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1. Introduction
This is the end of grant report for the Global Fund Malaria Round two grant; (SUD -202 -G01-M-00).  The report is intended for the Global Fund to determine the achievements made in the reduction of burden of malaria on the population of South Sudan, as well as for the UNDP who was the Principal Recipient of the Grant, the sub and sub-sub Recipients who would want to know how each organization has performed as well as the Ministry of Health of the Government of South Sudan who would use the information for further national health planning purposes. 

The United Nation Development Programme (UNDP) South Sudan implemented the Malaria Round two grant for five years (from 2004 to Sept 30th 2009). The grant received a no cost extension of one year term; the grant was therefore formally closed on 30th September 2010.  The grant had a total budget of USD 25,067,660, and by end of the grant the total delivery at PR level stood at 100%.
The Global Fund Malaria Round Two program was designed to reduce the burden of malaria disease in an estimated population of 1.9 million in more than 17 Counties in South Sudan. The program was aimed at reducing the severity of malaria especially among children under five years of age and pregnant women who are most vulnerable to malaria attacks. Malaria accounts for between 24-36% of the health burden in South Sudan and even higher on mortality for children under five years of age. A number of key strategies were employed to reduce malaria burden and these included the use of insecticide impregnated mosquito nets for use by children under five and pregnant women, the raising of awareness of communities for the need of seeking early treatment for malaria, the  provision of malaria diagnostic and treatment services at all primary health care centers and units, the provision of anti malaria drugs on continuous basis, the provision of intermittent malaria prophylaxis treatment to pregnant women in their second and third trimesters when malaria infection increases the risk of abortion, the strengthening of the health care delivery systems by training of health workers in the management of malaria and the establishment of a malaria monitoring system to enable prediction and prevention of malaria outbreaks.

1
Key programme achievements:

a) Greater community awareness of malaria as a major cause of morbidity and mortality among children and pregnant women

b) Effectiveness of LLITNs  use in reduction of malaria illness as well as reduction of mosquito bites 

c) Some level of community participation and involvement in health preventative actions

d) Enhanced utilization of health care facilities and less use of traditional healers for malaria treatment

e) Increased population access to basic health care through the strengthening of existing facilities and creation of new ones where there were none.

f) Provision of a learning platform for the health sector development.

2.
Key program impediments
There were a number of key programme design limitations that directly or indirectly impacted on the performance of the programme and these included the following:

a)  The programme was developed without the benefit of baseline data thus it had limited objectivity.

b)  The lack of concurrent management development capacity building process for both regulatory and policy systems, did not provide a supportive environment for the implementation efforts.

c)  The absence of capacity building of health infrastructure did not provide for long term sustainable malaria reduction intervention. 
d) Low capacity of grant sub recipients delayed achievement of the grant targets on timely manner. 
e) Insecurity in many areas of project locations, delayed services and achievement of grant targets.

All in all, by end of the grant, 55% of children under 5 years of age were sleeping under ITNs (LLITNs) while 61% of pregnant women were sleeping under ITNs (LLITNs), in programme catchment areas. Furthermore, the findings of the end term evaluation shows that the burden of malaria on the target population had significantly been reduced through the concerted efforts of vector control through the use of the LLITNs, the strengthening of health delivery systems to prevent and treat malaria infections and the raising of public awareness of the need to protect pregnant women and children under five from mosquito bites. 
2. Background
The Malaria Round 2 proposal was developed at the time of the war when the national health authorities and the implementing agencies where operating out of Nairobi. There was limited information on malaria in South Sudan, and limited local capacity to respond to malaria due to conflict, poverty, and extreme climatic factors - leading to the proliferation of mosquito breeding sites, poor infrastructure and poor education. At the time the grant was signed, the GFATM was the only external donor for fighting malaria in South Sudan. There was neither infrastructure nor health system; nor were there any real national institutions. The then secretariat of health in Nairobi nominated UNDP for the PR role and this was accepted by the GFATM.  The R2 Malaria grant financed the building of the capacity of the MOH/GOSS to effectively respond to the malaria burden.
Goal: To reduce the burden of malaria in the beneficiary population in Bahr el Ghazal, Equatoria and Upper Nile Regions of South Sudan, through increased use of long lasting insecticide treated bed nets; expansion of intermittent presumptive malaria treatment for pregnant women; improved early diagnosis and treatment of malaria at the community level and health facility level; and strengthen local capacity to detect and contain malaria. 
Objectives: (1) To ensure that at least 80% of women of child bearing age and children under the age of 5 years in the areas of operation sleep under LLINs/ITNs by the end of the programme; (2) To ensure

IPT to 70% of all pregnant women in the areas of operation by the end of the programme; (3) To ensure that 80% of patients with uncomplicated malaria in the areas of operation receive early diagnosis and are provided with prompt and effective treatment by the end of the programme; (4) To ensure that 60% of patients with severe malaria in the areas of operation are timely diagnosed and receive correct treatment by the end of the programme; (5) To improve the ability to predict and contain malaria epidemics; (6) To increase the local capacity to enhance health management systems for effective malaria control and (7) To produce up‐to‐date information on malaria.
Expected output/outcomes: 1) At least 80% of women of child bearing age and children under the age of 5 years sleep under LLITNs. 2) IPT to 60% of all pregnant women. 80% of patients with uncomplicated malaria receive early diagnosis and are provided with prompt and effective treatment. 3) 60% of patients with complicated or severe malaria are timely diagnosed and receive correct treatment. 4) To improve the ability to predict and contain malaria epidemics. 5) To increase the local capacity to enhance health management systems in effectively containing malaria.
Grant sub recipients: In phase I the following organizations implemented the grant; ADRA, IRC, Oxfam GB, Health Net International, World Relief, UNICEF, PSF-CI, and World Vision International. A number of these were dropped in phase II for a variety of reasons including low performance and lack of absorptive capacities. The Phase 2 of the Malaria Round 2 program was implemented by four Sub Recipients namely; Arkangelo Ali Association (AAA); Population Services International (PSI); Malaria Consortium (MC); and World Vision International (WVI).
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Strategies: Distribute LLITNs to pregnant women and children under five (5) years, increase community awareness on earlier care seeking behavior for timely diagnosis and treatment of malaria, train CHWs, TBAs, and MCHWs in the management and treatment of complicated and uncomplicated malaria cases.

Key activities: Training community‐based bed nets distributors, distribution of LLITNs, providing IPT to pregnant women, raising the awareness of the community about the dangers of malaria, its prevention

and treatment, training health workers in the management of malaria cases, diagnose and treat complicated and uncomplicated malaria cases, training of laboratory assistants on malaria microscopy, training health workers in emergency preparedness & response and health information management, training health workers at the health facilities in stock management, rational use of drugs and drug forecasting, conducting KAP survey in programme areas and undertaking operational research studies.
3. Project implementation and achievement 
3.1 Programmatic achievement

Round 2 Malaria was implemented until March 2010. By end of the grant, the overall programme performance for the grant stood at B1.  Unrealistic targets, underreporting of results, insecurity in some of the areas, and lack of infrastructures and poor health systems in South Sudan were the key challenges that affected the performance of the grant. The Round 7 Malaria grant is supporting continuation of some of the activities initiated through the Round 2 Malaria grant. Management of complicated and uncomplicated Malaria is continuing under the MoH primary health care services as well as by individual NGOs.  
According to the end of term evaluation report for this grant, the burden of malaria on the target population has significantly been reduced by the concerted efforts of vector control through the use of LLITNs, the strengthening of health delivery systems to prevent and treat malaria infections, as well as the raising of public awareness of the need to protect pregnant women and children under five from mosquito bites. The numbers of severe malaria cases reported have been reduced. The end of term evaluation findings concludes that although there has been a significant amount of shortcomings in the implementation of the programme, tremendous progress has been made towards finding solutions to the reduction of malaria in South Sudan. 
The implementation processes employed by grant’s SRs made some significant changes in the prevalence and impact of malaria. The raising of population awareness on the seriousness of malaria as a health burden and the use of LLITNs, the use of IPT for pregnant women as well as seeking of early treatment for suspected malaria to reduce impact of the disease has been a major achievement of the program. 
The implementation of the programme has also contributed to the strengthening of health care service delivery through the training of existing and new health cadres as well as establishment of new facilities in areas where there was limited access to basic health care services.
Lessons learned from implementation of the round two Malaria grant will help shape better planning and implementation in future efforts to alleviate malaria burden in South Sudan.  Thirteen performance indicators were used to track the performance of the Malaria Round two grant. The performance of each indicator is shown in table 1;







Table 1: Malaria Round Two, grant overall performance per indicator confirm latest results with Yonas
	Indicator Description
	Intended Targets
(by end of grant)
	Actual Results
(by end of grant)
	%

	1) 
	Number of service deliverers trained in distribution and implementation of ITNs (LLITNs)
	5,496
	4,073
	74%

	2) 
	Number of ITNs (LLITNs) distributed
	2,181,912
	1,021,777
	47%

	3) 
	Number of service deliverers (TBAs, midwives, MCHWs, CHWs) trained on the provision of IPT
	2,854
	2,477
	87%

	4) 
	Proportion/number of facilities providing IPT to pregnant women
	N:215, D:219, P:98.2%
	194/244
(80 %)
	80%

	5) 
	Number of pregnant women receiving IPT
	183,835
	97,088
	53%

	6) 
	Number of TBAs, midwives, MCHWs, CHWs trained on BCC to promote early care seeking from appropriate provider
	8,705
	4,229
	49%

	7) 
	Number of patients with uncomplicated malaria given treatment according to WHO guidelines
	959,511
	704,835
	73%

	8) 
	Number of patients with severe malaria given treatment according to WHO's guidelines
	33,344
	31,558
	95%

	9) 
	Number (Proportion) of facilities with no stock-out of ant malarial drugs
	N:186,D:189
P: 98.4%
	195/244 (80%) 
	80%

	10) 
	Number of health workers trained on emergency preparedness (prediction and containment of epidemics)
	2,212
	1,247
	56%

	11) 
	Number of health facilities following WHO's EWARN (Early Warning and Response Network) for Southern Sudan
	406
	437
	108%

	12) 
	Number of health service deliverers trained in health information system
	1,585
	1,601
	101%

	13) 
	Number of health facilities implementing revised Health Information System (HIS)
	510
	245
	48%


3.2 Overall financial achievements
The Malaria Round 2 grant had a total approved budget amount of  US$25,067,660  to be spent over the projects five year life span (October 1, 2004  to September 30, 2009). By end of the grant the total expenditure stood at USD $ 25,109,845.81(100%). 

The Summery of Grant Finacial Performance interms of fund source, expenditure and remaining balance is depicted as follows. 
	SN
	Detail
	Amount (US$)

	a
	Amount Recived from Global Fund 
	25,067,660.00

	b
	Interest Recived 
	276,235.47

	c
	Total Fund Availble ( a+b) 
	25,343,895.47

	d
	Total Expenditures
	25,109,845.81

	e
	Balance to be refunded to Global Fund ( C-D)
	234,049.66


Please refer ANNEX II and ANNEX III – For details of Expenditures by Cost Category and Implementing Agents respectively.

3.3 Achievement and experience by sub recipients
3.3.1
World Vision International


The WVI – Sudan Programme implemented ‘’Community-Based Malaria Management and Control Project’’ under Round 2 Phase 2 Malaria grant as SR using its regional offices and county offices in the 3 states. At these levels the project management was stratified up to the last level of the health facilities and/or beneficiary. The main objective of the project was to reduce the burden of malaria in the areas of operation named above. 

 Strategies used by WVI
i. Delivery and conduct of mass distribution of (LLITNs) long lasting mosquito nets in the 2 counties Gogrial East and Panyikang
.

ii. Requisition and distribution of essential (anti-malaria) drugs to health facilities.

iii. Training of various cadres of health workers (service deliverers) in different counties.

iv. Training of SR project officers and project implementation team and management.

v. Conduct and supervise routine curative and preventive services for the beneficiary’s communities.
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Photo 2 : Participants at WVI-AMREF IMCI Trainer of Trainers in Juba in 2009
Result achieved by WVI

Table 2 : Service Delivery Achievements (WVI, 2009)
	Beneficiary/performance indicator
	Target
	Achieved

	Number of pregnant women given IPT2
	36,200
	36,323

	LLITN distribution
	290,000
	132,114

	Malaria (severe + uncomplicated) treatment
	221,300
	214,491


Table 3: Trainings and Capacity Building Achievements (WVI, 2009)
	Type of Training
	Target
	Achieved

	Number of service deliverers trained in distribution of LLITNs
	511
	2,054

	Number of service deliverers (TBAs, midwifes MCHW, CHWs) trained on provision of IPT
	490
	1,819

	Number of TBA, midwives, MCHWs, CHWs trained on BCC to promote early care seeking from appropriate provider
	806
	2,292

	Number of health workers trained on emergency preparedness (prediction and containment of epidemics)
	446
	810

	Number of health service deliverers trained in Health Information System (HIS)
	446
	874

	Number of health workers trained on IMCI/IECHC
	440
	183

	Number of health workers trained on rational drug use
	440
	119

	Number of health workers trained on Clinical Management of malaria (severe and uncomplicated)
	440
	95


Monitoring and evaluation

WVI has a well organized M&E department with clear M&E framework that helps in tracking of M&E data of all projects implemented. WVI had staff trained on M&E staff up to Regional level, which helped to track M&E activities at the counties. However the data collection tools from the MOH-GOSS had never been adequate enough to cover all the counties and their health facilities; thus the data management at the point of collection, storage and reporting especially at facility levels was big challenge to WVI project.  To mitigate the challenge, Project managers were mentored to do the necessary trainings to the facility level staff to understand all the components of data management. 

Following the 2009 Onsite Data Verification-OSDV conducted by UNDP, MOH, & LFA, WVI addressed the gaps by conducting HMIS trainings in the various counties, where health workers were trained on how to fill in the various reporting and data collection tools at their facilities. 

Success stories, lesson learned by WVI
Challenges/reasons for deviation from performances (WVI)
a. Insecurity in the Warrap and Western Equatoria. The health facilities in Ezo could not operate appropriately due to the insecurity caused by LRA in this county. Many people were displaced and WVI and other NGOs withdrew from the county because of insecurity. The continued inter-clan and tribal clashes in Warrap State which occurs in the 4 counties where the project was being implemented made many of the health facilities to be closed and people displaced from their homes.

b. The staffing at all the health facilities were according to the BPHS of South Sudan. The counties especially in Warrap State do not have enough health personnel to run the health facilities. Coupled with the high staff turnover many of the health facilities could not be opened or re-opened. 

c. Most of the health facilities had only one CHW who was expected to do every kind of service at that health facility. Therefore it became difficult to provide a complete high impact services at some of the health facilities.
d. Staff salaries as a motivating factor to service delivery was an issue especially in situations when sister projects that were supporting the PHC services ended and in areas where such projects did not exist. Most of the staff had not been included in the MOH payroll. This led to difficulties in implementation of the programme.

e. Most of the training materials and guides were not developed at an earlier stage at programme initialization; these materials were developed later and shared with NGOs. The delay has led to the delays in achieving the targets of training indicators.

Recommendation (WVI)
1. WVI took an advantage of the existence of complementary projects in the state to run this unit despite all challenges and constraints. It is through these complementarities that most of the activities were achieved. Malaria intervention should strive to tap on existing projects.

2. Physical infrastructure and supportive environment and functions were already existing; camp staff accommodation; logistic; financial and human resources, support staff were already on ground and supported this short term project. Future grants must explore the existence of the enabling environs. 

3. WVI understood the community and the terrain, contentious matters and the security situation – hence smoothly run the project. Moving forward, targets must be realistically set, based on a multiple of factors including access and security.

3.3.2.
 Population Service International

Project Strategy: To deliver a comprehensive package of products and services to reduce the burden of malaria, including provision of antimalarial drugs and LLITNs; providing trainings for health care workers on recognition of signs and symptoms of simple and severe malaria; and direct activities related to BCC within the target communities. 

Programmatic Achievements (PSI)

Overall, the programme demonstrated high performance against targets, particularly those related to trainings and capacity building of the CHD staff.  That alone is a significant contribution of the GFATM to strengthening the HMIS and treatment systems in South Sudan. 

The table below reflects overall programme progress against targets, elaborating on the reasons for deviation against each specific indicator. 

Table 4: Achievements - PSI

	Indicator
	Target 
	Actual achievement

	1. Number of service deliverers trained on the use of LLITN
	210
	329

	2. Number of LLITNs distributed through ANC centres
	371,794
	329,905

	3. Number of service deliverers (TBAs, midwives, MCHWs, CHWs) trained on provision of IPT
	180
	544

	4. Proportion/number of facilities providing IPT to pregnant women
	(75/107) 70%
	(77/107) 71%

	5. Number of pregnant women receiving correct Intermittent Presumptive Treatment (IPT 2) 
	14,841
	15,321

	6. Number of TBAs, midwives, MCHWs, CHWs trained on BCC to promote early care seeking from appropriate provider
	1,961
	1,908

	7. Number of patients with uncomplicated malaria given treatment according to MoH-GOSS guidelines
	309,574
	152,893

	8. Number of patients with severe malaria given treatment according to MoH-GOSS treatment guidelines
	12,986
	5,304

	9. Number and proportion of facilities with no stock out of anti-malarial drugs 
	(78/98) 80% 
	(101/107) 94% 

	10. Number of health workers trained on emergency preparedness (prediction and containment of epidemics)
	180
	330

	11. Number of health facilities following WHO's EWARN 
	12
	36

	12. Number of health service deliverers trained in Health Information System (HIS)
	76
	359

	13. Number of health facilities implementing revised health information system (HIS)
	93
	101


Success Stories from PSI
Before May 2009, reporting in Yei County and Central Equatoria was an issue of concern due to a paucity of knowledge on the part of health workers on proper record keeping in general and the lack of centralized HMIS tools. 

According to Mr. Simon Loro, County Medical Officer for Yei, the situation dramatically improved with the mass supply of the standardized tools through the GFATM Malaria Round Two grant, administered by UNDP and implemented by PSI/Sudan, and a series of trainings on the use of these tools. In his brief speech during a health coordination meeting in Yei, Mr. Loro noted that the supply of health registers and capacity building of health workers contributed to a marked improvement in data quality and reporting consistency from the health facilities under Yei CHD.  He emphasized that the more complete data on disease prevalence and incidence had informed many decisions at the County and Central Level. 


Challenges and Lessons Learned (PSI)
Implementation of a programme of such scale in the environment of South Sudan will inevitably encounter challenges related to logistics and communications, lack of security in Western Equatoria and southern parts of Central Equatoria, in addition to other unanticipated factors. In addition to the aforementioned challenges affecting overall grant performance, the progress against targets was also influenced by the issues inherent to the programme implementation structure.  

Challenge 1: Supply Chain

Per donor agreement, procurement and supply of antimalarials and LLITNs was mandated to UNDP and the supply chain agent PSF. Procurement of the bulk of LLITNs was delayed and their delivery to some of the partner sites (e.g., Tambura) was inconsistent. This put additional pressure on the implementers and resulted in delayed distributions and reporting.  

Drug delivery in 2009 was inconsistent between Q2 and Q3 of 2009 due to customs clearance and quarantine. This resulted in stock outs at some facilities in Q3. This resulted in decreased numbers of patients that the facilities were able to treat, and underperformance against the clinical indicators, such as numbers of patients with complicated and severe malaria treated. 

Challenge 2: Lack of Authority over the Health Facilities. 

PSI does not operate facilities and instead partners with the CHDs to work through the existing health systems and main partners involved in day-to-day operations of health facilities. PSI therefore relies on these bodies for ensuring the accuracy and quality of the data collected. Several discrepancies in the clinical indicators were identified during routine monitoring visits and the LFA audit. Furthermore, health workers were trained on how to use HMIS tools for data collection; however in practice, GoSS tools were not standardized across facilities, which complicated reporting. In some instances, health facilities did not utilize data collection tools.

Challenge 3: Inconsistency of the Payroll. 

In the beginning of Q1 of 2009 (Q18 of the grant), it was revealed that some newly recruited health workers did not appear on the official payroll, hence did not receive salary payments. Receiving no salary, they had no incentive to continue operating the health facilities even when the drugs and other supplies were available. In order to continue operations, PSI/Sudan had to provide operational incentives, including small stipends to the CHWs at 49 healthcare facilities in Lainya and Yei to ensure that the populations in remote areas had access to malaria treatment.

3.3.3. 
Arkangelo Ali Association 

Project goals and objectives

The overall goal for Malaria project is to reduce the burden of Malaria in the beneficiary population in Yirol West. The objectives of the malaria control programme in Yirol West were:

· To provide early diagnosis and prompt treatment of uncomplicated malaria cases

· To ensure that about 80% of women of Child bearing age (CBA) and children under 5 years sleep under long lasting insecticide treated nets (LLITNs)

· To provide Intermittent preventive treatment (IPT) to pregnant women

· To ensure that cases of severe/complicated malaria are correctly diagnosed and receive correct treatment

· To train staff on diagnosis, management and other activities involved in malaria control and prevention.

· To initiate behavior change towards malaria control and prevention

· To develop and use appropriate monitoring and evaluation system

Project strategies

Various strategies were employed to meet the targets and the overall goal of the Malaria programme, these include;

· Setting up community based health intervention centers (CBHIC) 

· Provision of drugs and other supplies to the health facilities

· Training of health workers on clinical diagnosis and management of malaria

· Training of lab assistant on the use of RDTs and on Malaria microscopy 

· Training IECHC workers and TBAs on malaria management and provision of IPT in the villages

· Training LLITN distributors and distribution of LLITNs to pregnant women, children under 5 years and the other vulnerable groups

· Health education and community mobilization on malaria control and prevention

· Developing a proper data collection and reporting system

· Monitoring and evaluation of all programme activities

Achievements (AAA):

The programme has contributed in expansion of the health services by establishing CBHICs and also upgrading some of the CBHICs to PHCUs, provision of IPT and distribution of LLITNs which is part of the national health strategy. There has been extensive health education and behavior change communication which has actually led to behavior change in use of LLITNs in Yirol West County.
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Photo 3: Malaria control through use us of LLITNs
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Photo 4: Malaria Health education, Yirol County
Table 5: Achievement (AAA)

	Key  indicators
	Target
	Achievement
	 (%)

	
	
	
	

	1. Number of services deliverers trained in distribution of LLTINs
	330
	316
	96%

	2. Number of LLTINs distributed
	323693
	185785
	57%

	3. Number of service deliverers (TBAs, midwives, MCHWs, CHWs) trained on provision of IPT
	165
	223
	135%

	4. Proportion/number of facilities providing IPT to pregnant women
	100%
	100%
	100%

	5. Number of pregnant women receiving IPT2
	26029
	11560
	44%

	6. Number of TBA, midwives, MCHWs, CHWs trained on BCC to promote early care seeking from appropriate provider
	734
	690
	94%

	7. Number of patients with uncomplicated malaria given treatment according to WHO guidelines
	88355
	30426
	34%

	8. Number of patients with severe malaria given treatment according to WHO guidelines
	2524
	792
	31%

	9. Proportion of facilities with no stock out of anti-malarial drugs
	100%
	100%
	100%

	10. Number of health workers trained on emergency preparedness (prediction and containment of epidemics)
	154
	143
	93%

	11. Number of health facilities following WHO’s EWARN
	13
	13
	100%

	12. Number of health service deliverers trained in health information system (HIS)
	63
	106
	168%

	13. Number of health facilities implementing revised Health information System (HIS)
	13
	13
	100%


Success stories (AAA)
The Malaria control programme has had a positive impact and brought hope to the community especially the upgrading of the CBHICs to PHCUs because PHCUs can handle more cases and is managed by a community health worker who is relatively more knowledgeable than the CBHIC workers. One of the main successes is bringing health services closer to the people as is illustrated by a short interview below which was done to assess the perception of the community towards the establishment of the PHCU and the impact of the Malaria control programme.
A story of Mr. Mading:

The insecticides treated nets distributed by AAA has done a lot of help to the community of Yirol West. The number of malaria cases has reduced. Eli Mading said he was one of the malaria victims. According to him he said he used to be admitted 3 times a year due to Malaria attack but when he started using ITNS, none of his children including himself have ever been diagnosed with malaria again. 

Eli Mading is a Medical Assistant in Mapuordit Hospital
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Photo 5: Mr. Mading success story
3.3.4. 
Malaria Consortium
Summary:

Between December 2007 and March 2010 Malaria Consortium implemented the comprehensive malaria control programme in Northern Bahr el Ghazal State. This programme targeted malaria through campaign style LLIN distribution for prevention and treatment of uncomplicated and complicated malaria to improve overall malaria case management. The programme was a major success. Counterparts in Northern Bahr el Ghazal from the Governor to the beneficiaries appreciated the project. The Governor took note of the work in key speeches, the County Health Departments have expressed their sadness that the project is ending, and the beneficiaries offered goats to the field teams by way of thanks for the services provided. 

Targets were largely met or exceeded. 212,189 LLINs were distributed. Training targets were exceeded. Treatment targets were surpassed. Systems strengthening goals were achieved. The one target which remained elusive during the course of implementation was the target for provision of IPT to pregnant women. This target was not achieved due to a lack of adequate numbers of ANC service delivery points and Global Fund limitations in scope to provide the full spectrum of ANC services. Considerable experience was generated and capacity built for further malaria control. 
After the grant closure, Malaria Consortium   continued to provide strong support to the Ministry of Health to control malaria in South Sudan, through the implementation of the Round 7 Malaria Grant.
Project goal: To reduce malaria morbidity and mortality in Aweil North, West and Centre Counties in

Northern Bar el Ghazel (Project area)

Project Purpose: To provide high quality malaria control interventions in the project area

Expected output/outcome:

· Improved health coordination

· Detailed information on health facilities

· Health educator trained in key message at community level

· Basic health education provided to community members focusing on malaria

· LLITN distribution experience to feed into further LLITN distributions

· Training of peripheral health staff

· Strengthening supply chain to eliminate stock outs of essential drugs

· Improved recording and reporting to strengthen disease surveillance

· Strengthening of diagnostic capacity
Project Implementation Strategy: The MC worked through the State MoH and County Health Departments as well as specific partner NGOs. Operational capacity for implementation was supplemented directly by MC staff and logistics capacity. LLITN distribution work required significant logistics and organizational support from Malaria Consortium. To achieve effective coverage the GoSS MoH LLITN distribution guidelines were used to govern the distribution process. Malaria Consortium worked with the State MoH to explain the programme to the County Health Departments who then explained the LLITN distribution campaign to the Payam Administrators. The Payam Administrators then called community meetings inviting all Boma chiefs and village sub-chiefs to a micro-planning meet where again the programme was introduced to the lowest administrative structures of the government. They then selected volunteers in their communities to support the distribution. In this way Malaria Consortium was able to ensure strong MoH ownership over the process and deliver key malaria control messages through volunteers selected by their community.

Project achievement (MC) 
a) Number of service deliverers trained in distribution of ITN The project had targeted to train 90 ITN distributors however by the end of the project 273 service deliverers had been trained.

b) Number of LLITNs distributed:  MC distributed a total of 212,189 LLINs to beneficiaries in the three counties of Aweil West, North and Centre. To scale up and ensure sustainability, MC supported various activities of sensitization of community leaders, including village heads, Boma executive chiefs and Payam leaders. Sensitization meetings were held in different Payam to brief the communities about malaria, LLITN distributions, distribution criteria and target groups.

c) Number of service deliverers (MCHWs, CHWs,) trained on the provision of IPT: The target for service deliverers trained for this indicator was exceeded by 27%. 115 service deliverers were trained against a target of 90.

d) Proportion/number of facilities providing IPT to pregnant women: Only 15 out of the 36 health facilities supported by the project have ANC services. This only became apparent during the baseline facility mapping conducted at the start of this project. Include in overall challenge!!!
e) Number of TBA, midwives, MCHWs, CHWs trained on BCC to promote early care seeking from appropriate provider. 115 TBA, midwives, MCHWs, CHWs were trained on BCC against a target of 90. This target was exceeded by 27%.

f) Number of pregnant women receiving IPT: 3,183 pregnant women received IPT against a target of 11,205. IPT administration is done through established ANC services, however, as mentioned above there were far fewer ANC service delivery points than initially anticipated. The situation was further complicated by a requirement that was provided after contract signing that specified that the indicator definition was for only those pregnant women receiving at least two doses of IPT. Support supervision was carried out to improve the recording of ante natal record and also provision of recording forms for the health facilities without recording cards. Malaria Consortium led efforts at state Health & Nutrition Coordination meetings to clarify requirements for the “IPT administration and monitoring” as part of general need for improved HMIS in Northern Bahr el Ghazal State include in overall challenge!!!
g) Number of patients with uncomplicated malaria given treatment according to MOH-GOSS guidelines:  Malaria treatment and diagnosis was improved through better access, regular support supervision to health facilities by Malaria Consortium staff and County Health Department staff to provide continuous review of signs and symptoms for proper diagnosis of uncomplicated malaria. 79,546 cases were treated against a target of 56,469. This target was exceeded by 40%. It is likely that the target was exceeded because improved continuity of drug supplies at health facilities lead to increased utilization rates at the health facilities.

h) Number of patients with severe malaria given treatment according to MOH-GOSS treatment guidelines: A total of 11,149 patients with severe malaria were treated according to MOH /GOSS treatment guidelines.

i) Proportion of facilities with no stock outs: at the close of the project 33 out 36 facilities treating malaria reported no stock outs representing 91%. 

j) Number of Health workers trained on emergency preparedness (prediction and containment of emergencies): A total 70 health workers were trained on emergency preparedness 11 Number of health service delivers trained in Health information Systems (HIS). One of the achievements on the part of health information is the expansion and use of health information systems for disease control. Malaria Consortium trained 97 health care workers on HMIS. Malaria consortium also embarked on improving the reporting tool by provision of hard copies of monthly epidemiological forms and tally sheets to improve data reporting on all the epidemic prone diseases or diseases of public health importance.
k) Number of Health facilities implementing revised Health Information Systems: A total of 33 out of 36 health facilities supported by Malaria Consortium were following the revised health information systems stipulated by GOSS-MOH. The revised health information system which came into place in 2008 was used to track and record the cases of malaria treated at health facilities. This has spilled over to other health facilities not supported by MC due to the quality of information being compiled and sent to the CHD and the SMOH.
Success stories (MC)
Awesome support from the state authorities facilitated successful implementation of the project. The SMoH, SSRRC, CHD, and Payam Administration were actively involved in planning, coordination and dissemination of information related to LLITN distribution. The community participation at all levels in the process of LLITN distribution was instrumental in ensuring its success. Village chiefs and elders have actively been involved in identification of volunteers, community level meetings, planning and sensitization activities. The local leaders were key to mobilizing the population for the LLITN distribution and were responsible for the high turnout of households participating in the registration exercise and subsequent LLITN distribution. The commitment and transparency of the community volunteers was instrumental in ensuring that all the eligible beneficiaries were reached.

The Governor of the Northern Bahr el Ghazal State invited Malaria Consortium to an NGO meeting in Nyamlel and declared, “Do not introduce yourself, we know you, I have information from my people on the wonderful job Malaria (commonly how people in Northern Bahr el Ghazal State refer to Malaria Consortium) has done. Continue with your work and help the people of Northern Bahr el Ghazal. I am glad that you are part of the solution.”

The health worker in Mayen Ulem PHCU recently lamented that, “Malaria Consortium used to come here and support us in data collection, recording, drug management providing us with forms and training which has helped greatly in the treatment of malaria and improving malaria case management ... We have heard that Malaria Consortium is moving away”.

The Medical officer Aweil North (Gabriel Garang) had summarized Malaria Consortium’s support to date as follows; “Malaria consortium has done a lot, we did not have records, monthly reports, supervision and monitoring but with the help of the grant we now have monthly report for the whole year, managed to supervise our health facilities, drug management at health facility especially anti-malaria has improved and malaria mortality and case management has improved. This was all due to the good work done through the short training courses. As medical officer in-charge I feel sad when I am told by one of the staff that the grant has ended, what will happen to my people, no drugs no much support from the state. I do not know why Malaria Consortium choose to leave my county? We need much support from Malaria Consortium as they had done good job. Malaria Consortium should extend the ICCM project to Aweil North.”

Challenges (MC)
1) The provision of ante natal services in Northern Bahr El Ghazal State is poor. Limited ANC coverage, low attendance and lack of qualified staff to provide antenatal services where IPT could be given to the pregnant mothers for prevention of malaria during pregnancy coupled with lack of appropriate equipment for delivering the services. This made it impossible to achieve the targets for provision of IPT to pregnant women.

2) The health management information report form revised by GOSS Ministry of Health has not been available for printing to be distributed to the health facilities. With the current revisions being made in the HMIS tools we hope this form will soon become available. In the absence of the new template Malaria Consortium had to distribute the old HMIS form. The Monitoring and Evaluation Department both in the State MoH and CHD is relatively weak.

3) There is no staffing or a functional M&E department at the State MOH to facilitate HMIS and M&E functions. This meant that health data collection, analysis and dissemination of the information collected have been limited.

4) Lack of clear indicator definitions at the outset of the project caused some confusion and made some targets impossible to meet. For example the provision of IPT for pregnant woman indicator was only defined as requiring at least two doses of IPT quite late in project implementation. This meant that data obtained had to be cleaned to eliminate women who only received one dose and then further women were only eligible if they had received two doses.

5) Geographical inaccessibility of some of the health facilities during the rainy season was a major challenge due to flooding. This lead to a high cost of operation. Poor infrastructure in terms of roads and storage facilities was a constant challenge that required creative solutions. 
6) Lack of accurate data on the population of Northern Bahr el Ghazal made planning and target setting difficult.

7) The lack of a continuity plan for the Global Fund Round 2 grant has proved problematic. Global Fund Round 7 has been able to cover some of the support required but as indicated by the Aweil North County Health Director (see above) the coverage and range of services did not necessarily align with the GF R2 grant. 
8) Fund disbursement was often slow and cumbersome meaning that Malaria Consortium had to pre-finance considerable portions of the work.

9) A change in the financial report and work plan template by the secretariat at approximately the mid way point of the project was very disruptive and put considerable unexpected strain on the project management team.

Lesson learned (MC) 
1) Global Fund Round 2 suffered from a lack of baseline data on which to accurately plan and budget for interventions. This baseline data is becoming increasingly available. Census and NIDs data provide population figures that can be triangulated to give reasonable estimates of the number of beneficiaries. The first household health survey provided invaluable data for baseline health estimates. The second household health survey will deepen our knowledge and understanding of the health situation in South Sudan and allow us to start to see some trends. 

2) Future Global Fund Rounds should have more realistic and achievable targets than the Global Fund Round 2 proposal.

3) Drug and health commodity supplies should be done during the dry season for better prepositioning to those areas in accessible during rainy season. 
4) The State MoH needs additional support to achieve minimum staffing levels both at State and County level.

5) Relying on the Ministry of Health for provision of some core functions proved to be difficult due to the lack of salaries and incentives. Future Global Fund Rounds should assume that salaries are not paid or are paid irregularly to health staff. Similarly MoH pharmaceutical supplies have not been reliable during the course of the project.

6) CCM oversight was not always constructive through the implementation of Global Fund Round 2. Further efforts need to be made by the CCM to draw on the diverse membership of the CCM to help unstuck bottlenecks encountered by implementing partners. The range of members is specifically designed to facilitate this kind of trouble shooting and more work can be done to take advantage of the opportunities this offers.

4. Grant management

4.1 
Grant management and implementation 
UNDP is a key partner to the Global Fund and is the UN Agency assuming the role of Principal Recipient of the last resort of GFATM grants in South Sudan. As the Principal Recipient of the GFATM, UNDP South Sudan Office has been responsible for the financial and programmatic management of the GFATM grant as well as for the procurement of health and non health products. In line with its corporate mandate, UNDP strives to provide capacity development services to relevant national institutions, sub recipients and implementing partners. 
The PR managed the Malaria grant to ensure that all the key deliverables are reached by the SRs and created an enabling environment for the implementation of activities indicated in the proposal. During phase one UNDP took time to get the processes going. Significant part of phase 1 was used in setting up systems and assembling the project team, including the SRs. Some of the challenges faced by PR in setting up the PMU and implementing the grants included; 
· As most partners, including UNDP and the MoH were operating out of Nairobi, there was difficulty to attract qualified personnel who can work in South Sudan. High staff turnover during the implementation of the Malaria grant negatively affected the delivery of the grant and institutional memory. However UNDP managed to put systems in place to address these issues.
· Delays in procurement of commodities such as drugs and the LLITNs which impacted on the momentum of implementation of activities at the field level.  
· As the then secretariat of health was also grappling with lack of systems and capacities, it was not able to provide adequate leadership and support in the phase I of implementation of this grant. Coordination of the SRs by national authorities was in adequate and this resulted in poor performance. Insecurity and in accessibility of some project sites resulted in delayed implementation.

All the above factors contributed to the slow performance in phase I and this in turn affected the overall grant performance. 
4.2 
Financial management
The Malaria Round 2 grant had a total approved amount of  US$25,067,660  to be spent over the project’s five year life span (October 1, 2004  to September 30, 2009). Overall expenditure over the life of the grant is US$25,109,845.81.

 All procurements of drugs, laboratory materials, and equipment were carried out by the Principal Recipient. Disbursement of funds to the sub recipients were made based on the cash balance at the end of reporting period and the requested amount for the next period. 

Some of the financial challenges encountered are; lack of absorptive capacities of the SRs, Lack of budgeting of procurement and supply management in the original approved work plan and budget.  Budget and expenditure were not categorized according to the service delivery areas, hence difficulty in reporting. Administration costs have been higher than what was budgeted because of transfer of offices from Nairobi to Rumbek and then to Juba. Despite all these challenges, it was possible to fully utilize the fund for the intended target. 
4.3
Programme monitoring and evaluation
Although initially the PR faced challenges in the monitoring of this grant due to the factors listed above, it was able to turn things around through concerted efforts, with the SRs and CCM. At PR level, two international M&E specialists and two national M&E analysts supported the overall implementation of the M&E plan and system. The Sub Recipients (SRs) also supported the implementation of the M&E framework of the Malaria programme. The SRs provided technical support to health facility workers in management of data at the facility level, and mentored them in recording and reporting. The SRs received data from health facilities and facilitated data flow to the respective government levels. Quarterly progress reports and annual financial and programmatic reports were written and submitted to PR, then CCM, LFA and the GF secretariat. 
The following evaluation surveys were conducted for Outcome and Impact Level data.
4.3.1. Knowledge, Attitude and Practices Malaria Survey
Knowledge, Attitude and Practices (KAP) Malaria Survey was conducted by OXFAM GB and PSI in 2007 /2009 in the following locations; Bahr el Ghazal, Upper Nile and Equatoria States. The survey was conducted with the aim of measuring key indicators on the populations’ knowledge of malaria, its prevention and cure, attitudes and practice towards its prevention and care seeking behavior. Additionally, the survey was conducted as baseline to the project with the aim of using the findings to put up strategies to increase the use of LLITNs in these regions as well as introduce and strengthen IPT use, improve early/timely diagnosis and treatment as well as strengthen the capacity of the community to take up all the malaria prevention and treatment interventions. The expectation was that through these interventions, malaria morbidity and mortality would reduce substantively. The findings showed; i) Low awareness of the risk of malaria among the pregnant women as one of the key risk groups; ii) Very low awareness of the recommended effective treatment for malaria; iii) Limited accessibility to LLITNs amongst most communities in more than 80% of South Sudan. Iv)Average response in regard to treatment seeking behavior for children under five years.; v) Chloroquine is still considered the most effective treatment for malaria and vi) IPT awareness is fairly high within the locations where NGOs are running malaria interventions.

Key Recommendations from the study includes: i) Scaling up of malaria awareness through effective BCC messages that are culture specific and target all members of the community through malaria campaigns, & use of local radio stations etc; ii) Vigorous promotion of LLITNs, their attributes, use and care practices;  iii) Establish communication programmes to sensitize community on vulnerability of children under five and pregnant women to malaria as the major risk groups; and iv) Improve availability of LLITNs which are locally acceptable in all the states.

4.3.2. Malaria Indictor Survey 
The 2009 SS-MIS was carried out in December 2009 and a few households covered in early January 2010 using a nationally representative sample of 3,000 households.  A total of 2,797 households were successfully interviewed.  All women age 15-49 years in these households were eligible to be individually interviewed and were asked questions about malaria prevention during pregnancy and treatment of childhood fevers. In addition, the survey included testing for anemia and malaria among children age 0-59 months and women who were pregnant at the time of the survey. Using a finger prick (or heel) blood sample, results from anemia and malaria testing were available immediately and for those found to be RDT positive treatment was provided. Thick and thin blood smears were also made in the field and taken to a laboratory at Juba University Teaching Hospital for microscopic malaria testing.

The 2009 SSMIS was designed to provide data to monitor all the key malaria indicators in South Sudan. Specifically, the SSMIS collected information on ownership and use of mosquito bed-nets including insecticide-treated nets, intermittent preventive treatment for pregnant women, timing and type of treatment of childhood fever, and prevalence of malaria parasites and anemia among young children and pregnant women. The findings are as follows
:
1. Mosquito net ownership and use: Overall, 59 percent of households in South Sudan have at least one mosquito net, 53 percent have at least one insect-cide treated mosquito net and 51 percent have at least one LLIN.  On average, 25 percent of households have at least one mosquito net for every two people. Considering all households, only 25 percent of children slept under an ITN while 36 percent of pregnant women slept under an ITN the night preceding the survey. The results further show that nearly all ITNs are LLIN.

2. Intermittent preventive treatment for pregnant women: Women who had a live birth in the two years preceding the survey were asked if they had taken any drugs to prevent getting malaria during that pregnancy and, if yes, which drug. Only 18 percent of women reported that they took SP/Fansidar two or more times during the pregnancy. 

3. Fever and treatment of children: Survey results show that 35 percent of children under five years had a fever in the two weeks preceding and the survey. The prevalence of fever is lowest in the Bahr el Ghazal with 19 percent of the children having suffered from fever and highest in Equatorial region with 52 percent. Advice or treatment from a health facility or provider was sought for 52 percent of children.  Thirty-six percent took some type of anti-malarial drug; however, only 11 percent took anti-malarial drugs on the same or next day after falling sick.

4. Anemia in children and pregnant women: Survey data show that anemia is a public health problem in South Sudan. Almost two thirds (64 percent) of children 0-59 months old are anemic. Twenty-three percent of children are mildly anemic, while another 30 percent are moderately anemic, and 11 percent are severely anemic. The data shows that Anemia is highest among children 12-23 months old and from 24 months and older, the proportion of children with anemia decreases with age.  Considering pregnant women, the results of the 2009 SSMIS show that 46 percent of pregnant women at the time of the survey are anemic; twenty-three percent are mildly anemic 19 percent are moderately anemic and only four percent are severely anemic.

   5. Malaria prevalence: Prevalence of malaria among children aged 0-59 months and pregnant women were measured in the 2009 SSMIS in two ways. In the field, health technicians used the rapid diagnostic blood test (RDT) to determine whether children had malaria using blood from finger or heel prick samples.  In addition, thin and thick smears from each child’s/pregnant woman’s blood were made in the field, dried in dust-free environment, stored in slide boxes and transported to Juba Teaching Hospital for microscopy testing. Using RDT, 25 percent of children 0-59 months tested positive for malaria while 10 percent of pregnant women tested positive. Malaria prevalence was higher in rural areas than in urban areas. The results further show that in both children under five years and pregnant women, prevalence was highest in Equatoria region 48 percent for children and 15 percent for pregnant women.


4.3.3. End of the Malaria Round Two Evaluation
The purpose of the end of term evaluation was to assess, determine and report on GFATM project inputs, processes, accomplishments, lessons learned and to make recommendations to CCM and PR, mainly focusing on outcomes and impact the grant had achieved during its five year implementation.

Some of the key findings of this evaluation are

 The programme achieved ''A significant change in the behavior of communities whereby children under five were fed early and sent to bed under mosquito nets before 7pm daily''. 
 The burden of malaria on the target population has significantly been reduced through the concerted efforts of vector control through the use of the LLITNs, 
The strengthening of health delivery systems to prevent and treat malaria infections and the raising of public awareness of the need to protect pregnant women and children under five from mosquito bites.
6. Challenges, lessons learnt and recommendations
6.1 Challenges
 Implementation Constraints
The implementing agencies including the Principal Recipient had had to relocate their operations headquarters to Juba from Nairobi or Kampala with attendant problems of finding qualified personnel willing to relocate to a situation of political uncertainty.
Implementation of the Malaria programme in Phase I was particularly plagued with several start-up problems that included change over from relief to development mode of operations for many of the organizations; lack of coordinated and collaborative approaches to health care service delivery; the lack of policies and regulatory procedures and consolidation and refurbishment of health facilities as well as development of new ones. Other cross cutting impediments included the lack of financial resources at government level to enable involvement of government institutions, personnel and structures to fully participate in the planning and implementation of the programmes. In addition, the operant environment which is still steeped in traditions and pastoralists culture limits opportunities for full community involvement and participation especially pertaining to decision making for women. The persistent pastoralist traditions of cattle rustling induced a significant degree of insecurity and severely affected the establishment of new health care facilities and functioning of those situated in conflict area. The low literacy level and lack of appropriately trained health cadres also contributed to the slow pace of implementation.

Additionally factors that contributed to high operational costs are; the high cost of transaction involving the use of costly air transport for staff movement and distribution and supply of commodities to the largely inaccessible areas in such a vast country; the high staff costs due to employment of expatriate staff whose salaries are relatively high
. 
Under Performance:
Implementation of the Malaria grant experienced various challenges that led to low performance of some indicators. Number of LLITN distributed is one of the indicators that has underperformed; overall, a total of 1,021,777 LLITNs were distributed under the grant implementation period. The overall achievement for this indicator stood at 47% by end of March 2010. An addition of 26 721 LLITNs were distributed after 31 March 2010 (PSI: 21,721 and World Vision International: 5,000). Distribution of the 26,721 LLITNs brought the total number of LLITNs distributed by the grant to 1,048,498 and the overall achievement for this indicator stood at 48%. The following are main reasons for low performance:

a)  The Round 2 Malaria proposal was written in 2002, and one of the objectives is to distribute LLITNs to  pregnant women and children under the age of five. The Phase 1 target was to distribute 229,921 LLITNs while the cumulative target for five years was to distribute 2,181,912 LLITNs. The five year total budget for procurement and distribution of the LLITNs was US$5,613,504. Based on these figures, the unit cost for procurement and distribution of 2,181,912 LLITNs was therefore US$2.58 and this amount was greatly underestimated. 
b) By the end of the grant, the PR had procured and distributed approximately 1,048,498 LLITNs at an average cost of US$5.35 per LLITN including insurance and freight costs. 

c) Although the grant faced distribution challenges in the early stages of implementation due to the modalities of distributing LLITNs (initially only facility-based through ANC clinics), the PR was able to catch up in the phase II and the No Cost Extension period and all the procured nets were distributed. But the PR could never reach 100% of the target due to the underestimated budget as explained above. 
Proportion/number of facilities providing IPT to pregnant women: the target for this indicator was also not met. This is mainly due to the combined factors of very few health facilities having ANC services and limited number of pregnant women who go for routine ANC checkups. This is a systemic and cultural problem in South Sudan.
Delayed implementation:
 Implementation of phase one of the grant was delayed due to; location of key implementing agencies in Nairobi, poor infrastructure, civil unrest in priority areas and lack of qualified staff and difficulties in retaining project staff at both PR & SR levels. 

Procurement and supply chain management difficulties: 
Complexity related to lack of infrastructure in the country, lack of local suppliers, where all goods had to be procured from abroad, contributed to delay in delivery of the materials and goods to the rural communities and facilities. For example the distribution of LLITNs was delayed until the programme decided to conduct mass distribution as opposed to facility based distribution at ANC sites. Lengthy SRs recruitment process also affected programme implementation and overall delivery.

Insecurity: 
Insecurity, tribal clashes, LRA movement, flooding and other disasters continued to have an effect on implementation in some of the areas, especially those managed by WVI in the Warrap and Western Equatoria. The health facilities in Ezo could not operate appropriately due to the insecurity caused by LRA in this county. Many people were displaced and WVI and other NGOs withdrew from the county because of insecurity. The continued inter-clan and tribal clashes in Warrap State which occurs in the 4 counties where the project was being implemented made many of the health facilities to be closed and people displaced from their homes.
Low capacity of the Sub Recipients
Most the sub recipients in phase one had low capacity to implement the grant. They also had little understanding of the GF requirement on performance based funding.  Thus, the PR spent significant amount of time to build the capacity of the SRs before they could fully get engaged in implementation of the grant. That’s why in phase two, the number of SRs were reduced significantly. Additionally, a number of internal and external factors impacted on the performance of these organizations and constrained programme achievements:

i. Poor socio economic conditions like; absence of road network led to logistical difficulties to transport commodities. Use of air transport for movement of personnel and goods to operation sites made the operations expensive.
ii. Inadequate health system capacity for service delivery due to: absence of basic health infrastructure in many population areas; and inadequate trained health human resources
iii. Inadequate policy and regulatory mechanisms; Inadequate government resource budget support to consolidate services beyond the programme life; absence of monitoring and evaluation capacity at all levels. 
iv. Difficult and unfavorable climatic conditions that restricted access where distribution of nets and supervision and supply of health facilities could not be carried out due to restricted access as a result of flooding,  impassable roads and insecurity.
Continuity of services

Lack of follow-up strategy (Management of malaria at facility levels) is likely to reverse the gains made by the grant. South Sudan successfully applied for funding through a Round 7 malaria grant. The Round 7 Malaria grant is being managed by PSI. The R7 Malaria is focused on community interventions excluding the facility based intervention that was a part of the R2 Malaria. According to recent initial data from end of R2 evaluation, lack of clear interventions for continuation of facility based Malaria intervention as well as the lack of a clear exit strategy for the Programme might create a public health problem, where the population that was getting used to have malaria diagnosed and treated at their local PHCU would have to buy their own drugs from unlicensed drugs stores where quality is not assured. This will bring down the controls that had been established by the Round 2 Malaria programme to reduce development of drug resistance. However, the MoH has committed to provide continued standard anti malaria medication to these facilities.
Programme design: 

The grant proposals including those of SRs were written when there was no baseline data and this has resulted in overstated targets. This has affected the performance ratings of the grant.

Furthermore, the programme design was influenced by the fact that the programme was developed during the time of hostilities between the Government of Sudan and the SPLA. Most of the team members were representatives of organizations that were involved in health care providing activities in South Sudan, managed from their bases in Kenya. The information base from which the programme proposal was developed lacked the basic epidemiologic depth required to develop a responsive and comprehensive programme. The lack of baseline benchmarks made the determination of targets particularly difficult and most of the targets listed were unrealistic as they were either under or overly estimated. Although the design of the Global Fund Round 2 Malaria programme was designed to share resources and support services with other community based programmes such as the IMCI, MCH the exact operational modalities were not adequately developed and the expected synergies were never fully realized. 

6.2 Lessons learnt and recommendations
Given the scale, scope of activities and high targets, the GFATM Round Two Malaria Programme was an extremely ambitious undertaking for any context. The environment of South Sudan, with its levels of human and physical capacities affected by the 20-year war and the specifics of its geo-political situation, posed an extra set of challenges affecting the overall progress of the programme. From the six years of managing the grant, the PR would like to share the lessons and recommendations from the experiences as follows;
1. Capacity Building: 

Although capacities of all the stakeholders have significantly improved over the years, none the less further capacity building efforts at all levels is critical to sustainability of programmes in South Sudan. The critical oversight role of the CCM should be strengthened to enable adequate grant monitoring and support.  Further resources are needed to undertake a population based household survey to provide baseline benchmarks for programme and planning proposes. Future proposals should establish baseline benchmarks to guide the selection of appropriate and realistic performance indicators. Although it was not a component of the Round 2 Malaria, the PR was able to provide technical support to the National Malaria Control Directorate with the conduct of the MIS. However, It is clear that further support is needed to enable the Malaria Control Directorate to provide technical support and supervision especially with regard to monitoring and evaluation, staff training and disease surveillance. Furthermore, the MOH capacity should be developed to assume the role of PR for all health programmes in the future. The programme should support the activities related to strengthening of national systems to effectively manage the programme and eventually take over from international NGOs.  

2. Continuation and sustainability of services:

Despite of lack of exit strategy of Malaria R2 by GOSS, efforts were done by partners with regards to Round 2 Malaria, phase-out strategy, and filling the gaps; the discussions between counterparts and partners (MOH/GOSS-Malaria control programme, UNDP and PSI) were held in order to link Round 2 Malaria activities with Round 7Malaria activities, since the Round 7 Grant was already awarded to PSI as the PR. The following are interventions being used to sustain the Round 2 Malaria activities:

a. It is agreed between MOH/GOSS, UNDP and PSI that PSI will manage the UNITAID ACT Initiative activities in integration with Round 7 Malaria activities. 

b. PSI recruit SRs from R2 malaria to implement Round 7  malaria, including  UNITAID ACT Initiative and MOH MDTF anti-malaria drugs programme which covers the whole of South Sudan for more than one year .
c. AAA and WVI are not SRs for Round 7 Malaria programme and anyhow they have agreed not to pull-out after completion of Round 2 Grant contract and to continue services provision within their catchment areas and facilities using resources from other sources. Meantime PSI support then, from UNITAID ACT Initiative and MOH MDTF ACT programme.  

d.  Round 2 Malaria stocks of anti-malaria drugs, Malaria kits, laboratory consumable kits and Microscopes, were given to SRs to assist for some times after March 2010. 

e.  MOH/GOSS through USAID and MDTF had procured huge amount of anti-malaria drugs which can cover the need of whole south Sudan including Global fund catchment areas. 

f. The MOH/GOSS and all SRs are well informed and aware of sustainability. 
g. Assets from R2 Malaria grants used by its SRs, will be transferred to them to continue use to support similar activities.
3. Procurement: Advanced Procurement and Planning for Commodity Supply Pipeline;  Experience shows that signing one procurement order on an annual basis versus multiple orders can significantly improve programme efficiency and decrease time for waiting and clearing the commodities and drugs. For example, PSI/Sudan was able to loan the outstanding quantities of LLITNs to UNDP having procured them for GFATM Round 7 in this manner. 
4. Robust M&E System: Defining the indicators and developing a standard data including unambiguous descriptions of the required supporting documents should be an integral part of the programme planning from the onset. When done in a participatory manner, these processes will contribute to productive relationships between the primary recipients and the sub-recipients. Combined with trainings and workshops implemented in year one, such efforts would have resulted in the improved programme quality and consistency of reporting. 
5.  Creating an Environment for Productive Learning between Sub-recipients: Overall grant performance could have been improved with the inclusion of quarterly meetings of sub-recipients from the onset of the grant. This facility would allow for exchanges of experiences and joint discussions of programmatic challenges conducted regularly. Increased supervision and monitoring, and regular feedback to SRs is necessary for improved performance 
6. Coordination: For easy coordination of Malaria activities, Malaria Directorate of MOH needs to ensure that SMoH and the stakeholders have adequate capacity both materials and human to monitor and supervise malaria control activities at state level.
7. Complementarities of programmes: Indicators and targets which rely on complementary services for delivery require sufficient financing to ensure that those services are available. For example the indicator for numbers of women receiving IPT is dependent on having ANC services available. Unfortunately the indicator was not sufficiently resourced to allow ANC services to be established if they did not already exist. This made it very difficult to reach the targets for provision of IPT to pregnant women. Future applications for Global Fund Rounds need to look very carefully at what the barriers are to provision of particular services and ensure that the interventions are targeted to address the specific barriers. Preliminary gap analysis suggests that there are sufficient pharmaceutical supplies to deliver IPT but insufficient service delivery points. Future Global Fund Rounds must therefore focus on increasing service delivery points while reassessing to ensure that pharmaceutical supplies remain sufficient.

7. Grant close out
The United Development Programme (UNDP) South Sudan implemented the Malaria Round Two grant (SUD -202 -G01-M-00) for five year (from 2004 to Sept 30th 2009). The grant received a no cost extension of one year term; the grant was therefore formally closed on 30th September 2010.  Various SR implemented the grant during phase I and in Phase II. In Phase II, the following were key SR; the Population Services International (PSI), Malaria Consortium (MC) and World Vision International (WVI), National Malaria Control programme (NMCP) and Arkangelo Ali Association (AAA).
As part of grant close out, a budget and work plan (COP) was prepared and this was approved by the GFATM secretariat in Mid August 2010. Among the key activities approved for closeout of the grant included: physical verification of the grant assets and transfer of the same to the approved entities, annual audit of the SRs, end of grant evaluation, payment of PR liabilities, archiving of grant documents and preparation of final grant reports. The following is the summary of implementation of the grant close out plan. 
7.1 Physical verification of the grant assets: 
The PR conducted the physical verification of the assets in July 2010. The findings from the exercise show that, most of the assets were still in usable condition, while little percentage had been spoiled and obsolete. Following the close up of the grants in March 2010, teams of PMU staff comprised of the M&E, Finance, Admin, Programme  and Procurement officers were organized to travel to the project sites to ascertain presence at the intended and need project locations, uses as per project agreement and the working status of the assets. The activity was also intended to ascertain alignment of the asset inventory list at the PR and the SR levels, to bring out and address the discrepancies. 
7.2 Transfer of the grant assets
7.2.1 Transfer of non cash assets 

i. Project assets, in good usable condition: 
 Most of the assets were in good functional conditions.  These assets were transferred to the approved entities as shown in table 6. 

Table 6; new entities of the Malaria Round two grant

	SNO
	Name of Entity
	Type of custodianship
	Reporting to

	1.
	CCM –SS
	Permanent
	TGF

	2.
	UNDP – PR
	Temporary – under R7 TB
	CCM-SS &TGF

	3.
	AAA
	Temporary – under R7TB
	CCM-SS

	4.
	MC
	Temporary
	CCM-SS

	5
	PSI
	Temporary – under R7 Malaria
	CCM-SS & TGF

	6.
	WVI
	Temporary
	CCM-SS

	7
	MOH
	Permanent
	CCM-SS


ii. Obsolete assets: 

Assets with an average value of USD $47,932.04 were found to have been depreciated and in absolute state, two of them had been stolen and cases reported according to the UNDP procurement policies (a Yamaha motorcycles ($6300) and a Thoraya phone ($ 750). Most of the assets in absolute condition include 97 bicycles used by the village health mobilizers. For purpose of grant closure, UNDP procedures were followed to write off the obsolete assets. Annex 1 contains details of the obsolete assets.
iii. Discrepancies:
Lessons learnt from physical verification of the grant assets
i. Physical verification of assets should be an integral part of project monitoring and should be carried out regularly. This will help to ensure adherence to use policy and consistency of records at SR and PR levels.

ii. At the central level, the PR should ensure that the asset focal person update the asset inventories for PR as well as for the SRs every time new assets are procured and issued or transferred to SR and or new entities. Additionally, the needs to ensure completeness of records in the assets inventory at PR and SR levels cannot be over emphasized.

7.2.2 Transfer of health products and equipment:

By end of March 2010, few health products were remaining at SR and PR warehouse in Juba. In the warehouse, there were Malaria test kits that expired in June 2010. These items will be destroyed when an incinerator is installed in the Juba warehouse. The PR has consulted the MOH on protocol to be followed to destroy the kits. To date the MOH is not yet able to give direction, as the medical waste disposal guideline is yet to be developed. Partners are being mobilized to support MOH in revamping the procurement and PSM functions of the MOH at GoSS and State levels.  With approval of the CCM_SS other remaining Malaria health items were donated to approved SRs as follows: 
Table 7:  Donation of Malaria Round Two health Items

	Health Item
	Amount donated per SR
	Remaining in Juba warehouse

	
	WVI
	AAA
	COSV
	

	Malaria lab equipment
	2
	3
	4 cartons
	0

	Malaria lab consumable kit
	6
	12
	6
	0

	Artesunate + Amodiaquine
	0
	0
	32 doses
	0

	Quinine Di-hydrochloride injections
	0
	1650
	210 vials
	0

	ITNs
	5000

	0
	0
	0


7.3 Audit of SRs and payment of final liabilities
All the sub-recipients implementing the round 2 phase II of Malaria grant were audited for the period 1 January 2009 to 31 March 2010. The UNDP contracted independent auditors (Ernest and Young) for the activity. The activity commenced at the end of April to end of May 2010. Final audit report was shared with SR, LFA, TGF and the CCM. The SRs were also asked to respond to the findings and take corrective measures where found necessary. All in all there were no major audit issues from the SR annual audit.

Following audit of the SRs to confirm project expenditure and cash balances, as well as  receiving final disbursement from the GFATM, the PR was able to make the final payments of  liabilities to SRs by end September 2010, as follows:
Table 8 : final payments of liabilities to SRs
	SR
	Amount

	PSI
	USD 170,820.00

	MC
	USD 102,891.00

	WVI
	USD 100,444.75      

	Total
	USD 374,155.75


  7.4 Grant document retention and archiving 

Principal Recipient has archived all important programme documents from the round two Malaria grant. The programmatic records will be kept as per the standard UNDP record management policy; programmatic as well as financial records will be kept intact for seven years at UNDP South Sudan Country office. Electronic backup of key documents as well hard copies will be kept for future reference; project proposal, final reports, signed project document and revisions, final project budget  and evaluation reports.
8.  Conclusion 
Malaria round two grant approach to implementation tried to ensure that MoH capacity was built alongside supporting service delivery. This meant that the MoH and CHD are better able to continue service delivery after project completion. However, the MOH and CHD still very much looks to GF to continue providing support to malaria control in the country. The PR and partners will continue to support implementation of the Global Fund Round 7 Malaria programming to ensure continued malaria case management capacity.  The PR will continue to work to strengthen MoH capacity at all levels to try to ensure that the MoH is well positioned to take on service delivery as soon as feasible.
All in all, the Global Fund Round 2 project achieved some significant milestones by contributing to the experience base for carrying out effective and efficient campaign style LLIN distributions. Despite procurement delays the project contributed significantly to improving malaria case management through improved quality of care and availability of pharmaceutical supplies. Going forward future proposal writing teams for Global Fund must be conscious of the costs of working in South Sudan and the challenges of implementation in this context. Costs and targets need to be carefully aligned to ensure that targets are realistic and costed for the South Sudan context. This should become increasingly feasible as better and better baseline information becomes available through continued surveywork.
9. Annex
Annex 1: List of obsolete and spoiled assets
	
	
	
	
	
	
	
	
	
	
	
	

	Grant Disease
	List of Non Cash Assets- Obsolete, to write off

	
	SUD-202-G01-M-00

	Entity
	Acquisition Date/asset number
	Description
	Category
	Status
	Location
	Sub-location (user)
	Quantity
	Remaining Useful Life 
	Amount in USD
	Estimated Liquidation Value (USD)
	Findings  and recommendations from physical verification 

	UNDP GF-PMU 
	16/06/2008
	Motor cycles  -Yamaha DT175cc/DG1X-022954/3TS-1039916
	Motor cycles- UNDP 068SS
	stolen
	Juba
	Juba
	1
	3
	$6,300.00
	$6,300.00
	Stolen- UNDP policies on the same followed.

	UNDP GF-PMU 
	10/09/2008
	Visitor chair
	Chair
	Broken
	Juba
	M&E
	1
	6
	$52.00
	$52.00
	Broken - write off

	Euro health/UNDP PMU
	13/09/2006
	DELL D620 Laptop Computer
	Laptop
	spoiled
	Juba
	Head of Mission Office
	1
	0.4
	$2,617.69
	$2,617.69
	Obsolete - write off

	Euro health/UNDP PMU
	13/09/2006
	DELL D620 Laptop Computer
	Laptop
	spoiled
	Loki
	Field Med Officer
	1
	0.4
	$2,617.69
	$2,617.69
	Obsolete - write off

	Euro health/UNDP PMU
	13/09/2006
	Dell Latitude Laptops D620 Carry case 
	Laptop
	spoiled
	Juba
	_
	1
	0.4
	$2,617.69
	$2,617.69
	Obsolete - write off

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	Obsolete - write off

	Euro health/UNDP PMU
	20/01/2005
	Desktop Computer and Accessories
	Desktop
	spoiled
	Loki
	Reception
	1
	0
	$1,734.00
	$1,734.00
	Obsolete - write off

	Euro health/UNDP PMU
	20/01/2005
	Desktop Computer and Accessories
	Desktop
	spoiled
	Loki
	Log Admin
	1
	0
	$1,734.00
	$1,734.00
	Obsolete - write off

	Euro health/UNDP PMU
	20/01/2005
	Desktop Computer and Accessories
	Desktop
	spoiled
	Loki
	Admin Assistant
	1
	0
	$1,734.00
	$1,734.00
	Obsolete - write off

	Euro health/UNDP PMU
	26/06/2008
	DELL D630 Laptop Computer
	Laptop
	spoiled
	Juba
	Medical Coordinator
	1
	1
	$1,480.00
	$1,480.00
	Obsolete - write off

	Euro health/UNDP PMU
	26/06/2008
	Dell Latitude Laptops D630 Carry case 
	Laptop
	spoiled
	Juba
	_
	1
	1
	$1,480.00
	$1,480.00
	Obsolete - write off

	Euro health/UNDP PMU
	26/06/2008
	Dell Latitude Laptops D630 Carry case 
	Laptop
	spoiled
	Juba
	_
	1
	1
	$1,480.00
	$1,480.00
	Obsolete - write off

	Euro health/UNDP PMU
	13/09/2006
	Desktop Computer and Accessories
	Desktop
	spoiled
	Loki
	Logistics
	1
	0
	$1,171.88
	$1,171.88
	Obsolete - write off

	Euro health/UNDP PMU
	13/09/2006
	Desktop Computer and Accessories
	Desktop
	spoiled
	Loki
	Admin Assistant - Loki
	1
	0
	$1,171.88
	$1,171.88
	Obsolete - write off

	PSI
	data not available
	D-link Wireless Adapter
	D-Link (2 pirces)
	spoiled
	Juba
	Juba
	2
	_
	$696.86
	$696.86
	Obsolete - write off

	World Vision
	28/07/2008
	SG 2520 Thuraya satellite phone, serial ID IME: 35601300-642969-3
	electronic
	stolen
	Ezo
	Ezo
	 
	 
	$750.00
	$750.00
	Obsolete - write off

	World Vision
	14/06/2005
	HF Base Radio NGT VR
	HF radio
	Non functional
	Lokichoggio
	Sammy Akadeli
	1
	0
	$3,900.00
	$3,900.00
	Obsolete - write off

	World Vision
	05/05/2005
	Raleigh bicycle
	Bicycles (20)
	Highly depreciated
	Luonyaker
	Luonyaker
	20
	0.5
	$137.97
	$2,759.40
	Obsolete - write off

	World Vision
	19/03/2008
	Bicycles  (15)
	Bicycle
	Highly depreciated
	Panyikang
	Panyikang
	15
	0yrs
	$2,069.55
	$2,069.55
	Obsolete - write off

	World Vision
	19/03/2008
	Bicycles (15)
	Bicycle
	Highly depreciated
	Tonj North
	Tonj North
	15
	0yrs
	$2,069.55
	$2,069.55
	

	World Vision
	19/03/2008
	Bicycles (17)
	Bicycle
	Highly depreciated
	Tonj South
	Tonj South
	17
	0yrs
	$2,345.49
	$2,345.49
	

	World Vision
	19/03/2008
	Bicycles (15)
	Bicycle
	Highly depreciated
	Gogrial East
	Gogrial East
	15
	0yrs
	$2,069.55
	$2,069.55
	

	World Vision
	19/03/2008
	Bicycles (15)
	Bicycle
	Highly depreciated
	Gogrial west
	Gogrial west
	15
	0yrs
	$2,069.55
	$2,069.55
	

	World Vision
	28/07/2008
	Thuraya satellite phone, serial IME: 35601300 -6446338-2
	Phone
	grounded
	Tambura
	Tambura
	0
	0
	$750.00
	$750.00
	Obsolete - write off

	
	
	
	
	
	
	
	Total value
	
	
	$45,670.77
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	Note:
	
	
	
	
	
	
	

	
	a) There is no depreciation policy applied by UNDP.  Therefore all assets are handed over at acquisition price.
	
	
	
	


ANNEX II- Expenditure Breakdown by Cost Category 
	 
	Cost Category
	US$

	1
	Human Resources
	6,638,727.51 

	2
	Technical Assistance
	320,478.49 

	3
	Training
	939,796.47 

	4
	Health Products and Health Equipment
	6,184,850.37 

	5
	Medicines and Pharmaceutical Products
	1,942,453.55 

	6
	Procurement and Supply Management Costs
	999,061.53 

	7
	Infrastructure and Other Equipment
	1,720,066.25 

	8
	Communication Materials
	57,103.79 

	9
	Monitoring and Evaluation
	229,637.76 

	10
	Living Support to Clients/Target Population
	0.00 

	11
	Planning and Administration
	2,763,971.53 

	12
	Overheads
	3,313,698.56 

	13
	Other
	0.00 

	 
	Total
	25,109,845.81 

	
	
	

	
	
	


Annex III – Expenditure Breakdown by Implementing Agent
	 
	Implementing Entity
	US$

	1
	UNDP
	11,085,254.28 

	2
	AAA
	402,276.97 

	3
	World Vision
	3,743,618.82 

	4
	Malaria Consortium 
	1,447,735.00 

	5
	World Relief Services
	933,417.99 

	6
	International Rescue Committee
	337,153.00 

	7
	ADRA
	907,516.00 

	8
	Ministry of Health 
	11,880.00 

	9
	Diocese of Rumbek
	126,898.00 

	10
	Oxfam GB
	289,729.00 

	11
	PSI
	1,676,726.75 

	12
	Euro Health
	0.00 

	13
	PSF
	4,147,640.00 

	 
	Total
	25,109,845.81 
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Key programme achievements: Decreased numbers of severe malaria: 


Reduced numbers of malaria infection by use of LLITNs (1,048,498 pieces of LLITN distributed).


Reduced number of cases of severe malaria (31,558 cases of complicated malaria treated).


Improved capacity of health workers to diagnose and treat malaria competently (A total of 11,150 Health workers trained on various aspects of Malaria control & treatment.


Provided anti malaria drugs supplies (80% of health facilities were always fully stocked).


Created a high level of community awareness by involvement of community leaders in the education process (4,229 TBA, midwives, MCHWs, CHWs were trained on BCC to promote early care seeking from appropriate provider.


Contributed to reduction of anti malarial drug wastage by treating only confirmed cases (84% of all cases were treated as per WHO guideline)


Established a standard HIMS for data collection from all service delivery points.


Increased population awareness on the prevention and management of malaria through the use of insecticide impregnated mosquito nets (LLITNs), seeking of early treatment and protection of pregnant women by taking IPTs (80% of target facilities provided IPT to 97,088 (53%) of targeted pregnant women).








Project profile:


Name of project: ‘Community-Based Malaria Management and Control Project’


Implementation period: Phase II – October 2007 – December 2009


Project Budget: USD 1,499,245


Geographical Coverage:


Warrap State: Tonj North County, Gogrial East County, Gogrial West County, Tonj South County


Upper Nile State: Panyikang County


Western Equatoria State: Ezo County








A success story from WVI Malaria project:


A health worker from a WVI site reported that access to newly adopted ACT has really made an impact in the management of malaria. “It is our prayer that the co-formulated Artisunate-Amodiaquine is made available in order to increase treatment compliance’’ said the health worker.


The health workers further stated that ‘’the Mass distribution of LLITNs in Gogrial East and Panyikang, has enormously contributed to the reduction of malaria cases’’





Project Profile:


Name of Sub Recipient: Population Services International (PSI), Sudan


Project title: To reduce the burden of malaria in the areas of operation 


Areas of focus: Malaria Prevention and Treatment


Implementation period: June 2008 – December 2009 


Global Fund Grant Amount: $1,400,765


Country and/location of the program activities funded by the grant:  Yei, Morobo, Lainya Counties in Central Equatoria, Mundri West and Tambura Counties in Western Equatoria 








Caption:  Typical rainy season road in South Sudan





The project profile


Project area: Yirol West County in Lakes State


Project title: Malaria control programme


Implementation period: 1st October 2004 to 31st March 2010


Project budget: $ 427,736 was AAA an SR since P1 Is this the total budget for 5yrs?








The project profile


Project location:  


Northern Bar El Ghazel State, Aweil North, West and Centre Counties


Project title: Comprehensive Control of Malaria in Northern Bar El Ghazel state


Implementation period: December 2007 to March 2010


Budget: $1,447,734








Summary Findings; KAP Survey:


Knowledge:


67% had knowledge on how one could catch malaria; that it is caused by mosquito bites.


41% of the respondents knew that they were in possession of Insecticide treated nets.


More than 50% of the respondents were aware that mosquito nets could scare, repel and kill mosquitoes.


64% saw mosquito nets as a way to protect those who slept daily under them from malaria.


Between 43% and 47% did not know whether ITN could cause harm to children if they chewed on it, could cause skin allergies and could affect a pregnancy if an expectant woman slept under it. 


Attitude: 


Only 24% of the respondents considered ITNs uncomfortable to sleep under. 


85% of respondents were willing to buy nets from their local market 





Practice:


55% of the children under 5 years slept under mosquito nets the night before the survey was conducted in all households with mosquito nets and children under 5 years. 


61% of pregnant women in households surveyed slept under ITNs (LLITNs) the night before the survey


78% of the respondents have a least heard of mosquito nets


72% of the 374 caregivers had mosquito nets in their households.





Health care seeking behavior:


91% said that malaria was a major health problem in the community. 


86% of the children who had malaria the caregivers sought treatment.





The following are key points from the approved COP with regards to the assets transfer:





PSI, MC, UNDP -GF PMU, WVI, AAA, and MOH are the approved primary beneficiary and entities to receive and continue use of the assets. 


  


The CCM-SS is permanent custodian of the assets, and has the core responsibility over the assets. The primary beneficiaries will have to report to the CCM –SS on use, loss or theft of the assets. 





The assets will continue to be managed according to UNDP and the GF policies and regulations on asset management.





Incase assets are transferred to SR of other GF grants, closeout plan for these grants will need to account for the transfers.














� The strategy was revised in the course of implementation from distribution through ANC to mass distribution to realign with national mosquito net distribution strategy. 


� The MI final report is yet to be approved by the GoSS. However, the process is under way.


� Compared to regional countries such as Eritrea Ethiopia Kenya and Uganda


� 5000 pieces of bed nets were at WVI site in Lunyaker.  The bed nets were distributed to local communities and pregnant women visiting the health clinic at Lunyaker during the Malaria outbreak season (March -June) in the region. The SR reported and accounted for the bed nets by the end of project report.
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