and follow up activities to further build their capacities on the use of MDAST.



6. Involvement of stakeholders at national level was “Satisfactory”. Those actively
involved in project were mainly from the Ministry of Health that included NMCP and
DVCD. Stakeholders from other sectors like Ministry of Environment, Ministry of
Agriculture, academic and research institutions were also involved and provided data for the
development of MDAST.

7. Project implementation was cost-effective, owing to a number of factors, including
early establishment of partnerships amongst key partners (WHO, UNEP, Duke University
and University of Pretoria), and identification and engaging of key national partners (e.g.
NMCP) for project implementation since the preparatory phase; building on linkages with
existing GEF-funded and WHO-executed projects on Integrated Vector Management (IVM);
and identification of key national stakeholders through existing framework for malaria
control (e.g. the national technical working groups (TWG) on malaria) to develop MDAST.

8. Given that the countries have been fighting malaria through on-going programmes
(e.g. NMCP) for decades and involving huge amount of funding, if the countries have their
capacity further built and if they accept to use the tool (MDAST) for policy decisions on
malaria control, the sustainability of the project benefits is “Likely” to happen.

9. The overall rating for the MDAST project based on the evaluation findings is
Moderately Satisfactory.

C. Lessons learned
10.  Valuable lessons that emerged from the project are:

e All the outputs of the projects have been delivered and yet the objective of the
project has not been achieved. Achieving all outputs does not necessarily mean
effective impact of the project.

e The stakeholders indicated that the training workshop was too short and they
considered that their capacity was not sufficiently built to confidently use
MDAST. Activities need to be properly planned during project design to allow for
adequate capacity building.

e Project implementation was cost-effective, owing to a number of factors including
early establishment of partnerships amongst key partners, identification and
engaging of key national partners, etc. Identification and adopting measures that
promote efficiency ensures successful implementation of project.

D. Recommendations

11.  The recommendations for the post-project period and development and
implementation of follow-up GEF projects and sustaining the results of MDAST project are:

e MDAST has not been used by countries due to inadequate training, lack of funds, or
on-going implementation of existing strategy on malaria control. It is recommended
that resources are made available (through follow up projects currently being
developed) for further adequate training to properly build the capacity of stakeholders
/ policy makers on the use of MDAST. It is also recommended that actions are taken



at national level to promote the use of MDAST for any future decision making on
malaria control.

e There are indications that MDAST will be replicated in other countries through
follow up GEF funded projects. It is recommended that the implementing agencies
should ensure that the capacities of countries are properly built to use MDAST. It
is also recommended to promote adequate visibility of the project in the countries
to ensure linkages between MDAST and on-going malaria control initiatives.

Evaluation Ratings

Criterion Summary Assessment Rating

The project was very relevant to the mandate HS
of UNEP that promotes chemical safety by
providing policy advice, technical guidance
and capacity building to developing countries.

A. Strategic relevance

All the planned activities have been undertaken HS

B. Achievement of .
chievement of outputs and outputs successfully delivered.

C. Effectiveness: Attainment of project | Although MDAST has been successfully MU

objectives and results developed but to date, it has not been used yet to
develop policies for malaria control in the three
countries.

1. Achievement of direct outcomes The immediate outcome and three of the seven MU

intermediate states have not occurred

2. Likelihood of impact MDAST not being used for policy decision U
3. Achievement of project goal and Whilst key knowledge gaps have been identified | MU
planned objectives and replication guidelines developed, MDAST is

not being used by policy makers

D. Sustainability and replication Countries have not yet used MDAST for policy ML
decision on malaria

1. Financial Countries are greatly benefitting from Global HL
funds, costs of using MDAST are low

2. Socio-political Countries engaged in malaria control since the L
1950’s
3. Institutional framework Adequate institutional framework exist in all HL

countries (e.g. NMCP)

4. Environmental No environmental factor that can influence the HL
future flow of project benefits has been identified

5. Catalytic role and replication Replication guidelines developed and there are S
indications that MDAST will be replicated in
other countries through a GEF funded project




(GEF ID: 4668)

E. Efficiency All outputs delivered despite delays S
F. Factors affecting project performance S
1. Preparation and readiness Some weaknesses in project design S
2. Project implementation and Adequately executed project HS
management
3. Stakeholders participation and public No public awareness activities planned S
awareness
4. Country ownership and driven-ness National partners committed in project execution | S
5. Financial planning and management Some co-funding did not materialize S
6. UNEP supervision and backstopping Adequate oversight provided allowed for timely HS
completion of project activities
7. Monitoring and evaluation S
a. M&E Design Standard monitoring design S
b. Budgeting and funding for M&E Funds allocated for independent evaluations on S
activities the low side
¢. M&E Plan Implementation All reports submitted S
Overall project rating MS




I. Introduction

12.  This report covers the terminal evaluation of medium size UNEP / GEF project on
“Malaria Decision Support Tool: Evaluating health, social and environmental impact and
policy trade-off” (GFL/2328-2760-4A60). The project duration was 36 months planned to
commence in August 2009 and to be completed by July 2012. The sources of funding for this
project of total budget of $ 2,012,888, and that was implemented in Kenya, Tanzania and
Uganda, were as follows:- GEF: $ 999,000; Co-funding (kind and cash):- Countries: $
42,000; WHO: $ 398,000; Duke University: $ 423,888 and University of Pretoria: $ 150,000

13. For this project, the implementing agency was the United Nations Environmental
Programme (UNEP) and the executing partners were World Health Organization, Regional
Office for Africa (WHO AFRO Office, Congo Brazzaville), Duke University and University
of Pretoria. At national level, the major partners were the Ministries of Health.

14.  In compliance with GEF* and the UNEP? evaluation policies, this terminal evaluation
is carried out to promote accountability for the achievement of the project objectives through
the assessment of results, effectiveness, processes and performance of stakeholders involved
during project implementation.

I1. The Evaluation

Objectives

15.  This terminal evaluation was initiated and commissioned by the UNEP Evaluation
Office, Nairobi, Kenya, and it has two primary objectives: (i) to provide evidence of results to
meet accountability requirements, and (ii) to promote learning, feedback, and knowledge
sharing through results and lessons learned among UNEP, governments, the GEF and their
partners.

Approach, Evaluation criteria and Key Questions

16. A set of key questions have been identified and given in the terms of reference
(TORs) (Annex 1) for this evaluation. These keys questions were based on the logical
framework (outcomes) of the project documents, some more specific questions identified are:

o Did the project approach contribute towards the achievement of the
development project objective “To protect human health and the environment
by promoting sustainable malaria control strategies the successful
implementation of the Stockholm Convention on POPs™?

o How successful was the project in developing a Malaria Decision Analysis
Support Tool (MDAST) that incorporated incorporate health, social and
environmental priorities for malaria control in Kenya, Tanzania, and Uganda?

1 http://www.thegef.org/gef/sites/thegef.org/files/documents/TE_guidelines7-31.project document

2http://www.unep.org/eou/StandardsPolicyandPracticess/lUNEPEvaluationPolicy/tabid/3050/language/en-
US/Default.aspx



o To what extent did the project assist the countries in improving / increasing
their capacities for evidence-based malaria control policy making through the
use of MDAST?

o Was the project successful in helping the three countries in creating agendas
for policy-relevant malaria research through development of MDAST and
identification of key knowledge gaps?

o Has the project been able to elucidate the requirements for replication of
MDAST in other malaria-prone countries around the world?

17.  This report was also based on the specific list of review criteria given in the TORs
(Annex 1). Evaluation findings and judgments were based on sound evidence and analysis,
and clearly documented in the report. To the extent possible information was triangulated (i.e.
verified from different sources) before any conclusion made.

18.  As recommended in the TORs of this evaluation, the analytical tool, Review of
Outcomes to Impacts (ROtI) tool, was used to describe the theory of change that occurred in
the countries where the projects were implemented.

Timeframe, data collection and limitations of the evaluation

19.  The terminal evaluation was conducted between May and August 2014, and the
evaluation timeline and itinerary are provided in Annex 2. The findings of the terminal
evaluation was based on the following:

(a) A desk review of project documents® including, but not limited to:

¢ Relevant background documentation, inter alia UNEP and GEF policies,
strategies and programmes pertaining to Persistence Organic Pollutants
and malaria control strategies;

e Project design documents; Annual Work Plans and Budgets or
equivalent, revisions to the logical framework and project financing;

¢ Project reports such as progress and financial reports from the executing
partners to the Project Management Unit (PMU) and from the PMU to
UNEP;

e Steering Group meeting minutes; annual Project Implementation
Reviews and relevant correspondence;

e Documentation related to project outputs;

¢ Relevant material published, e.g. in journals, books, at conferences or on
the project web-site: http://sites.duke.edu/mdast/;

¢ Notes from the Steering Committee meetings.
(b) Interviews* with:

e UNEP Task Manager and Fund Management Officer and other relevant
staff in UNEP related activities as necessary;

e Interviews with project management and technical support including the
Regional Project Coordinator (based in Pretoria during the project life

3 A list of documents reviewed is given in Annex 3

4 Face-to-face or through any other appropriate means of communication.



and currently in Nairobi) and at Duke University, national partners and
other partners to the extent possible;

o Stakeholders involved with this project, including NGOs, regional and
international organizations and institutes in the participating countries
and regions Relevant staff of GEF Secretariat; and

¢ Representatives of donor agencies and other organisations (if deemed
necessary by the consultant).

(c) Country visits: The evaluation consultant undertook visits to Kenya and
Uganda, and interviewed national stakeholders including the national
coordinators and major national stakeholders.

20.  The list of persons interviewed during country missions and through Skype for this
evaluation exercise is given in Annex 3.

21. In terms of limitations, although the national coordinators were contacted well in
advance to organize the country visits, for various reasons it was not possible to interview a
number of key persons. For example, in Kenya it was not possible to interview the two key
WHO country officers who were responsible for the MDAST as both persons had already
retired. It was also not possible to meet other WHO country officers despite request made by
the consultant. In Uganda also, it was not possible to meet with the key WHO country officer
as he was on mission to Geneva. The person was contacted by email and no response was
received despite reminders. Similarly, it was not possible to interview the UNEP task
manager (based in Nairobi) for the project during the mission to Kenya as he was out of
office. However, it was possible to communicate with him through Skype® and by email.

22. Due to funds limitation, it was not possible to have a face to face interview with the
Regional Coordinator of the Project (WHO AFRO) and Duke University. Interviews were
carried out through Skype communication®.

I11. The Project
A. Context

23. Despite progress over the past decade in reducing the global burden of malaria, its
prevention and control remains a complex challenge to health agencies in many countries.
Anti-malaria programs can include two very different sets of approaches: treating the disease
or treating the vector. Threating the disease includes prophylactic use of anti-malarial
medication, early diagnosis and treatment, presumptive and preemptive treatment and — as yet
undeveloped- vaccines. Many areas of the world now host malaria parasites that are resistant
to the early, anti-malarial medications. The complementary approach, treating the vector,
includes land use management, larviciding, pesticide application targeted to adult mosquitos,
indoor residual spraying (IRS) and the use of insecticide-treated netting materials (IVM). For
both disease and vector management approaches, social and behavioral factors play a key role

5 A Skype interview of 1 hour with the UNEP task manager occurred on 11 June 2014

6 Interview on 6 June 2014 with Duke University and on 24 June 2014 with regional coordinator (WHO AFRO)



in determining how people respond to the malaria threat. Policymakers must pay attention to
these behavioral factors in deciding among malaria control strategies.

24.  Perhaps the most controversial strategy against malaria is the application of DDT in
IRS programs. Spraying with DDT has been highly effective in suppressing malaria
transmission in many developing countries, but DDT can also be toxic to wildlife and
potentially to humans at a certain level. Under the Stockholm Convention on Persistent
Organic Pollutants (POPs), countries are authorized to elect further use of DDT for malaria
vector control when locally safe, effective and affordable alternatives are not available.

25.  The project outlined five challenges that policy makers and practitioners face:

a. The growing burden of malaria and other vector-borne diseases creates a high-
stakes environment where bad policy decisions are extremely costly.

b. Vector-borne disease control involves a multitude of actors at multiple scales.

c. Choosing among different control options requires making difficult tradeoffs
among competing health, social, and environmental objectives.

d. Complicated dynamics, interdependencies, and uncertainties make it difficult
to analyze the effects of vector-borne disease control strategies over time.

e. Vector-borne diseases involve complex human-environment interactions that
necessitate interagency, interdisciplinary analyses and responses.

26. In order to overcome the above listed challenges, the Malaria Decision Analysis
Support Tool (MDAST) project aimed to develop an approach for improving comprehensive
malaria control policy formation with an integrated decision analysis framework to guide the
evaluation of alternative malaria control strategies. The framework intended to allow for the
systematic analysis of sustainable malaria control strategies that are consistent with the
successful implementation of the Stockholm Convention on Persistent Organic Pollutants
(POPs). It was therefore considered important that countries be able to measure the impacts
of DDT and alternative interventions in order to adapt and improve their approaches.

27.  The project was developed in a collaborative manner with various stakeholders
involved in malaria control policy making and implementation, and planned to respond to a
need for capacity building for improved policy formulation. The project intended to provide a
direct path for improving comprehensive malaria control policy formation by developing an
integrated decision analysis framework to guide the evaluation of alternative malaria control
strategies. The MDAST framework aimed to simultaneously consider multiple outcomes and
attributes of various combinations of malaria control options, including ecological and human
health risks and benefits.

28.  The key project partners were UNEP/GEF, WHO-AFRO, Ministry of Health,
Uganda, Ministry of Health, Kenya, National Institute of Medical Research, Tanzania,
University of Pretoria, and Duke University. Initially a large number of countries were
considered for inclusion in the project. Kenya, Uganda, Tanzania were selected based on the



following criteria: 1) significant current human, economic and environmental burden of
malaria; 2) strong interest in intersectoral approaches to malaria control; 3) ongoing
consideration of the use of DDT for indoor residual spraying; 4) availability of local
institutions interested in collaborating on this project and 5) ratification of the Stockholm
Convention.

B. Objectives and components

29.  The objective of the project was to protect human health and the environment by
promoting sustainable malaria control strategies that are consistent with the successful
implementation of the Stockholm Convention on Persistent Organic Pollutants. The project
was to promote evidence-based, multi-sectoral malaria control policy-making in Kenya,
Tanzania, and Uganda, with the project serving as pilot for other malaria-prone countries. To
accomplish this purpose, the decision analysis framework was intended to build on efforts
over the past decade to mainstream Health Impact Assessment within WHO. The project was
also designed to provide several global benefits, including the facilitation of the delivery of a
tool which could be used globally, the development of strategies for global replications and
the provision of lessons learnt for the development of tools to manage complex diseases of
international significance.

30.  The project focused on achieving four main outcomes:

(1) Development of a Malaria Decision Analysis Support Tool (MDAST)
that would jointly incorporate health, social and environmental priorities
for malaria control in Kenya, Tanzania, and Uganda.

(2) Increased capacity for evidence-based malaria control policy making
through the use of MDAST in Kenya, Tanzania, and Uganda.

(3) Creation of an agenda for policy-relevant malaria research through
development of MDAST and identification of key knowledge gaps.

4) Elucidation of requirements for replication of MDAST in other malaria-
prone countries around the world.

31.  The project aimed to establish an inter-disciplinary network of practitioners and
policymakers, and contribute to research, monitoring, and analytical capacity to make more
informed and evidence-based decisions about alternative approaches to malaria prevention
and treatment. The outcomes listed above were pursued through 8 specified activities (rather
than components) which guided the project in its undertakings.

Activity 1: Draft prototype MDAST: the team planned to develop working schematics of the
decision support tool model and refine the conceptual decision analysis framework for
MDAST.

Activity 2: Conduct country-specific development activities to create initial MDAST for
Tanzania, Kenya, and Uganda. Project partners intended to work closely together to
coordinate a range of country-specific stakeholder engagement activities that furthered the
user-driven development of the initial MDAST, including a project inception meeting, a
stakeholder survey, and stakeholder workshops.



Activity 3: Identify institutional barriers to implementing optimal policies, as well as
incentives for addressing these barriers.

Activity 4: Engage in country specific training, testing, and refinement activities. This was
scheduled to occur through a variety of mechanisms including incorporating feedback from
the workshops and the Steering Committee meetings, conducting stakeholder webinar
consultations, developing the MDAST User Manual, conducting in-country expert
consultations, and in-country workshops and training sessions.

Activity 5: Use country specific MDAST in value of information (VOI) analyses to identify
key knowledge gaps and create policy-relevant research agenda.

Activity 6: Disseminate of project results and lessons learnt. Project partners planned the
creation and maintenance of the MDAST website, the development of presentation tools on
MDAST for stakeholders to use, participation at conferences and the development of
publications related to MDAST.

Activity 7: Development of guidelines for replication in other countries affected by malaria.

Activity 8: Project coordination and management. WHO AFRO, as executing agency,
nominated a regional coordinator who was responsible for project coordination and
management and was assisted by a Project Steering Committee (PSC), which met annually
and was also responsible for monitoring and evaluation of project progress.

C. Target areas/groups

32. In October 2005, during the inception phase of the project, members of the project
core team visited four countries (Kenya, Uganda, South Africa and Tanzania) to present the
project concept to national authorities. The targeted groups were national malaria control
program (NMCP) managers and other stakeholders closely linked to malaria control or
research’. During those missions, the identified national partners for engaging dialogue were
high level staff in the Ministries of Health and Environment, as well as research
organizations, universities and other non-governmental organizations involved national
malaria control programs or research. National stakeholders involved in the development of
National Implementation Plans on Persistent Organic Pollutants (POPs) were also invited to
participate in the dialogue.

33.  Those targeted national stakeholders, involved in malaria control and or research
became actively involved in the project. For example, the national project coordinator (NPC)
in the three countries were from the Malaria Control Division (MCD), Ministry of Health (for
Kenya), National Institute for Medical Research, Ministry of Health (for Tanzania) and the
disease vector control division (DVCD), Ministry of Health (for Uganda). Furthermore, the
members of the national committees responsible to implement and manage project activities
at national level were mainly from different departments, engaged on malaria or disease
control, of the Ministries of Health of the participating countries and from WHO country
office. As mentioned in the project document® the project anticipated the participation of a
wide range of stakeholders from different sectors / groups including public health,
environmental, industry and consumer groups in urban as well as rural areas.

7 Information taken from Annex 2 of project document.

8 Section 3Kk), page 25 of project document
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D. Milestones/key dates in project design and implementation

34.  The idea to develop this medium size project (MSP) was initiated in 2005 during a
conference on disease vector control that was organized at Duke University® During this
conference, WHO and Duke University discussed the possibility to collaborate for malaria
control and agreed to develop a decision making tool to help African countries in taking the
best and appropriate decisions for malaria control by taking into consideration the local
cultural, economic, economic and ecological conditions of the countries.

35.  As mentioned earlier (paragraph 21), the countries were involved in the design of the
project. During the country visits undertaken in the countries in October 2005, the national
in-country collaborators that would serve as critical link to the project were identified and
they eventually became the national project coordinators for project implementation. These
collaborators were: National Institute for Medical Research for Tanzania, Division of Malaria
Control for Kenya and National Malaria Control Program for Uganda.

36.  The Project Identification Form (PIF) that was then developed by World Health
Organization and UNEP in collaboration with Duke University and University of Pretoria,
and submitted to the Global Environment Facility (GEF) was approved on 25 February
2009, The GEF approval date for the MSP was 17 March 2009 and it was 17 August 2009
for UNEP.

37.  The project was scheduled to start August 2009 for a duration of 3 years
corresponding to a closure date of August 2012. However, due to delays in funds
disbursement process from WHO to the contract partners and also from WHO to countries, a
no cost extension was granted and the actual closure date was April 2013.

38.  An inception workshop was organized on 9 March 2010 in Nairobi, Kenya. The
purpose of the workshop, which was jointly organized by WHO and Duke University (co-
executor of the project) and attended by representatives of the countries and UNEP, was to
review the project proposal for a common understanding and to develop a work-plan.
Stakeholder workshops were also held in August 2010 in the three countries. Finally, Expert
Consultation Workshops were held in August 2011 in all three countries.

39.  As planned in the project document, an independent midterm review was undertaken
in August 2011. However, this review covered only activities in Tanzania, where a field
mission was undertaken on 22 — 26 August 2011 by a consultant.

40. Demonstration and training workshops were organized in April 2012 in the three
countries (Kenya: 23 April; Uganda: 25 April; Tanzania: 27 April) to demonstrate, train, and
gain expert feedback on MDAST from key stakeholders in order to assess the model and
strategies for its dissemination and implementation.

9 Data collected during interview with Duke University
10 Information obtained from GEF website

11 GEF website
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41.  Athird and final project steering committee meeting was held on 6 — 7 august 2012 in
Entebbe, Uganda to review project progress and to agree on timeline for the completion of
the remaining activities.

42.  The final report was submitted in June 2013, and the terminal evaluation of the
project is being undertaken from May to July 2014.

E. Implementation arrangements

43. The project was implemented by UNEP where a task manager was nominated and
was responsible for overall project supervision. He was also responsible to review of the
quality of draft project outputs, and he provided feedback to the project partners to ensure
adequate quality.

44.  The project was executed by WHO regional Office for Africa (WHO AFRO), and in
that context a letter of agreement was signed between WHO and UNEP in August 2009 for
the amount of $999,000. As planned, WHO AFRO nominated a project regional coordinator
(PRC) who was responsible for coordination at regional level. Duke University and the
University of Pretoria were the co-executors of the project and were responsible to execute of
the seven activities planned in the project document. In that context, they signed memoranda
of understanding (MoU) with WHO for the amounts of $ 356,100 (Duke University) and
$232,000 (University of Pretoria) respectively.

45.  As stated in project document, a project steering committee (PSC) was set up, and it
was constituted of WHO, UNEP, Duke University, University of Pretoria and representatives
of countries. The PSC that met once annually was responsible to oversee, monitor and
evaluate project progress.

46. At national level, the institutions that would serve as lead (national coordinator) for
the project were already identified during the preparatory phases: for Kenya: Division of
Malaria Control, Ministry of Health; for Tanzania: National Institute of Medical Research;
and for Uganda: Vector Control Division, Ministry of Health. A memorandum of
understanding was signed between WHO and each of the three countries for an amount of $
66,667 respectively. In the three countries, a committee, chaired by a national coordinator
coming from the lead institution, and constituted mainly by representatives of vector control
division, malaria control programs and WHO country office, was created to coordinate and
implement activities. It should be pointed out that due to movement of personnel there was
change of national coordinator both in Kenya and in Uganda. However, as the replacing
coordinators in both countries were already members of the implementation committee, this
change did not create much delays problems in project execution™.

F. Project financing

47. Expected financing and co-financing taken from the project documents are given in
Table 1. The co-funds that were actually mobilized are given later in the text (see Table,
paragraph 110).

12 Interview data with national coordinators in Uganda and Kenya
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Table 1: Financing and Co-financing and Sources

Cash ($)  Inkind ($) Total ($)

GEF 999,000 999,000
Co-Financing

WHO 50,000 348,000 398,000
Countries 42,000 42,000
Duke University 50,000 373,888 423,888
University of Pretoria 150,000 150,000
Sub-total Co-financing 100,000 913,888 1,013,888
Grand Total 2,012,888

G. Project partners

48.  The main partners of the project included the institutions described in Section Il E
that were involved in the implementation and execution of the project. At national level, the
main partners were the disease vector control and the malaria vector control divisions of the
Ministries of Health, research institutions and universities. For example in Kenya, the Kenya
Medical Research Institute and the University of Nairobi were actively involved in the
project. In Uganda, the Department of Pathology, University of Makerere participated in the
inception meeting and also provided data for the development of the analysis tool.

H. Changes in design during implementation

49, No major revision of logical framework was required for the completion of planned
project activities. However, the training workshop that was originally planned in the second
year of implementation was finally undertaken in the third year. And as mentioned earlier
(paragraph 26) due to delays in transfers of funds, a no cost extension was granted to allow
for completion of project activities. Consequently, as a result of these (minor change and
extension), the budget was twice revised, in December 2010 and January 2013 respectively,
to reflect the actual expenditures and to re-phase unspent balances.

I. Reconstructed Theory of Change of the Project

50. In terms of malaria control policy, the three countries are relying on insecticide
treated nets (ITNs) and indoor residual spaying (IRS). In Uganda, the Ministry of Health
proposed the reintroduction of DDT for IRS, but this has proven very controversial within the
media and public'®. In Tanzania, the use of DDT for IRS is restricted for epidemic prone
districts, and in Kenya, pyrethroids-based pesticides have been used for IRS and the

13 Information taken from Page 9 of project document
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authorities have avoided the use of DDT for this purpose™. As can be seen, although DDT is
not used in all the three countries, it remains however an option for malaria control.

51.  The theory of change that the project is intended to operate in the three countries is
based on the premise of the availability of an alternative and effective option (MDAST) for
policy decision on malaria control and that capacity has been built in the three countries for
the actual and effective use / application of this alternative option. Based on this premise the
impact of the project, and its global environmental benefits (GEBSs), is that countries are
protecting human health and the environment by promoting malaria control strategies that are
consistent with successful implementation of the Stockholm Convention through promoting
evidence-based, multi-sectoral malaria control policy with less reliance on DDT.

52.  As illustrated in Figure 1, the most important driver towards project impact was the
willingness of policy makers to use MDAST for informed policy decisions for malaria
control. For the proper training of the end users of the analysis tool, effective technical
assistance was expected from Duke University. Furthermore, the likelihood that the GEBs
would be achieved depended on a number of assumptions including stakeholders agreeing to
assist in the development of the analysis tool by providing the required data and on the
availability of resources.

14 Ibid.
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Figure 1: Theory of Change
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V. Evaluation Findings

53.  The assessment of the project was undertaken according to the set of criteria
recommended in the TORs of this evaluation (Annex 1): (i) Strategic relevance; (ii)
Achievement of outputs; (iii) Effectiveness; (iv) Sustainability and replication; (v) Efficiency;
(vi) Factors affecting performance; and (vii) Complementarity with UNEP strategies and
programmes.

A. Strategic Relevance

54.  The objective of the project that was “to protect human health and the environment
by promoting sustainable malaria control strategies that are consistent with the successful
implementation of the Stockholm Convention on Persistent Organic Pollutants” was fully
relevant given that the three participating countries are parties to the Stockholm Convention.
Furthermore, at the start of the implementation the project (August 2009) the three countries
had already submitted National Implementation Plans (NIPs)*® in which they have planned
the phasing out of DDT for malaria control by promoting the use of alternatives.

55.  The project was very relevant to the mandate of UNEP that promotes chemical safety
by providing policy advice, technical guidance and capacity building to developing countries.
In particular the project was very relevant to Decision 25/5 (February 2009) of the Governing
Council of UNEP concerning global policies related to chemicals management and the
development of a strategic approach to international chemicals management. Also, it is
worthy to note that the Secretariat of the Stockholm Convention was hosted within UNEP at
the time the project was being developed and implemented™®.

56.  One of the project’s outcomes was to reduce reliance on DDT, which is fully
consistent with the GEF’s goal in the POPs focal area that is to protect human health and the
environment by assisting countries to reduce and eliminate production, use, and releases of
POPs".

57. At the time when the project was designed, the objective was realistic given that the
three countries were already engaged in malaria vector control through National Malaria
Control Programmes within the Ministries of Health. Moreover, as stated in their NIPs
submitted to the Stockholm Convention, the countries were committed to look for
alternatives to DDT. Furthermore, the project partners Duke University and University of
Pretoria had significant expertise on development of initiatives in global health, on vector
management and malaria control in Africa. The budget allocated appears to be activity-based
and is adequate to achieve the planned objective.

58.  The overall rating for strategic relevance is Highly Satisfactory.

15 NIP submission dates from
http://chm.pops.int/Implementation/NIPs/NIPSubmissions/tabid/253/Default.aspx: Kenya: 14 April 2007;
Tanzania: 12 June 2006; Uganda: 13 January 2009

16 Since 2012, the three Conventions: Stockholm, Basel and Rotterdam have a common secretariat, and still
located within UNEP.

17 http://www.thegef.org/gef/sites/thegef.org/files/documents/GEF_4 strategy POP_Oct 2007.pdf. GEF4 has
been superseded by GEF5 and POPs falls under the GEF Chemicals Strategy.
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B. Achievement of outputs

59.  The design of the project in terms of component, objective, outcome, outputs and
activities was not detailed. In the project document, no components are mentioned, rather 7
Activities (Activities 1 to 7, excluding Activity 8 which is Project coordination and
management) are given for the implementation of the project. Within each of the 7 Activities,
specific activities are mentioned to achieve the goal of the main Activity. It would seem that
activities correspond to components and, in general, the project design would have benefitted
from using the correct terminology. The specific activities correspond to outputs associated to
each of the Activities, but they are not clearly mentioned in the main text of the project
document, they are rather given in the logical framework. The following paragraphs describe
the achievement of outputs for each of the 7 Activities. It would have also been useful to
define specific outcomes and explain the casual pathways leading from outputs (activities) to
outcomes.

Activity 1: Draft prototype MDAST framework outlining options and consequences

60. Activities to achieve Activity 1 have been undertaken successfully. Over 500
research references on malaria prevalence, malaria control methods, modeling of disease,
infectious disease management have been reviewed for the development of the MDAST
prototype.

61.  The conceptual framework was developed by Duke University in collaboration with
University of Pretoria. This framework is based on input of parameters that describe the local
contextual factors including socio-economic factors, environmental conditions, malaria
endemicity, insecticide and drug resistance and parasitological indices. Then the outcomes of
malaria control policies, including health, environmental, and economic impacts, are derived
from the input parameters based on relationships identified through the literature, expert
interviews, and field-based experiments. Finally, each policy combination can then be
described in terms of its negative and positive impacts. Policy combinations can then be
compared across user-selected metrics, including inputs (e.g., cost or personnel requirements)
and outcomes (e.g., predicted malaria morbidity and mortality by age group or insecticide
exposure). This framework was further refined in consultation with inputs from countries.

62. Based on the conceptual decision analysis framework described above, the MDAST
prototype was then developed using the decision analysis software Analytica® (Lumina
Decision Systems, Inc., Los Gatos, CA).

Activity 2: Conduct country-specific development activities to create MDAST for
Tanzania, Kenya, and Uganda

63.  This Activity was successfully completed through close collaboration between project
partners: executors (Duke University, University of Pretoria (UoP), WHO) and countries. An
inception workshop, attended by countries, WHO, UNEP, Duke University and UoP, was
organized on 9 March 2010, in Nairobi, Kenya to officially launch the project and to develop
a work plan for 1% year of the project.
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64. A stakeholder survey™ involving a wide range of stakeholders, and used in the
development of the decision analysis tool was successfully organized in each of the three
countries. The survey targeted ministries, non-governmental organizations (NGOs),
universities and research institutes whose policy decisions and actions were likely to have
impact on the status of malaria or influence malaria control decision-making in the respective
countries. The surveys were organized by the lead national institution in each of the
participating countries assisted by the WHO country office. For example, in Kenya, the
Malaria Control Unit (MCU) was responsible to organize the survey, for which they
developed the questionnaire in consultation with WHO and Duke University'®. The analysis
of the outcome of the surveys were carried out in August 2010 and there was a total of 97
respondents (Tanzania: 31, Uganda: 33, Kenya: 33). Significant results obtained from the
surveys and aggregated across countries included:

e A belief that donor preferences and agendas were exerting too much influence on
malaria policies in the country.

e A misalignment of the respondents’ desired level of importance to be given to a range
of objectives in deciding among alternative malaria control policies compared with
the level of importance they felt those objectives were currently accorded (i.e.,
respondents on average thought that most relevant objectives were not being given
enough consideration in malaria decision-making).

e A greater understanding of the importance of various factors in consideration of
specific malaria control strategies, including costs, effectiveness, human health
impacts, environmental health impacts, compliance/acceptance, financial
sustainability, and vector resistance.

65.  Stakeholder workshops®® were held in each of the three participating countries in
August 2010. The purpose of these workshops, organized jointly by WHO, Duke University
and University of Pretoria and assisted by the WHO country office and the national
coordinator, was to familiarize key stakeholders with the MDAST project and to collect
inputs on malaria control decision-making. The University of Nairobi, Kenya and
Department of Pathology, Makere University, Uganda confirmed their active participation to
these workshops?*. For example, during the field mission in Uganda, the representative of the
Makere University shared his 25 years of research experience on vector resistance to
pesticides during the workshop and contributed information on the methodology for malaria
control. He also highlighted the point that the developers of the MDAST tool do not have
first hands experience with malaria.

66.  The information gained from these workshops was essential for the refining of the
MDAST model to better address the full range of health, social, and environmental risks and
benefits associated with alternative malaria control strategies.

18 Interview data: University of Nairobi, Kenya and Makerere University confirmed their participation in the
surveys to the evaluation during field mission.

19 Interview data
20 Interview data

21 Interview data
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Activity 3: Identify institutional barriers to implementing optimal policies, as well as
incentives for addressing these barriers

67.  Activities were successfully undertaken to complete this Activity. The identification
was done through three specific activities: (i) literature review on barriers (ii) MDAST
stakeholder on barriers (iii) Additional survey work on barriers

68. A literature review covering the period 1996-2011 on malaria policy barriers was
conducted in July 2011. This structured review in identifying barriers to optimal outcomes
allowed for opportunities to overcome these barriers. One of the findings of this literature
search was that a literature on barriers to optimal malaria policy did not exist, per se, but
rather there was a literature describing current shortcomings and potential for improvements
in malaria control policy.

69.  The stakeholders were also asked to give their feedback on potential barriers / gaps to
malaria policy during survey undertaken in August 2010. According to feedback gathered by
the evaluation during field mission, there was no particular problem to obtain responses /
information from the different stakeholders contacted given the strong partnership that exists
amongst these stakeholders already involved in malaria control®. 78% of respondent reported
that additional stakeholders or organizations should be included in malaria policymaking and
were not currently involved in this process. Those respondents also believed that local
communities and researchers should have been included in malaria policymaking.
Respondents in all three countries indicated that donors should have much less influence over
policy-making than they currently have and policymakers should more frequently consider
research in policymaking.

70. In-country expert consultations were held in all three project countries in August
2011. After a presentation on the MDAST model and participation in an interactive, hands-on
demonstration, the country experts were asked about their perceptions on how critical various
barriers were to the implementation and/or dissemination of MDAST for decision making
through a questionnaire. The result of this survey, for which the barriers, mentioned in the
questionnaire and listed below, were rated on a Likert scale from Very critical (5) to Less
critical (1), was:

e Applicability to real life (4.0)**

e Acceptance by superiors (3.95)

e Limitations of relevant scientific research data (3.85)
e Donor preferences/agenda (3.75)

e Cost of implementing alternative strategies (3.7)

e Technological limitations (3.65)

22 Interview data from national coordinators of Kenya and Uganda.

23 Each of the potential barriers listed in the questionnaire were rated by the respondents on a Likert scale from
Very critical (rating 5) to Less Critical (rating 1)

24 The rating given in parenthesis is the average of rating given by the 97 respondents to each of the barriers
during the August 2011 in-country expert consultations carried out in the three countries.
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e Uncertainty of outputs (3.6)
e Popular pressure/opinion (3.45)

71. In 2011, interviews and data collection activities that provided useful input to the
understanding of certain barriers in each country were undertaken in Uganda and Tanzania.
In Uganda, 34 stakeholders were interviewed for their perceptions of malaria and vector
control, particularly with regards to the use of integrated vector management (IVM) (Mutero,
et al.,, 2012). The key barriers identified to vector management included budget
shortcomings, a dependence on external funding, and a lack of internal political capacity to
support vector control.

72. In Tanzania, interviews were conducted with 19 experts on the benefits and risks of
insecticide treated nets and indoor residual spraying in order to gain information on risks of
malaria control efforts which currently are characterized by high level of uncertainty. In
particular, the exercise was sought to describe the tradeoffs between risks of malaria and risks
of malaria control (risk-risk tradeoffs). The interviews revealed greater concern for the risk of
DDT in IRS as compared to ICON (a pyrethroid). Moreover, the interviews also revealed that
a majority of respondents considered the current risk (and burden) of malaria to be of much
greater concern than the risks of malaria control regarding risk-risk tradeoffs.

Activity 4: Engage in-country specific training, testing, and refinement activities

73.  The purpose of Activity 4 was to engage in country-specific training, testing, and
refinement activities of MDAST. Activities to achieve this goal were successfully undertaken
and they required the active participation of in-country experts and stakeholders. This
occurred through a variety of mechanisms including webinars, expert consultations and
training workshops. In 2010, Stakeholder workshops were held in the three countries. In
2011, webinars were conducted on the tool with key in-country project partners. In addition,
expert consultation sessions that were undertaken in August 2011 generated important
feedback on the tool, highlighting areas where modifications would be valuable. The training
workshops to build the capacity of national key stakeholders on the proper use / operation of
MDAST for policy decision making were carried out in April 2012 in the three countries
(Kenya: 23 April 2012; Uganda: 25 April 2012; Tanzania: 27 April 2012). At the end of the
training workshops, a survey was undertaken to get the feedback of participants on the
training session as well as on their satisfaction with the current version of the tool. Very
positive response was obtained as showed in Figures 2 and 3. This was confirmed during the
evaluation mission in Kenya and Uganda. The persons interviewed indicated that the training
workshops were very interesting and very comprehensive. However, they pointed out that the
training was too short (only one day) and more hands on training were needed to master the
proper use of the tool”®. The national coordinator from Uganda also indicated that 3 persons
were being trained on one computer and this made the training more difficult®®. Most persons
interviewed mentioned the need for follow up and / or refresher training activities and / or
mentoring as the proper use of MDAST required much more than 1 day of training.

25 Feedback from: Senior officers of NMCP, Uganda; Kenya National Coordinator; and officer from Malaria
Control Division, Kenya

26 Interview data
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Figure 2 : How much did the training increase your interest
and motivation in using MDAST? (%)
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Figure 3: How much did this hands-on training improve
your knowledge and familiarity with MDAST? (%)
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Note: Figures 2 and 3 are adapted from final report of MDAST project

Activity 5: Use country-specific MDAST in value of information (VOI) analyses to
identify key knowledge gaps and create policy-relevant research agenda

74. For this Activity, activities have been successfully undertaken to achieve its goal.
Regarding the value of information analyses for example, the information gaps were
identified during MDAST development and they were related to the following areas:
insecticide resistance, environmental and health damages from insecticides, and the
effectiveness of larvicide alternatives. Gaps identification was achieved through literature
review and communication with experts and local stakeholders.

75. For the selection of parameters, the project team identified in the literature what
aspects and parameters of malaria transmission were appropriate for VOI analysis and
evaluated a series of parameters using the latest version of MDAST which could be potential
sources of uncertainty and substantially influential to the key outcome parameters of
MDAST. Ultimately, two parameters in the area of insecticide resistance, two in the area of
larviciding impact, along with a parameter of the baseline vector recruitment per person were
chosen for VOI analysis. A case study was then used as example to illustrate how MDAST
could be used to prioritize policy-relevant malaria research agenda in the project countries.

Activity 6: Disseminate project results and lessons learned

76. For the dissemination of project results, a number of activities have been undertaken
including various workshops (e.g. 2011 and 2012 workshops), trainings (e.g. 2012 training
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workshops), development of the MDAST website (http://sites.duke.edu/mdast/), the
development of a slide set on MDAST for in-country partners to present to relevant
stakeholders”’, and research publications?®. MDAST has also been disseminated in
international conferences®. An MDAST User Manual that provides a detailed description and
guide to the MDAST tool itself has also been developed and can be accessed at:
http://sites.duke.edu/mdast/manual/.

Activity 7: Develop guidelines for replication in other countries

77.  The guidelines have been successfully developed, and the structure (and content) of
these guidelines is:

1) The identification of characteristics forming an environment conducive to the
success of MDAST:

e Stakeholder involvement & commitment,

e Governance & policymaking

e Human resource availability & capacity

e Data concerns.
2) A proposed process for the replication of MDAST

e Viability to and commitment to MDAST in new country

e Identification of lead institution

e Engagement of stakeholders and development of tailor made MDAST
3) Areas of anticipated variation of MDAST across countries

e Specific country characteristics and/or structure of interventions

e Specific default parameter values

e Country policymaking environment

e In-country institutional lead partner for MDAST

27 As recommended by the Project Steering Committee, a slide set was drafted for in-country partners to use in
presenting on MDAST and a set of these slides have been given to each of the three countries.

28 (i) Kramer, R.A., Dickinson, K.L., Anderson, R.M., Fowler, V.G., Miranda, M.L., Mutero, C.M.,Saterson,
K.A., and Wiener, J.B. “Using Decision Analysis to Improve Malaria Control Policy Making,” Health Policy
92 (2009): 133-140. (ii) Mutero, C.M., Schlodder, D., Kabatereine, N. and Kramer, R. “Integrated Vector
Management for Malaria Control in Uganda: Knowledge, Perceptions and Policy Development,” Malaria
Journal 21 (2012): http://www.malariajournal.com/content/pdf/1475-2875-11-21.pdf (iii) Factors influencing
malaria control policy-making in Kenya, Uganda and Tanzania. Clifford M Mutero, Randall A Kramer,
Christopher Paul, Adriane Lesser, Marie Lynn Miranda, Leonard EG Mboera, Rebecca Kiptui, Narcis
Kabatereine8 and Birkinesh Ameneshewa: http://www.malariajournal.com/content/13/1/305 (iv) Reduction of
Malaria Prevalence by Indoor Residual Spraying: A Meta-Regression Analysis. Dohyeong Kim, Kristen Fedak
and Randall Kramer: http://www.ajtmh.org/content/87/1/117.short

2% (i) 6" Multilateral Initiative on Malaria (MIM) Pan-African Malaria Conference in 2013 (ii) BioMed Central
Conference, ASTMH Annual Meeting (iii) EcoHealth Conference in 2012
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4) Potential challenges to replicating MDAST (and opportunities for addressing
these challenges).

e Countries may not be ideal candidates for implementing MDAST
e Policy-makers may not immediately perceive a need for MDAST

e Potential challenge to generate buy-in and commitment among
potential new country partners

e Potential a need to build trust and confidence in MDAST among
stakeholders in potential candidate countries

e Challenge for the MDAST project to harness MDAST expansion
activities to benefit the tool and its networks

e Secure funding for replication activities and to sustain support for
continued implementation of MDAST

e Ensure continued support of donors / external funding with regards to
MDAST for in-country needs

78. Overall, all the planned activities have been undertaken and outputs successfully
delivered. For these reasons, the rating is Highly Satisfactory for achievement of outputs.

C. Effectiveness: Attainment of project objectives and results

79.  The evaluation of effectiveness is based on the extent to which the objective of the
project was achieved: To promote evidence-based, multi-sectoral malaria control
policymaking in three African countries through the use of a comprehensive framework for
assessing the full range of health, social, and environmental risks and benefits associated
with alternative malaria control strategies. This exercise has been structured in three sub-
sections as per the TORs of this evaluation.

C1. Direct outcomes from reconstructed TOC

80.  To reconstruct the theory of change (Figure 1), seven intermediate states and one
outcome have been identified for impact of the project, and they are listed below:

Intermediate states:

(1) Alternative and effective option (MDAST) for policy decision on malaria
control that jointly incorporates health, social and environmental priorities
exists in Kenya, Tanzania and Uganda

(2) Increased capacity for evidence-based malaria control policy making for the
use of MDAST created in Kenya, Tanzania and Uganda

(3) National stakeholders fully aware of the effectiveness and usefulness of
MDAST

(4) Technical expertise to use and modify MDAST exists in the three
participating countries
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(5) Policies are approved and implemented

(6) Implementation of policies leads to reduction in the incidence of malaria in
Kenya, Tanzania and Uganda

(7) Implementation of policies leads to malaria control strategies which protect
the environment.

Outcome:

e Policy makers of Ministries of Health use MDAST in order to choose the best
policy for malaria control

81.  According to the findings of the evaluation, intermediate states (1) and (3) have
occurred in the three participating countries. Indeed, refined, tested operational MDAST
tools, developed with active participation of keys stakeholders through workshops,
consultations and surveys, specific to each country are available. Through this participatory
approach, the national stakeholders were fully aware of the availability and usefulness of
MDAST that allowed to assess the full range of health, social, and environmental risks and
benefits associated with alternative malaria control strategies. For example, the University of
Nairobi, Kenya confirmed the usefulness of this tool as it allowed for better planning,
monitoring and evaluation with regard to malaria control®.

82.  Although training workshops to build capacity of key national stakeholders for the use
of MDAST have been conducted (in April 2012, see Section I1VB, Activity 4) in the three
participating countries, the evaluation considers that the intermediate states (2) and (4) have
not fully occurred. Indeed as mentioned earlier (see Section IVB, Activity 4), many
stakeholders®® interviewed indicated that despite the training being very interesting and very
comprehensive they found its duration too short, and it was difficult for them to master its use
properly in such a short time. They all indicated that further training and follow up was
needed. Furthermore, as mentioned earlier, in Uganda three persons were being trained on
one computer, which further added to the difficulty for an adequate capacity building®.
During the country visits, except for the representative of University of Nairobi®** who
indicated that she effectively used the MDAST (for a few weeks only and afterwards she
could not run the software due to licensing issue®) for her PhD work on malaria control. The
evaluation also found out that none of the other persons interviewed®® and having followed
the training, never run or used MDAST, although they had a softcopy of the MDAST on their
personal computer. In Tanzania, MDAST was also not used for policy decision as NMCP

30 Interview data

31 Disease vector control division, Uganda; National Malaria Control Programme, Uganda, Malaria control
division, Kenya;

32 Interview data

33 Department of Medical Physiology

34 Analytica® (Lumina Decision Systems, Inc., Los Gatos, CA).

35 National Coordinators of Kenya and Uganda; representative of NMCP of Uganda; officers of Malaria

Control Division of Kenya, officers of disease vector control division of Uganda — See Annex 2 for persons
interviewed
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staff felt they needed more training to be able to use MDAST properly®. However, according
to the NC, plans for the use of MDAST are under way, pending the availability of funds for
further training.

83. As a result the outcome described above did not occur in any of the three
participating countries. Indeed, in Uganda the stakeholders interviewed indicated that, as the
training was too short, they were not confident enough to use / operate MDAST to develop
strategies for malaria. In Kenya too, MDAST has not been used to develop malaria control
strategies. Insufficient training was also mentioned as one of the reasons. However, the main
reason mentioned was that the National Malaria Strategy covering the period 2009-2017 had
already been developed in line with the Government’s first Medium-Term Plan of the Kenya
Vision 2030, Millennium Development Goals, as well as Roll Back Malaria partnership goals
and targets for malaria control®’. This National Malaria Strategy was developed in close
partnership and intensive discussion with the Ministries of Public Health and Sanitation and
Medical Services, other Ministries of the Government of Kenya, and all implementing
partners in malaria control. The estimated budget for this 2009 — 2017 National Malaria
Strategy is $ 1,020,858,785%. In that context, the interviewees in Kenya® indicated that
although MDAST was discussed at the level of the national technical working group on
malaria, to which all the stakeholders of the project were members, it was difficult to propose
modifications (using MDAST) to this strategy already approved by the government and
already in the implementation phase. They however indicated that MDAST could be used for
low transmission zones, but further training on the use of MDAST would be required. To
date, in Kenya MDAST is not being used for policies on malaria control.

84.  As the policy makers of Ministries of Health did not use MDAST to choose the best
policy for malaria control, automatically means that the intermediate states (5), (6) and (7)
did not occur in the countries.

85.  The rating for Section C.1 (Direct outcomes from reconstructed TOC) is Moderately
Unsatisfactory.

C2. Likelihood of impact using RoT1 and based on reconstructed TOC

86. A Review of Outcomes to Impacts (ROtI) analysis, which is described in the annex 6
of the TORs of this evaluation exercise (Annex 1), was made to assess progress made
towards achievement of impact of project. The ROtI analysis identifies “intermediate states”
(seven for this evaluation exercise, see previous section and Figure 1) which are transitional
conditions between the project’s immediate outcomes (one for this evaluation exercise,
previous section and Figure 1) and the intended impact and they are necessary conditions for
achieving the impact of the project. It is theoretically possible to determine the Impact
Drivers (significant factors that if present are expected to contribute to the realization of the
intended impacts and can be influenced by the project, its partners and stakeholders) and the
Assumptions (significant factors that if present are expected to contribute to the realization of
the intended impacts but are largely beyond the control of the project). Based upon this

% Interview data

37 http:/lwww.c-hubonline.org/resources/kenyas-national-malaria-program-2009-2017-malaria-communication-
strategy-2010-2013

38 Figure taken from the document: National Malaria Strategy 2009-2017 (see footnote 32 for the website)

39 National coordinator and officers of malaria control division, Ministry of Health, Kenya
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analysis it is possible to recognize if the project has produced sufficient changes, and to
identify the intermediate states.

87.  The reconstructed theory of change is already discussed in Section Ill.1, and the
intermediate states and outcomes have also been discussed. As illustrated in Figure 1, two
important drivers towards project impact have been identified and include policy makers able
and willing to use MDAST to inform policy decisions and Duke University providing
effective technical assistance in the use of MDAST. The project’s outcomes in themselves are
not sufficient to achieve the intended impact or GEBs. The likelihood that the GEBs will be
achieved will depend on a number of assumptions including monitoring activities
implemented at national level that would indicate governments’ ownership of the project and
their willingness to fulfill their obligations towards the Stockholm Convention, the
availability of adequate human and financial resources to establish monitoring programmes
and stability of skilled laboratory personnel to generate high quality data.

88.  The ratings for the Review of Outcome to Impact Analysis are given in Table 2. The
overall rating for impact of the project is Moderately Unlikely (DC) and is based on the
following:

e  Although an MDAST specific to each country has been successfully
developed and in country capacity built to some extent, the policy makers in
the countries are not using MDAST to develop policies for malaria control.
In that context, a D rating is fully justified for immediate outcome.

e  As discussed in the previous section (IV.C1), while two of the seven
identified intermediate states have fully occurred and two others have
occurred to some extent, however the last three have not materialized. For
these reasons a C rating is given for intermediate states.

e  Consequently a DC rating is obtained for Review of Outcome to Impact
Analysis. As mentioned in Section IV.C1, further training is required for
stakeholders to fully master the use of MDAST. Moreover, given the huge
amounts of funding involved in malaria programmes (e.g. more than 1
billion US dollars planned for Kenya for the period 2009 — 2017, see
Section IV.C1, paragraph 82), some interviewees'® were of the opinion that
WHO should consider some advocacy / promoting activities to convince
decision makers to use MDAST.

40 National coordinators of Kenya and Uganda.
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Table 2: Results and ratings of Review of Outcome to Impact Analysis

Results rating of project entitled: Malaria Decision Analysis Tool (MDAST): Evaluating Health, Social and Environmental Impacts and

Policy Tradeoffs.

Objective: To promote evidence-based, multi-sectoral malaria control policymaking in three African countries through the use of a
comprehensive framework for assessing the full range of health, social, and environmental risks and benefits associated with alternative
malaria control strategies

< <
|
e s) x
g g g
IS T 5| 2
Outputs Intermediary Qutcomes @ Intermediary @ Impact (GEBs) x| o
1. Country- 1. Alternative and [1. Policy makers 1. Policies are approved and Countries are
specific decision  Effective option of Ministries of implemented protecting human
analysis support (MDAST) for Health use 2. Implementation of health and the
tools (MDAST)  policy decisionon ;5 A g i orer policies leads to reduction in environment by
malaria control that o S . .
developed jointly incorporates to c_hoose the be_st the incidence of malaria in promoting mal_arla
2. Database of  phealth, social and  Policy for malaria Kenya, Tanzania and Uganda control strategies that
parameters to be environmental control 3. Implementation of consistent with
included in priorities exists in policies leads to malaria successful
MDAST and Kenya, Tanzania control strategies which implementation of
Project Website ~ [ind Uganda protect the environment the Stockholm
available and 2. Increased Convention through
developed capacity for promoting evidence- -
3. Training and pvidence-based D C | based, multi-sectoral <
. malaria control ! p4
refinement policy making for malaria control =
workshops for in-  fhe use of MDAST policy using a ]
country decision  (created in Kenya, comprehensive tool %
analysis expertise  |Tanzania and decision analysis ©
undertaken Uganda framework 5
3. National (MDAST) §

stakeholders fully
aware of the
effectiveness and
usefulness of
MDAST

4. Technical
expertise to use
and modify
MDAST exists in
the three
participating

countries

27




Rating
justification: D
The D rating is
justified as
although are
capacity of
stakeholders to for
use MDAST has
been built to
some extent, the
policy makers
have not used
MDAST to
develop policies
for malaria
control

Rating justification: C

The C rating is justified; the
stakeholders, whose capacity
has been built to some extent,
fully aware
alternative option (MDAST)
evidence-based malaria
control policy making exists in
the country. However, these
capacities are not being used
and policies are not being
developed and approved using
MDAST

DC

that an

Rating justification:

The DC rating
corresponds to
moderately unlikely
that GEBs will be
achieved.

C3. Achievement of project goal and planned objectives

89.

The outcomes and indicators proposed in the logical framework of the project

document have been used to assess this section. Based on the four outcomes planned in the
project and the twelve indicators given in the logical framework, the assessment for this
section is reported in Table 3. According to the theory of change, only Outcome Il mentioned
in Table 3 is indeed an outcome, the three others are outputs.

Table 3: Assessment of planned project outcomes*

Outcome Indicators Findings of the evaluation Rating**
I. Malaria Decision Analysis | ¢ MDAST exists for the three | ¢ MDAST developed according to MU
Support Tool (MDAST) countries each country’s needs, gaps and
that jointly incorporates specificities available in each
health, social and country
environmental  priorities | ¢« MDAST  predicts  likely | o A discussed in Section IV.C1,
for malaria control in consequences of  different MDAST is not currently being
Kenya, Tanzania, and policies on health (e.g. malaria used to develop policies for
Uganda, developed prevalence), social (e.g. malaria control in the countries
poverty), and environmental
(e.g. water quality) outcomes
Il. Increased capacity for | ¢ MDAST wused by policy | ¢ MDAST is not being used in U
evidence-based malaria makers in Ministries of Health countries. See Section 1V.C2 for
control  policy making in order to choose among comments and possible actions.
through the regular use of policy options
MDAST in Kenya, e Same as above
Tanzania, and Uganda. e Policy makers consider range
of  health, environmental,
social, and economic factors in
formulating policy.
e MDAST incorporates and | e Same as above
synthesize a range of evidence
on the impacts of different
malaria control policies.
I11. Creation of an agenda for | ¢ MDAST serves as basis for | ¢ Based on information gathered S

policy-relevant malaria
research through
development of MDAST
and identification of key
knowledge gaps.

value of information (VOI)
analyses to identify national

research priorities in the
project countries.
e Collaboration between

through surveys and workshops,
VOI analyses have been done by
MDAST developers and research
agenda identified.

As a result of gaps identified,
some pilot research projects have

28




national and international
researchers  promoted to
develop strategies for

implementing agenda

been initiated (e.g. larviciding in
Uganda*). This was done
through collaboration with
University of Pretoria and
International Centre of Insect
Physiology and Ecology
(ICIPE)*.

IV. Elucidation of Reports developed that Based on the experience gained in HS
requirements for document the process of the three countries, guidelines for
replication of MDAST in developing the MDAST and replicating MDAST in other
other malaria-prone applying it to three project countries have been successfully
countries  around  the countries, and key steps and developed (see Section IV.B,
world. challenges are identified Activity 7)

Tools for MDAST
development made available
to other potential users
through Regional workshop,

Research papers (see footnote 28)
on project have published and
project website developed:
(http://sites.duke.edu/mdast/)

publications and a website

*The outcomes considered here are those mentioned in the project document. **Rating is for each outcome

90.  The rating for Section C.3 (Achievement of project goal and planned objectives) is
Moderately Satisfactory.

91. The overall rating for Section C (Effectiveness: Attainment of project objectives
and results) is Moderately Unsatisfactory reflecting the fact that although MDAST has been
successfully developed, and to date, it has not been used yet to develop policies for malaria
control in the three countries.

D. Sustainability and replication

D1. Sustainability

92.  To sustain the outcomes and benefits of the projects, no strategy has been proposed in
the project document. However, potential risks that could impact on the project’s success
have been identified in the project document and mitigation measures have been proposed
accordingly®’. The project document also mentioned that “ultimately the sustainability of the
project will depend on the acceptability of the tools and training developed, as well as
support from relevant government agencies and stakeholders**. However, according to the
findings of the evaluation, although adequate support has been obtained from the countries to
develop MDAST, for reasons discussed in earlier sections (IV.C1 and 1VV.C2) MDAST has
not yet been used for policy development on malaria control.

93.  Sustainability factors that would affect progress towards project impacts as described
in the ROtI analysis are discussed in the following paragraphs. As mentioned in the TORs of
this evaluation (Annex 1), the factors are primarily considered under socio-political,
financial, institutional, and environmental sustainability sections. Having in mind that

41 Interview data with Disease Vector Control Division, Uganda

42 The key person from University of Pretoria involved in the project was a staff of ICIPE on contract at
University of Pretoria.

43 Table 3 in Sustainability Section (3(i)) of the project document.

44 Page 23 from Sustainability Section (3( i)) of the project document.

29



http://www.google.mu/url?sa=t&rct=j&q=&esrc=s&source=web&cd=3&cad=rja&uact=8&ved=0CDEQFjAC&url=http%3A%2F%2Fen.wikipedia.org%2Fwiki%2FInternational_Centre_of_Insect_Physiology_and_Ecology&ei=DerEU9fKH9Kv7Ablg4DAAg&usg=AFQjCNE_NgemtcLeCv4ikjdOLw3AXRwQ1A&bvm=bv.70810081,d.ZWU
http://www.google.mu/url?sa=t&rct=j&q=&esrc=s&source=web&cd=3&cad=rja&uact=8&ved=0CDEQFjAC&url=http%3A%2F%2Fen.wikipedia.org%2Fwiki%2FInternational_Centre_of_Insect_Physiology_and_Ecology&ei=DerEU9fKH9Kv7Ablg4DAAg&usg=AFQjCNE_NgemtcLeCv4ikjdOLw3AXRwQ1A&bvm=bv.70810081,d.ZWU
http://sites.duke.edu/mdast/

MDAST has not been used yet in the three countries, the following paragraphs examine the
prospects for sustainability if MDAST happens to be used in the future.

a) Socio-political sustainability.

94.  Country ownership, interest and commitment to the project are considered high as all
the countries are Parties to the Stockholm Convention on POPs. In addition, as mentioned in
the Strategic Relevance Section (IV.A), the countries are already engaged in malaria control
since decades, and according to their NIPs they are committed to look for alternatives to
DDT. However, as discussed earlier (see paragraph 82), in Kenya given that a National
Malaria Strategy for the period 2009 — 2017 was already developed, approved and under
implementation, MDAST was not used. The tool has also not being used in Uganda and
Tanzania for what appears to be lack of training. It can thus be considered that MDAST will
not likely be used before 2017, but if it is, the conditions are present for its use to become
sustainable.

95.  Socio-political sustainability is rated as Likely.

b) Financial resources sustainability.

96.  The fight against malaria involves huge costs. For example, as mentioned earlier
(Section 1V.C1), the budget for the 2009 — 2017 National Malaria Strategy for Kenya is
estimated at $ 1,020,858,785. Fortunately, a number of initiatives and funds have been
created (e.g. the President’s Initiative® or the Global Fund to fight Aids, Tuberculosis and
Malaria*® (GFATM) to assist countries in their endeavour of fighting malaria. In this context,
for the period 2008 — 2012, Kenya, Tanzania and Uganda have benefitted from GFATM
grants amounting to $129,980,976, $208,123,546 and $ 128,770,789 (on average, annually)
respectively®’.

97.  Given the very small amounts (mostly in kind) that would be required to sustain the
project’s impact (that is the use of MDAST to develop policies) if MDAST would be used,
compared to the actual budget for malaria control, the rating for financial resources
sustainability is Highly Likely.

c) Institutional framework sustainability

98.  As mentioned earlier, all the participating countries of the projects have ratified the
Stockholm Convention and are committed to look for alternatives to DDT and thus comply
with Convention’s obligations. In the three countries the Stockholm Convention has been
institutionalised to some extent. For example, they have a nominated POPs Focal Point and
have reinforced their national legislation to strictly manage the life cycle (manufacture, trade,
use and release) of most POPs. Most countries have attended the COP (COP1 to COP6)

45 http://www.pmi.gov/

46 http://www.theglobalfund.org/en/

47 Data taken from the PIF approved in 2011by GEF of the project proposal entitled “Demonstration of
effectiveness of diversified, environmentally sound and sustainable interventions, and strengthening national

capacity for innovative implementation of integrated vector management (IVM) for disease prevention and
control in the WHO AFRO Region.” GEF ID: 4668
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meetings. The three countries are engaged in post NIP activities. For example, Kenya and
Uganda were engaged in the GEF funded project “Supporting the Implementation of the
Global Monitoring Plan of POPs in Eastern and Southern African countries” that was
completed in March 2012.

99.  Being engaged in malaria control since the 1950’s, the countries have established the
adequate institutional framework and governance. For instance, they have a dedicated
division / department for malaria control found within the Ministry of Health, which is the
National Malaria Control Programme / Division. Within this framework, there exists a
technical working group that discusses issues related to diseases transmitted by vectors
including malaria. MDAST was discussed in this technical working group, and most of the
members of this group participated actively in MDAST development®. Just as Kenya,
Tanzania® and Uganda both have national malaria strategic plans and they also have
operational plans®.

100. The rating for Institutional framework sustainability is Highly Likely, if MDAST is
indeed used in the countries.

d) Environmental sustainability.

101. No environmental factor that can influence the future flow of project benefits has
been identified and, there do not appear to be any output or result that could affect the
environment and, consequently, the sustainability of project benefits.

102. Environmental sustainability is rated as Highly Likely.

E. Catalytic role and Replication
a) Catalytic role

103. As stated in the project, two of the four outcomes/outputs of the project were to
develop a decision analysis tool (MDAST) for malaria control and to build capacity in the
three participating countries for evidence-based malaria control policy through its use. While
the project has successfully catalysed the development of specific tools (MDAST) for each
country involving the active participation of key stakeholders, on the other hand, at this point
in time it has not been successful to catalyse its use to develop policies on malaria control. As
pointed out previously (See section 1VV.C2, paragraph 77 third bullet point) further training

48 Interview data with stakeholders (NMCP, NC and DVC) in Kenya and Uganda

49 Medium term Malaria Strategic Plan 2008 — 2013 for Tanzania:
http://natnets.org/attachments/article/65/MTMSP%202008-2013.pdf

50 http://lwww.pmi.gov/docs/default-source/default-document-library/malaria-operational-
plans/fyl4/tanzania_mop_fy14.pdf?: President’s Malaria Initiative, Uganda Malaria Operational Plan FY 2013;
http://www.pmi.gov/docs/default-source/default-document-library/malaria-operational-
plans/fyl4/tanzania_mop_fy14.pdf?sfvrsn=10: President’s Malaria Initiative, Tanzania Malaria Operational
Plan FY 2014
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