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Executive Summary 

In the global ambition of “leaving no one behind”, measured through sustainable development goals 

(SDGs), Somalia has a lot to achieve. The current situation of the country particularly in SDG 3 of 

“Ensuring healthy lives and promoting wellbeing for all at all ages” is grim. A ranking of 188 countries, 

based on 37 health indicators in SDGs, placed Somalia among the bottom three countries. Although 

there are indication of progresses made in health sector of the country in recent years, which are often 

not captured in such global ranking due to lack of nationally representative data, the country has a long 

way to go for achieving the SDG on health. Lasting for over two decades, Somalia is one of the world’s 

longest running humanitarian crises. The combination of conflict, insecurity, mass displacement, 

recurrent droughts, flooding and extreme poverty, coupled with very low basic social services coverage, 

has seriously affected food security and significantly increased the population’s vulnerability to disease 

and malnutrition. The health system remains weak, poorly resourced and inequitably distributed. In 

addition to long distance to health facilities, lack of drugs and equipment and inadequate (qualified) 

personnel have been cited in various studies as major barriers to access health services.  

The government and development partners have consequently been prioritizing health sector 

development. With the ambitions of providing essential healthcare to the population in 10 districts and 

assisting the government in building a stronger and more sustainable health system, the Swedish 

International Development Cooperation Agency (SIDA) and Swiss Agency for Development and 

Cooperation (SDC) have collaborated with the Government of Somalia and Save the Children (SC) and 

Médecins du Monde (MDM). The Community Health and Social Accountability in Somalia Programme 

(CHASP) is a 3-year project to be implemented from 2017 to 2019.  

With the overall objective of documenting the current health system and healthcare situation in the 

targeted districts, this baseline report has conducted a thorough literature review, and primarily data 

collection from target beneficiaries, service providers and various other stakeholders. Different sources 

of data provide information on the following specific objectives of this baseline study -  

1. Highlight available evidence on health status in Somalia with a focus on health system 

development.  

2. Measure the health status and health seeking behavior in targeted districts in Bari, Galgadud and 

Lower Juba regions. 

3. Document the status of healthcare provision in relation to staffing, supplies, infrastructure, 

service delivery, information management in existing health facilities in the targeted locations. 

4. Understand the role of community health worker (CHW) and their challenges. 

5. Document the perceptions and priorities of key stakeholders in health system development in 

Somalia. 

This report is written in five parts to address these objectives. Section one discusses the process and 

findings from the literature review. Section two gives the details of various primary data collection 

methods and tools adopted for this baseline study. The quantitative component employed a cross-

sectional study design at the household level. In addition, focus group was conducted to complement the 

household survey on the community health service utilization and health care seeking behaviour.  To 

understand the health distribution and situation in relation to staffing, supplies, infrastructure, service 

delivery, information management in targeted sites we conducted a heath facility assessment where 

observation methods were applied. We identified CHW’s in target sites and collected data from them 
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to understand the challenges they face in expanding the reach of primary healthcare. We documented 

the perceptions of key stakeholder in health system in Somalia and how their role align/compliment with 

the project through qualitative interviews. Findings from these multiple data sources are presented in 

section three, which follow the sequence of objectives specified earlier- starting with health situation 

and care seeking behaviour from household survey and ending with findings from stakeholder 

consultations. Section four discusses on the gender component of the study. Section five concludes this 

report with a few recommendations for the project on both implementation and learning fronts.  

The key findings from baseline research; 

 Primary health unit in Somalia is widely distributed in Somalia but it has a minimal services 

availability and readiness. 

 Distance and security when going to seek health care at a health facility is one of the barriers 

that  contribute to different health seeking behaviour 

 Majority of the community health workers at both community level and health facility level are 

male 

 A third of the community health workers in Somalia are working as volunteers with no salary or 

stipends. 

 More than 90% of community health care workers had an experience of less than 3 years 

 Majority (75%) of the mothers of child bearing age were not educated 

 More than 40% of the mothers did not breast feed their young one during the first three days of 

life. 

 Women of child bearing age who were educated and had access of information had higher 

vaccination rates compared to none educated and no access group. 

 High uptake of the vaccine in children was observed in rural health facilities compared to urban 

health facilities. However, generally, vaccination uptake was low (for example 47% in measles among 

others) among children > 2 years of age. 

 For those vaccines that is recommended to have follow up, the drop out was very high (14%) on 

the subsequent vaccines. 

 More than one third of the population seek heath care in private facilities even though cost was 

one of the reported barriers on the health seeking behaviours. 

 A quarter of the population in urban areas seek health services from traditional healers with 

reason that the public facilities do not have experienced staff 

 Family planning uptake was very low (7%); common method of modern family planning was pills 

while Lactational Amenorrhea Method (LAM) was the most common non- modern method. 

 Some of the challenges the community mentioned that contributed to low family planning 

uptake was; lack of knowledge on FP, lack of media communication on FP and FP not culturally accepted, 

thus need some privacy on receiving them 



 

iv 
  

 The community feel like  it will cordial to hear the FP message from community influencers i.e. 

TBA, religious leaders to improve acceptance and uptake 

Way forward/suggestions 

 Given the massive gaps between the actual and desired status of health outcomes, the project 

needs to focus more on community level interventions. Various studies in similar contexts show 

that community level approaches, such as integrated community case management (iCCM) by 

family health worker (FHW) or newborn care by trained birth attendant, are cost-effective and 

can bring more immediate impacts on child health outcomes. However, the project seems to 

have stronger focus on strengthening facility and health systems relative to its focus on 

community health worker or traditional birth attendants. Therefore, we strongly suggest 

reallocation of resource to strengthen the community components. Another finding that 

corroborate the need for strengthening community component is – distance to health centre 

and transport cost is identified as a major barrier to accessing health services.  

 We find big regional variation in immunization coverage where the districts in Puntland have 

higher coverage than those in Afmadwo and Adado. We, therefore, suggest strengthening 

demand creation for immunization in the districts of Afmadow and Adado. This can be done by 

ensuring immunization services are available at primary health unit (PHU) level. We find that the 

immunization rate in Kismayo (67%) is higher than the overall project average (57%). Aside from 

districts in Bari region, Among the districts assessed, It is also noted that Kismayo is the only 

district where PHUs provide immunization service in Lower Juba regions. This suggests 

possibility of increasing immunization coverage through PHUs in Adado and Afmadow. Another 

important aspect we observe is high dropout rates in immunization after the first doze. The 

project should consider child specific follow-up for reducing dropout, which is more manageable 

to implement at PHU level.  

 We find a remarkable increase in unmet family planning need (63%) in the project districts 

compared to MICS 2011 survey (11%). Although there is also an increase in family planning 

uptake during the period (from 2.6% to 7%), the high rate of unmet need suggest need for more 

immediate actions. We suggest two specific actions that can be considered by the project. First, 

including modern FP services at PHU level. Similar to immunization rates, we find that Bargal is 

the only district where a few of the PHUs provide FP services and the FP rate is also the highest 

(14%) among the nine districts. Secondly, despite various advantages of condom as FP method 

(such as preventing STIs), none of the facilities are able to provide this due to restrictions 

instigated by the Ministry of Religious Affairs. Based on our discussion with key stakeholders, the 

restriction of importing condom has been put in place due to religious interpretations of this 

method. We strongly suggest working with the Ministry of Religious Affairs and the Ministry of 

Finance to lift this restriction on condom usage in the country.  

 We find that a good portion of the patients are relying on services from untrained care 

providers (such as traditional healers or home remedies suggested by family and friends). This is 

more common in relatively more rural districts (Alula, Armo, Ufayn and Bargal). Since distance 

to health facility is primary constraint for rural sites, FHW work on prevention and treatment of 

diarrhoeal diseases can be emphasized in these districts. On the other hand, patients in Busaso 

and Kismayo, with relatively more dense urban and IDP populations, are more likely to visit 

private facilities. We suggest that the two districts can consider linking with the private facilities 

for strengthening referral mechanism for those who are less able to afford the private care 
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and/or introduce partial cost recovery at the public facilities. Drug stores in these two districts 

can also be used in referral system by the project.  

 The health system management in Somalia has the well-known complexities of the coordination 

between state and the federal level of the Ministry of Health. Since most of the decisions are 

made in decentralized manner at state level, the project needs to work more at that level. The 

project has an additional complexity of covering region vs. specific districts in a region. We 

suggest clarifying the decisions that are to be taken at the state and federal levels. 

 Finally, for the smooth project implementation, there is need for a technical working group 

(TWG) that includes a smaller group comprised of representative from project management, 

technical advisor and monitoring team. One of the areas of work for this TWG will be 

taking/proposing decisions on “adaptive programming” to the steering committee.  

 

Strength of the study: 

 The baseline survey had various study design incorporated to answer the broad questions on 

the health system in Somalia. 

 There are a number of innovative research that have been conducted or are currently going on 

in Somalia but there is no evidence or documentation of the process and the impact they have. Hence 

the literature comes handy with such information. 

 Where applicable, it was advantageous to take gender into account mostly when it comes to 

group discussion and that led to rich data and finding that is included in the report 

 This literature review have gone a stretch further to include program reports that is not 

published yet as a grey material. 

 The baseline result have posed more questions than answers that led to potential research 

questions 

 The document have given a light on what is the potential gap and opportunity for further 

research. 

Limitations: 

 The document is not in a position to address any recommendations at this point.  

Recommended/suggested research priority area by stakeholders: 

1. Private vs. public providers 

What are the difference between private and public providers in providing quality health 

care? 

2. Quality of medicine 

What is the quality of drug at the different stages of the supply chain? 

3. Strengthening community health worker system for primary healthcare 

a. How does the gender of CHW matter for access and usage of their services? 

b. What social entrepreneurship model could be feasible for CHWs? 
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Part 1. Literature review  

Health is a fundamental human right and healthcare systems of any country should create equitable 

access to care for all citizens. However, due to over two decades of conflict, Somalia has been 

lagging behind the rest of the world in improving health services especially to children, leading to 

poor health condition. For example, there has been extensive progress globally in reducing under-5 

mortality from 12.6 million deaths in 1990 to 5.6 million in 2016.1 The reduction stands true for 

both neonatal and under five mortality (Figure 1). However, the inequities persist among and within 

countries.  

Figure 1: Decline in neonatal and child mortality, 1996-2016 

 

Source: levels and Trends in Child Mortality 20151 

In Somalia, the under-five mortality rate is estimated to be 133 deaths per 1000 live births in 2016, 

infant mortality rate is 109 deaths per 1000 live births and the neonatal mortality rate is 45 deaths 

per 1000 live births.  

  

 

                                                           

1 United Nations Children’s Fund (UNICEF). Levels and Trends in Child Mortality 2015. 

https://www.unicef.org/publications/files/Child_Mortality_Report_2015_Web_9_Sept_15.pdf  

 

 

https://www.unicef.org/publications/files/Child_Mortality_Report_2015_Web_9_Sept_15.pdf
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Figure 2: Decline in neonatal and child mortality, 1996-2016 in Somalia 

 

Source: UNICEF, Situation Analysis of Children in Somalia 201622 

In 2015, the leading causes of neonatal deaths in Somalia were preterm birth complications, 

intrapartum related events, infectious agents such as sepsis, meningitis, tetanus, and pneumonia.1 

Poor hygiene and sanitation, and high rate of malnutrition among children contribute to high child 

mortality and morbidity in the country. In addition, every two hours a Somali woman loses her life 

due to pregnancy-related complications, which is far higher than the number of deaths due to 

conflict.2 As of May 2017, an estimated 739,000 people have been displaced in two years due to 

protracted drought.3 Among the 739,000 drought induced displacements, more than 480,000 

individuals, which is about two-thirds, are below the age of 18.3 Of the 480,000 minors displaced, 

more than 195,000 or 25%, are below the age of 5.3 Since the country is faced by political instability 

for decades, the displaced people have encountered many challenges, including lack of basic 

services, inconsistent delivery of basic services, poor living condition, and limited livelihood as a 

result of gaps in development programming.4 

With the government capacity gradually improving, attention is being given to transitioning the 

chronic/post-conflict health system from one that focuses on responding to emergencies to 

                                                           

2 UNICEF and WHO. Count down to 2015. A Decade of Tracking Progress for Maternal, Newborn 

and Child Survival. The 2015 Report. http://countdown2030.org/      
3 UNHCR, PRMN Drought Displacements 

https://reliefweb.int/sites/reliefweb.int/files/resources/57361.pdf 
4 FSNAU. Food Security and Nutrition Analysis Unit – Somalia. Quarterly report. 2017. 

www.FSNAU-Quarterly-Brief-June-2017.pdf (accessed Sept 2017) 

http://countdown2030.org/
https://reliefweb.int/sites/reliefweb.int/files/resources/57361.pdf
http://www.fsnau-quarterly-brief-june-2017.pdf/
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responding to peoples’ everyday health needs.5 The health system support is provided through a 

two-pronged approach – a) the multi-year consolidated appeals process (CAP) or the humanitarian 

response plan (HRP) and b) essential package of health services (EPHS).6 The 2018 humanitarian 

response plan, as developed by the Somalia humanitarian country team (HCT), has committed 

toward achieving four key objectives: providing lifesaving assistance, reducing acute malnutrition, 

strengthening protection services to vulnerable communities, and reinforcing resilience.3;5 EPHS, on 

the other hand, aims at improving access to acceptable, affordable and equitable health services [5].6 

These developmental health processes predict the scaling up of government leadership, 

management and service delivery capacity in health sector while sustaining health partners’ support. 

1.1 Scope and Purpose of the Literature Review 

The Somalian health system remains weak, poorly resourced and inequitably distributed. To 

understand the health system and its challenges in Somalia, we conducted an evidence review of 

relevant literature on health and nutrition in Somalia. This literature review seeks to document 

existing literature on the health system in Somalia and identify the areas with major gaps. Thus, the 

principal aim of this review is to collate available evidence on health status with specific focus on 

strengths and shortcomings of health seeking behaviour and care services available for Somali 

population. The literature review provides an up-to-date situation on health and healthcare in 

Somalia. In addition, the review seeks to provide a better understanding of health care utilization 

trends in differing regions, identify common barriers in health service procurement, and current 

practices and tools used to address health inequalities. This is anticipated to provide strategic 

priorities for knowledge generation through Community Health and Social Accountability Project 

(CHSAP). In conjunction with CHSAP, Save the Children will explore innovative solutions to 

current health issues by conducting pilot research based on perceived and actual needs as 

evidenced by mixed-methods primary data collection.  

1.2 Methods of literature review  

An extensive search with selected medical subject index (MESH) like health system, health care, 

health seeking behaviour and Somalia, was carried out to identify relevant studies. Both published 

and unpublished literature were searched. No restriction was placed on language or period during 

the search. 

The following electronic databases were searched for peer reviewed primary studies using both 

medical subject headings (MeSH) and free text terms relating to health care and Somalia - PubMed, 

Africa Wide, Cochrane Central Register of Controlled trials (CENTRAL), Cumulative Index to 

Nursing and Allied Health Literature (CINAHL), World Health Organization Library Information 

System (WHOLIS), Web of Science, PDQ (Pretty Darn Quick)-Evidence and Scopus. In addition to 

                                                           
5 Ministry of Health, Somalia. Health Sector Strategic Plan January 2013-2016. Available from: 

http://www.nationalplanningcycles.org/sites/default/files/country_docs/Somalia/the_federal_governm

ent_of_somali_republic_health_sector_strategic_plan_2013-2016.pdf (Accessed February 19, 2017) 
6 The Global Humanitarian Assistance Report (GHA) 2014. Multi-year approaches and the Somalia 

appeal. (Accessed Sept 2017) 

http://www.nationalplanningcycles.org/sites/default/files/country_docs/Somalia/the_federal_government_of_somali_republic_health_sector_strategic_plan_2013-2016.pdf
http://www.nationalplanningcycles.org/sites/default/files/country_docs/Somalia/the_federal_government_of_somali_republic_health_sector_strategic_plan_2013-2016.pdf
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published papers, the following databases were searched for grey literature - reports, non-reviewed 

and non-published papers, World Health Organization (WHO), Global Alliance for Vaccine and 

Immunisation (GAVI) and United Nations Children Fund (UNICEF). In the context of Somalia, some 

useful grey materials are not yet publicly available online. Thus, we used key informants in the 

Somalia programme to share reports such as Service Availably and Readiness Assessment Report 

(SARA), Health Sector Strategic Plan (HSSP), Somalia National Development Plan (SNDP), Human 

Resources for Health (HRH) etc. We also browsed reference lists of relevant publications to 

identify other potential studies. 

Through this literature search, we found forty-eight papers or reports, all of which fall under grey 

literature category. Relevant findings from all these reports are included in this review.  

1.3 Health and Healthcare in Somalia 

2.3.1 Healthcare delivery system  

Public health facilities in Somalia is generally inadequate and the quality of services at the existing 

health units is generally unsatisfactory.7 Key players such as United Nation (UN), NGOs and private 

community providers have been acting to fill in the gaps to increase in number of functional 

facilities. However, the federal ministry of health (FMOH) is putting systems in place where the 

partners must go through the ministry of health to implement any health project. The FMOH 

system is expected to ensure that the partners addresses the needs to the right population/area in 

Somalia. In addition, the private sector, of which the pharmacy often constitutes the prime location 

for consultation, play a major role in providing quality health care.8 However, due to financial 

constrains not all Somali population use the facilities and people with the financial means mainly 

access the private facilities.  

The health sector of Somalia is managed through the three administrative systems of geographical 

zones which are Somaliland, Puntland and South-Central.9 Overall, the structure of public health 

care delivery system is categorized into four tiers – a) Regional hospitals, b) Referral Health 

Centres; c) Health Centres (HC) and d) Primary Health Units/health posts (PHU/HPs).9 Health 

posts (HPs) are the lowest tier of service provision followed by HC as intermediate tier of service 

provision and referral hospitals and regional hospital being the highest tier of service provision.10 

Public health services in the country receive aid through local and international NGOs that mainly 

                                                           
7 World Health Organization. Child Health in Somalia: Situation Analysis. 2012. 

http://www.emro.who.int/images/stories/somalia/documents/layout_childhealth_9mar.pdf?ua=1 
8 Caitlin Mazzilli and Austen Davis.  Health Care Seeking Behaviour in Somalia; A Literature Review. 

UNICEF. 2014 https://www.unicef.org/somalia/SOM_HealthcareseekingbehaviourReport_10-

WEB.pdf 

9 Barakat, Connolly, Hardman, Lewis, Lineker, Menkhaus, Rzeszut and Shanks. Beyond Fragility: A 

Conflict and Education Analysis of the Somali Context. 2014. 

https://www.york.ac.uk/media/iee/documents/UNICEF%20Beyond%20fragility.pdf  
10 Davis A, Ebrahimjee M, El-Amine Ali & Aduda J. Construction Guidelines for Health 

facilities_report_12. Unicef. 

http://www.emro.who.int/images/stories/somalia/documents/layout_childhealth_9mar.pdf?ua=1
https://www.unicef.org/somalia/SOM_HealthcareseekingbehaviourReport_10-WEB.pdf
https://www.unicef.org/somalia/SOM_HealthcareseekingbehaviourReport_10-WEB.pdf
https://www.york.ac.uk/media/iee/documents/UNICEF%20Beyond%20fragility.pdf


 

14 
  

assist in the provision and access of medical supplies and equipment.11 The private health system in 

the country is thriving but are not following this four-tier categorization.  

Generally, service provision and challenges experienced are similar among Somali regions. Most 

hospitals in Somalia do not have sufficient technical and human resources to assist with essential 

maternal, newborn, and child health care needs. At the referral and regional hospitals, the primary 

and secondary levels for health access, offer services ranging from surgery, caesarean section, 

emergency, nutrition and general health services. However, in Somalia, there is no well-established 

regional hospitals hence; referral health centres are utilised in places where there are no regional 

hospitals.10 Health centres constitute the backbone of maternal and child health care, particularly in 

terms of preventive and health promoting services. The PHU has the most outreach that is meant 

to offers the lifesaving support for mothers, children and community at large however it has the 

least breath of services.  

1.3.2 Health Profile in Somalia 

To fully appreciate the health profile of Somalia, an overview of recurring critical areas need to be 

discussed. These core areas include health, nutrition, education, WASH and child Protection. There 

are multiple contributory factors to poor health system, but the most felt and pronounced are poor 

governance and security.12 Approximately 6.7 million people are in need of access to emergency 

healthcare, clean water, hygiene and sanitation with the majority of them in southern and central 

Somalia.13 Somali still reels from past conflicts that has unrelentingly transgresses most health 

progress made in the past few years. The unfavourable health context in Somalia has left the nation 

with some of the most critical levels in health indicators in the world with still a long way ahead 

until national and international goals of health, such as the Sustainable Development Goals (SDG) 

are met.14  

Maternal mortality as well as infant mortality rates remains unacceptably high. In 2015, the under-

five mortality rate (U5MR) was 137 per 1000 live births compared to 174 per 1000 live births in 

2005.1 However, as shown in Figure 1, the decline in U5MR experienced in Somalia can be 

considered sluggish in comparison to the progress seen in neighbouring countries.12 Moreover, in 

2015, the maternal mortality rate (MMR) was 732 per 100,000 live births and the infant mortality 

rate (IMR) was 83 per 1000 live births.2; 44 High maternal mortality is linked to the high fertility rate 

                                                           
11 WHO, 2015 Strategic Review of the Somali Health Sector: Challenges and Prioritized Actions 

somaliangoconsortium.org/download/578571d68d08f/ 
12 UNICEF. Situation analysis of children in Somalia 2016: Available from: 

https://www.unicef.org/somalia/SOM_resources_situationalaysis.pdf. (accessed Sept 2017) 
13 The GHA Report 2017. Global humanitarian assistance report 2017. Development initiatives. 

http://devinit.org/wp-content/uploads/2017/06/GHA-Report-2017-Full-report.pdf (accessed Sept 

2017) 
14 Sanjiv Kumar, Neeta Kumar, and Saxena Vivekadhish. Millennium Development Goals (MDGs) to 

Sustainable Development Goals (SDGs): Addressing Unfinished Agenda and Strengthening 

Sustainable Development and Partnership. Indian J Community Med. 2016 Jan-Mar; 41(1): 1–4. 
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observed in Somalia – an average of 6.6 children per woman.12 Strikingly, in 2015, the WHO and 

UNICEF estimates that 40 per 1,000 new-born infants die within the first month of life, one of the 

highest neonatal mortality in the world.2 

Figure 3: Under-five mortality rates in Somalia and neighbouring countries 

 

Source: levels and trends in child mortality 20151 

On the other hand, communicable diseases such as cholera and diarrhoea, typhoid, tuberculosis, 

and malaria are responsible for high mortality, especially among children. Communicable diseases 

account for up to 54% of all causes of death among children under 5 years in Somalia.15   

Estimates of FSNAU report in 2017 show high level of malnutrition across Somalia with more than 

300,000 Somali children under-five suffering from acute malnutrition.16 Under nutrition is the 

underlying cause in over a third of under-five child deaths. The leading causes of under-nutrition in 

children under the age of five includes - the effects of droughts, underlying vulnerabilities due to 

years of conflict, repeated attacks of infectious diseases and the underdeveloped basic social and 

health services.12  

Stunted growth is more prevalent in the southern and central regions in Somalia that are more 

affected by conflict, and more prevalent among population of IDPs and those in rural areas.15 Only 1 

in 10 Somali children are appropriately fed with the WHO/UNICEF recommended combination of 

breast milk and complementary solid foods at the age of one.8 Dietary diversity is generally poor in 

Somalia, reflecting the inadequacy of food access. Consumption of micronutrient-rich foods – 

                                                           
15 World Health Organization. Non-communicable Diseases (NCD) Country Profiles, 2014.   

http://www.who.int/nmh/countries/som_en.pdf (accessed Sept 2017) 
16 Food security and nutrition analysis unit [FSNAU]. Somalia Estimated Nutrition Situation 

Projection: 2017. http://www.fsnau.org/products/maps/nutrition-situation-maps (accessed Sept 

2017) 

http://www.who.int/nmh/countries/som_en.pdf
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including fresh fruits, vegetables rich in Vitamin A, fish, eggs and meat products – is generally low 

across all parts of the country. This is partly due to lack of availability and access as well as due to 

dietary preferences.12; 17 

Ongoing insecurity, lack of government access and limited coverage of health care services across 

most of the regions of Somalia, coupled with the absence of essential health, nutrition and water, 

sanitation and hygiene (WASH) facilities, is resulting in high levels of ill-health and frequent disease 

outbreak.18 Other crucial indicator is Immunization coverage, which Somalia is ranked among the 

lowest countries in the world. Somalia is ranking fourth among countries with lowest DPT3 

coverage globally of 42%.19 

1.3.3 Health Services Utilization 

Healthcare service utilization data in the country remain limited, and most information that exists is 

based on MICS (of 2006 and 2011) with limited number of other surveys.20  Statistics from 2006 

shows the country is understaffed with integral health personnel. In 2006, health workforce density 

for physicians was estimated to be 0.4 per 10,000 populations, for nurses and midwives at 1.1 per 

10,000, and pharmacists at 0.1 per 100,000.11 These are substantially lower than the standard 

recommended by WHO.21 Furthermore, WHO health service delivery data shows that in 2011 

mental hospitals averaged 0.12 per 100,00 population, while psychiatrists employed in the mental 

health sector was estimated to be 0.04 per 100,000 population.11  

It is important to note that there are health disparities within and between Somali regions. Access 

to basic health care services in Somaliland and Puntland are marginally better than areas in the 

South and Central parts of the country.11 It is estimated that 60% of the population in South and 

Central Somalia have no access to healthcare because of constraints related to travel, displacement 

and insecurity.11 Standard services are perceived to be of poor quality, and although most 

governmental health care is supposed to be free of charge, informal and unofficial charging is 

frequently reported. However, the main challenge is shortage of qualified practitioners. Due to the 

challenges, NGOs are involved in health care provision. Many of the NGOs work closely with the 

                                                           
17 Nkunzimana T, Custodio E, Thomas A.C, Tefera N, Perez Hoyos A, Kayitakire F. (2016). Global 

analysis of food and nutrition security situation in food crisis hotspots; EUR 27879 

18 UN Office for the Coordination of Humanitarian Affairs (UNOCHA). 2017 Somalia Humanitarian 

Needs Overview. 2017.  

https://reliefweb.int/sites/reliefweb.int/files/resources/161124_som_hno_2017.pdf 

19 UNICEF. The State of the World's Children 2016. A fair chance for every child. 2016. 

https://www.unicef.org/publications/files/UNICEF_SOWC_2016.pdf  
20 UNICEF. Multiple Cluster Surveys (MICS) and Millennium Development Goals (MDG) Indicators, 

Somalia, 2006. UNICEF Somalia 2006 
21 WHO, Health Profile 2015 – Somalia 

http://applications.emro.who.int/dsaf/EMROPUB_2017_EN_19617.pdf 

https://reliefweb.int/sites/reliefweb.int/files/resources/161124_som_hno_2017.pdf
https://www.unicef.org/publications/files/UNICEF_SOWC_2016.pdf
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MOH and have built partnerships with the aim of improving access and quality of care, specifically in 

under-served areas. 

Generally, when people are sick, caregivers will resort to prayer and home remedies before seeking 

treatment from a local health facility.11 However, these traditional methods of treatment are 

contingent on the local knowledge of illness and its consequences and the availability, affordability, 

and acceptability of health services.22 Decision-makers regarding the family’s health includes 

mothers, elder women in the household, men of the household, and community leaders.22 

1.4 Demand and Utilization of Maternal and Child Health Services  

1.4.1 Antenatal care  

Antenatal care (ANC) is mostly available in the MCH section all the four tiers of the public health 

services in Somalia, and to some extent at private hospitals. However, utilization of antenatal care 

services in Somalia is low. WHO recommends at least eight ANC visits for uncomplicated 

pregnancies while Somalia is still struggling to meet the standard of four ANC visits.23 According 

UNICEF 2016 report, ANC visit by women of reproductive age was too low compared to 

neighbouring countries as shown in figure 4 below.  Only 6% of Somali mothers had four or more 

ANC visits, and 26% of the mothers had at least one ANC visit.12 However, as of 2016, WHO’s 

new antenatal care model increases the number of contacts a pregnant woman has with health 

providers throughout her pregnancy from four to eight. The Somali government has yet to follow 

through on such recommendations. 

Figure 4: ANC coverage in Somalia and neighbouring countries 

 

                                                           
22 UNICEF, Situation Analysis of Children in Somalia 2016 

https://www.unicef.org/somalia/SOM_resources_situationalaysis.pdf 
23 WHO. WHO recommendations on antenatal care for a positive pregnancy experience. 2016. 

http://apps.who.int/iris/bitstream/10665/250796/1/9789241549912-eng.pdf  

https://www.unicef.org/somalia/SOM_resources_situationalaysis.pdf
http://apps.who.int/iris/bitstream/10665/250796/1/9789241549912-eng.pdf
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Source: World Health Statistics 2015, WHO. 

According to the 2006 MICS, just over a quarter of all women who gave birth during the prior two 

years was attended by skilled personnel at least once during pregnancy.20 Skilled ANC visits were 

associated with urban locations, education and economic status of the mother, as well as being in 

Somalia. An analysis of MCH utilization rates across Somalia showed that about half of women in 

target populations do make the effort to attend at least one ANC visit.8  

1.4.2 Deliveries  

Vast majority of Somali women prefer to deliver at home. They give birth at home with assistance 

of traditional birth attendance (TBA) or elder women.24 This period is very dangerous since three 

quarters of all maternal deaths occur during delivery and the immediate post-partum period.25 The 

decision of delivering at a health facility depends upon exiting medical complication as well as 

financial ability.24 About 31% of births in Somalia are delivered in a health facility – 19% in public 

sector facilities and 12% at private facilities.27  The most critical intervention for safe motherhood is 

to ensure a competent health worker with midwifery skills is present at every birth, and transport 

is available to a referral facility for obstetric care in case of emergency.   

1.4.3 Postnatal care  

Increasing the proportion of births that are delivered at health facilities is an important means of 

reducing the health risks to both the mother and the baby.2 Proper medical attention and hygienic 

conditions during delivery can reduce the risks of complications and infection that can cause 

morbidity and mortality to either the mother or the baby. Women with higher levels of educational 

attainment are more likely to deliver in a health facility than women with less or no education.26 

Awareness of the importance of postnatal care is very low among Somali women – an estimated 

10-12%, in 2008, received any postnatal care. Since traditional birth attendants are the main 

provider of postnatal care, it is difficult to ensure quality or consistency of care.26  

1.4.4 Extended Programme of Immunization (EPI)  

Globally, there are still 27 million children missed by routine immunization and as a result, vaccine 

preventable diseases cause more than 2 million deaths every year.27 In Somalia, the EPI coverage 

aims to ensure that all children have access to vaccines. However, EPI coverage, like all other health 

indicators, lags behind.20 Although diseases like Polio has been successfully combated in the past 3 

                                                           
24 I.K. Sorbye. A situation analysis of reproductive health in Somalia: UNFPA, WHO, UNICEF. 

http://www.unicef.org/somalia/SOM_resources_finalRHSanalysis.pdf  
25 UNICEF. Progress Report on Committing to Child Survival: A Promise Renewed: United Nations 

Children’s Fund (UNICEF) 2012 http://www.unicef.org/publications/index_65820.ht 
26 Sorbye, K. I., A Situation Analysis of Reproductive Health in Somalia. 2009. UNICEF. 

https://www.unicef.org/somalia/SOM_resources_finalRHSanalysis.pdf 
27 Global Alliance for Vaccines and Immunization (GAVI). Advocacy for Immunization. How to 

generate and maintain support for vaccination programs. 2001. 

http://www.path.org/vaccineresources/files/GAVI-AdvocacyHandbook.pdf  
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years in Somalia, diseases like Measles are still prevalent in many parts of the country. Somalia has a 

DPT1 coverage as an access indicator of 25%, which is far behind the goal in A World Fit for 

Children, which is to ensure full immunization of 90 per cent of children under one nationally, with 

a minimum coverage of 80 per cent in every region.28 In Somalia, immunization coverage is 

estimated at only 30-40% against six major childhood diseases- tuberculosis, diphtheria, pertussis, 

tetanus, polio, and measles - although there are close to 40 International NGOs supporting 

immunization activities.29  

1.4.6 Access to Vitamin A 

Globally children under five years suffer from vitamin A deficiency, which is the main cause of 

preventable blindness.30;31 Report on child health in 2012 stated that 62% of Somalia children never 

received vitamin A.7 Vitamin A is largely consumed in the form of fruits and vegetables. However, 

daily per capita intake in Somalia is often insufficient to meet dietary requirements. In Somalia, 

inadequate intakes are further compromised by increased requirements for the vitamin as children 

grow or during periods of illness, as well as increased losses during common childhood infections.7 

Somalia vitamin A supplementation coverage rate (% of children ages 6-59 months) fluctuated 

substantially in recent years with better uptake of close to 90% during campaign. However, it 

tended to decrease through 1999 - 2014 period ending at 30 % in 2014.7  

1.5 Determinants of Health 

The major determinants of health situation in Somalia are poverty, lack of security, lack of access to 

health services, poor nutritional status of the population, the low status of women and high rates of 

female genital mutilation, high fertility, low immunization rates, and lack of access to water and safe 

sanitation.12 Somalia have a high fertility rate of 6.6 total fertility rate per woman with majority of 

Somali children live under very constrained conditions, with a high prevalence of malnutrition and 

morbidity.32;33 Somalia has a population of 12.4 million, of which 33% (3.5 million) are youths aged 

                                                           
28 UNICEF. A World Fit for Children. Unicef publication. Free No. of pages: 108. Publication date: 

2006. https://www.unicef.org/specialsession/docs_new/documents/A-RES-S27-2E.pdf  
29 Mohamed, Abdirisak & Karanja, Simon & Rahma, Udu & , Yusuf. (2016). Barriers to Full 

Immunization Coverage of Under Five Years Children in Benadir Region, Somalia. 666. 2249-

1929000. 
30 Hwalla, N., et al., The prevalence of micronutrient deficiencies and inadequacies in the Middle 

East and approaches to interventions. Nutrients, 2017. 9(3): p. 229 

31 UNICEF. Tracking progress on child and maternal nutrition. a survival and development priority. 

2009. 

https://www.unicef.org/publications/files/Tracking_Progress_on_Child_and_Maternal_Nutrition_EN

_110309.pdf 

32 World Health Organization. Non-communicable Diseases (NCD) Country Profiles, 2014.   

http://www.who.int/nmh/countries/som_en.pdf (accessed Sept 2017); UNFPA. Population 

estimation survey 2014. For the 18 pre-war regions of SOMALIA.  2014. 
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10-24 years old.33 Aside from high demand of child health, youth health is equally on high demand 

due to early marriages leading to childbearing at an early age. 

To understand the determinant of health in Somalia, we used the adapted health system based on 

the Tanahashi model.34 This approach is a systematic way to look at the main determinants of 

health. The determinants of access and demand of health care include cost, distance, drug supplies 

and stock outs, quality of health care, security, delay, socio-cultural determinants, gender bias and 

decision-making power. 

1.5.1 Cost 

In the past few decades, Somalia’s health sector has been largely financed through funding by donors 

and development partners. Humanitarian funds for health are disbursed by the Common 

Humanitarian Fund for Somalia or the Central Emergency Response Fund to UNICEF, WHO, and 

UNFPA.11 Bilateral funds are channelled directly to multiple local NGOs and partners.11 In 2015, 

health financing has improved for South Central Somalia, whereas funding for Somaliland and 

Puntland have declined.11 Increased bilateral funding in recent years for developmental projects has 

enabled more flexibility and predictability for the health system creating a stable environment for 

health systems development and functional leadership of health authorities.11 Financing from donors 

has increasing by 180%, from US$ 53.6 million in 2005 to US$ 150 million in 2014.11 However, 

external financing is unsustainable. Though $150 million was invested in 2014 in the country, 

government budget contribution was a US$ 7.1 million in Somaliland with meagre US$ 1 million in 

Puntland and US$ 0.88 million in South-Central.11 Poor government financing for health always 

inevitably signals higher out-of-pocket expenditure for people, which marginalizes the poor.11 The 

high public needs for health and the poor financial status of the community in Somalia has generally 

created a basic free of charge health service. However, there is a charge for medicines, and in some 

cases at public health facilities. On other hand, the private health facilities charge basic services 

ranging from US$10 to US$100 depending on the type of service.35 Cost of transport and 

consultation or treatment fees have been identified as equally important barriers to healthcare 

                                                                                                                                                                                           
http://somalia.unfpa.org/sites/default/files/pub-pdf/Population-Estimation-Survey-of-Somalia-PESS-

2013-2014.pdf  (accessed Aug, 2017) 
33 UNFPA. Population estimation survey 2014. For the 18 pre-war regions of SOMALIA.  2014. 

http://somalia.unfpa.org/sites/default/files/pub-pdf/Population-Estimation-Survey-of-Somalia-PESS-

2013-2014.pdf  (accessed Aug, 2017) 
34 Tanahashi, T. The Tanahashi model. Health service coverage and its evaluation.1978 Bulletin of 

the World Health Organization, 56(2), 295–303. 
35 Gele, A.A., et al., Beneficiaries of conflict: a qualitative study of people’s trust in the private health 

care system in Mogadishu, Somalia. Risk Management and Healthcare Policy, 2017. 10: p. 127. 
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seeking.36 In Somalia, over 43% of the population are living on less than $1 per day; hence meeting 

the health-related cost is a challenge for them.37 

1.5.2 Quality of health services 

Fragility of the governance influence the quality of health services in Somalia. Although substantial 

population are using private health facilities, the private service providers establish private facilities 

with no government regulation on the qualities and cost of the services and drugs.38;39 It is 

estimated that there are 194 private clinics and 190 private pharmacies.11 However, there is very 

limited regulation on the quality of their services. Strengthening public-private partnership in pre-

service training of health professionals such as midwives, community educators, and hygiene 

promoters, is considered as a necessity to extend access to essential health services.11  

1.5.3 Security  

Security is one of the main factors that affect health serves utilization. For international 

organizations, humanitarian operations are highly determined by security conditions. As a result, 

humanitarian support coverage is uneven against areas with less government control.40 

Humanitarian agencies including UN, International and national NGO are experiencing challenges to 

reach the affected people who lives in the areas where violence still exists. During 2011-2014, 8% of 

the humanitarian aid workers in Somalia experienced insecurity ranging from killings, kidnappings 

and serious injuries from deliberate violence.39 

1.5.3 Distance  

Physical distance to health facilities is another major obstacle to treatment seeking behaviour. The 

Somali population is 42% urban, 26% nomadic, 23% rural, and 9% are internally displaced.22 Most 

IDPs in urban settings offer better access to basic service compared to rural and less accessible 

areas. The urban economy is less susceptible to urban shocks like high food prices, and are 

insulated from various crises and geographic constraints.22 The rural Somali population is vulnerable 

to periodic, severe drought. There is an uneven distribution of health facilities, which are 
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concentrated in urban areas, and long distances between health facilities in rural areas impede 

access. The continuing conflict in Somalia impedes access due to roadblocks in some areas leading 

to using longer route/distance to seek health services.8  

1.5.4 Low reliability of point of care 

Opening hours of health facilities and absence of health workers in health facilities are some of the 

crucial examples that lead to low reliability of points of care leading to under-utilization of health 

services in many health centres. This is particularly severe in public facilities. In Somalia, public 

facilities are open for approximately two hours per day while the private facilities open for 11 hours 

per day.8 The short opening hours in the morning (when most women typically have other work) is 

without doubt a barrier to access for potential users.41;42 In addition, despite many facilities having 

professional staff on their duty schedules, they are reported to be frequently absent in order to run 

their private practice.36 Therefore, fear of not being seen by a health professional and not having the 

services available, have substantial impact on health care seeking behaviour. 

1.5.5 Socio-cultural determinants  

Gender bias in health seeking preferences and women’s lack of decision making power are the two 

important socio-cultural barriers in health seeking behaviour. There is evidence of different 

behaviour in responding to male and female child sicknesses. In Somalia, if a boy becomes sick the 

whole family stand near him to cover his needs while girls do not get similar attention.8 On other 

hand, in terms of diagnosis, women find difficult on how they explain and define their health 

problems compared to the male leading to less visit to health facilities.43 

The decision-making power between males and females in the household are different. Mothers 

mostly have the first decision when it involve the health care of the children, while the fathers have 

the power in terms of the mother’s health care and the children’s vaccinations.8 Reports suggest 

that low decision-making power of women impact negatively on health seeking behaviour in 

Somalia.44 
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1.6 Structure and performance of the health system: Six building blocks 

The six building blocks of the health system includes: governance, service delivery, healthcare 

workforce, healthcare financing, medical products and technologies, and information and research.45  

1.6.1 Governance  

Governance is the key component of health system strengthening, tackling a wide range of 

interventions such as rebuilding, setting of regulations and operational procedures, ensuring 

implementation of these processes, transparency in recruitments at all levels, as well as building 

proper mechanism for effective partnership and coordination.45 In Somalia, humanitarian activities 

dominate the health sector in collaboration with the ministries of health.  Effectiveness of a 

decentralized system in health sector is hindered largely due to weak government capacity and 

instability, among other factors. More importantly, weak or lack of accountability and transparency 

is a key challenge for the health sector throughout the country.12 In Somalia, the common 

challenges facing governance include planning, implementation and monitoring, weak 

regional/district capacities, high turnover of qualified staff and poor coordination among 

health‐supporting agencies.46 

Emergency-oriented and humanitarian interventions remain dominant components of the health 

sector. Considering the burden of large swaths of internally displaced persons, ministries of health 

and health agencies must coordinate social services within weak institutional capacity. The Health 

Sector Strategic Plan in Somaliland, Puntland, and South and Central Somalia are functionally linked 

to the Somali Compact and the New Deal.47 The Somali Development and Reconstruction Facility 

initiative affirms that external aid intended for the health sector is aligned to national strategic 

priorities, as issued by the Somali Compact.47  

The fragmentation of administrative structures of the country exacerbates the challengers in health 

system implementation both within and between regions. Therefore, decentralization is focal 

approach to improve health delivery in difficult to reach areas within regions. Decentralization 

policy receives unwavering support throughout Somalia.47 However, decentralization continue to 

face significant challenges due to limited capacity and a fragile federal system.47 Efforts have been 

underway in Somaliland and Puntland, to strengthen health leadership and governance. An integral 

component to the larger mission of instilling health-sector leadership and governance is through in-

service and on-the-job training programmes to develop the expertise, technical skills and 
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stewardship needed for efficient and cohesive service implementation.47 Regulations of health 

professionals, facilities and systems have severe shortcomings within Somalia’s health governance 

structure although progress has been in Somaliland where an independent regulatory body 

reportedly exists.47  

1.6.2 Service Delivery  

The delivery of health services is mainly carried out by private and nongovernmental organizations 

(NGOs), with limited government oversight in all regions. NGOs that work in the health care 

sector tend to focus on short-term needs but due to long instability and conflict in Somalia, the 

NGO has supported Somalia all through.34 The private health care system has filled the vacuum 

generated by the absence of the public health care system.5 Report shows that only 20% of 

Somalia’s population has access to any health care and that two-thirds of them use a private health 

care system that is predominantly run by individuals and groups who pursue profits with no 

incentive to serve those unable to pay.34 

The Somali government provides health services through a four-tiered system – Regional hospitals, 

Referral Health Centres; Health Centres and Primary Health Units (Figure 5) all providing at least 

some elements of a package of preventive and curative services known as the EPHS.  

Figure 5: Health System Organization, Staffing and Performance functions 

 
Source: Somali Health Policy, 201449 

The distribution of health facilities across the zones varies to great extent. For instance, in South 

Central Somalia there are 3 health posts, 4 health centres, and 15 hospitals per 10,000 people.26 In 

Puntland, there is 1 health post, 79 health centres, and 8 hospitals per 10,000 people.26 In 

Somaliland, there are 2 health posts, 3 health centres, and 16 hospitals per 10,000 people.26  
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1.6.3 Health-Care Workforce  

The Somali population are victim of complex civil conflicts that inflicted a significant damage to the 

health training institutions.48 Therefore, in Somalia, there are severe shortages of qualified health 

staff of all levels - medical doctors, nurses, midwives and with majority being CHWs. In addition, 

over 600 medical doctors, qualified nurses, midwives, and skilled health technicians have migrated 

overseas, depleting the health workforce assets. The low health workforce has depreciated through 

high levels of healthcare worker emigration, leaving an estimated only 3 physicians per 100,000 

population (total 253 physicians), 11 nurses per 100,000 population (861 nurses) and 2 midwives 

per 100,000 population (116 midwives) serving the whole country. The numbers are much lower 

than the minimum global thresholds set by WHO for the collective density of doctors, qualified 

nurses and qualified midwives of 230 per 100,000 population.49;50 

 

The existing shortage of qualified health professionals, especially those in reproductive, maternal, 

new-born and child health, has restricted the progress in reducing maternal, new-born, and child 

mortality. The unqualified health staff has rendered the Somali health system unable to provide the 

necessary care to its populations, particularly those residing in the rural and hard to reach 

geographical areas.49 Coverage of public health services in rural areas and for nomadic population, is 

substantially lower compared to urban population. It is estimated that less than 15% of the rural 

population has access to any health provider compared to 54% of the urban areas.48 The country 

will have a challenging road to meaningfully embark on the SDG agenda unless the existing health 

workforce gaps are effectively addressed.  

In 2016, the HRH policy was developed with the aim to increase provision of community-based 

health care, universally acceptable, affordable, and accessible essential health care services with 

focus on gender equity and human rights of health.51 In addition, recent FCHWs integration into the 

health system network and recognition of the effectiveness of midlevel health professionals may 

provide a policy window for accelerating the HRH development by reversing the existing workforce 

shortages with scaled up production, equitable distribution, enhanced productivity and an improved 

working environment.49  

                                                           
48 World Health Organization (WHO). Health system profile Somalia. 2006. EMRO. 

http://apps.who.int/medicinedocs/documents/s17309e/s17309e.pdf 

49 Ministry of health (MOH). The ’Somali Health Policy’: Prioritization of Health Policy Actions in 

Somali Health Sector. 2014.  http://www.mohpuntland.com/wp-content/uploads/2016/03/FINAL-

Somali_Health_Policy_Directions_and_Priorities-Dec-2014-2.pdf 

50 Elkheir, N., et al., A cross-sectional survey of essential surgical capacity in Somalia. BMJ open, 

2014. 4(5): p. e004360 

51 The Somali human resources for health development policy 2016-2021. 

somaliangoconsortium.org/download/578571d68b6c0/    

http://apps.who.int/medicinedocs/documents/s17309e/s17309e.pdf
http://www.mohpuntland.com/wp-content/uploads/2016/03/FINAL-Somali_Health_Policy_Directions_and_Priorities-Dec-2014-2.pdf
http://www.mohpuntland.com/wp-content/uploads/2016/03/FINAL-Somali_Health_Policy_Directions_and_Priorities-Dec-2014-2.pdf
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1.6.4 Healthcare Financing 

As discussed earlier, healthcare financing in Somalia is under-resourced with evidence resource gap 

in the government sector. Therefore, the health finance gap is bridged through the contributions 

provided by the international health partners, bilateral partners and the diverse non-for-profit 

organizations offering a reasonable range of services to the population. Currently, the earmarked 

resources for the health sector range between 3-6% of the modest government budgets in all the 

three zones, which is less than 10 million dollars annually for the whole country, to meaningfully 

cover even small portion of the essential health needs of the population.49  

The challenges of health financing include the insignificant government contributions to health 

resulting in the low pay and incentive packages for health care professionals; and total absence of 

social health insurance systems and heavy reliance for many on out-of-pocket expenditure that can 

hinder patients’ health seeking behaviour and affordability, thus exacerbating the inequitable access 

to available essential health services.49 Public health sector services are often managed, financed and 

at least partially staffed by NGOs. Critical medicines and consumables are externally financed and 

procured.  NGOs provides regular donations like MCH Kit, community heath kit, reproductive 

health kits, TB drugs and anti-retroviral treatments to referral and Health Centres.5 With gaps filled 

by unstable financing by NGOs and private donors, there are regular shortages or stock-outs.  

Donors giving grants to NGOs and UN agencies supplement health staff remunerations. In addition, 

improvement of physical infrastructure are also carried out through these grants.  

1.6.5 Medical products & technologies 

Medicines and technologies play a critical role, and when affordable, in good quality and rationally 

used, can effectively respond to a major part of the health needs of the population. In Somalia, the 

EPHS has contributed to standardization of medicines supplied to the different levels of care 

provision, with treatment guidelines available for some of the core programmatic interventions.49 

The weak and unregulated medical supply chain management system is the challenge for medical 

products and technologies in Somalia.  There is high prevalence of traditional products, over-the-

counter medications and unsafe injection practices that need the requisite policy directions.49  

Public facilities are generally open from the morning until 2pm.22 Private facilities have longer 

opening hours and staff are more likely to be available.22 Medicines and vaccines from public facilities 

are believed by the community to be of higher quality than those in private facilities. This demand 

increases stresses on the public facilities to provide adequate stocks for medicines.22 There are 

informal public-private relationships where patients may be referred from one to the other 

contingent on the patient’s need. Often, staff in the public sector often also work in the private 

sector, which has reportedly led to the diversion of quality medicines.  

Weak supply chain management exacerbates the maintenance of key health services in the public 

health sector.22 The underlying reasons for weak supply chain management include insecurity, lack 

of availability from suppliers, human resource shortages and weak capacity, limited monitoring and 

supervision of supply-chain sites, and non-existent logistical management information systems.22 

Poor data management and reporting results in weak forecasting and quantification of commodities; 
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undersupply of the commodities required; and some oversupply of commodities, resulting in drugs 

running beyond their expiry date.22 Unregulated private pharmacies are risk factors exposing 

Somalia to large-scale circulation and use of counterfeit drugs.22  

1.6.6 Information & Research  

The Somali health management and information system (HMIS) data are generated through the 

analysis of the routinely collected information from the outpatient departments of public health 

facilities, including hospitals. These data are complemented by the information generated from key 

vertical programmes and through the disease surveillance system. However, there are a number of 

challenges encountered during routine data collection and reporting. Frequently cited challenges 

include limited database, absence of health research agenda and the inadequate capacity for the 

timely collection of health data, reporting, analysis, dissemination for evidence-based decision 

making and use of information for planning and implementation.49  

 

Efforts to understand the underlying causes of poor health outcomes and address access and 

utilization gaps have been problematic for several reasons. First, district level data relating to health 

services’ coverage, access, and utilisation are often weak, unreliable, and incomplete.52 Secondly, 

tools and information systems to obtain the disaggregated data need to be systematically assess 

equity of services uptake are rarely present in Somalia.53 In many cases, Multiple Indicator Cluster 

Surveys (MICS) have served as the main source for sub-national (often regional or provincial) data 

disaggregated by gender, wealth and other socio-economic determinants of health.20 However, the 

utility of these data for programme planning and monitoring is limited as they are only available for 

2006 at national scale and for 2011 for Somaliland and Puntland. 

1.7 Innovative health programs in Somalia  

In Somalia, the health and nutritional indicators are lagging behind and is ‘off-track’ to reaching 

health related SDGs. A number of innovative programmes are currently ongoing in Somalia to help 

the population combat the health challenges towards achieving the health needs. Here we highlight 

two examples that have high potential of making significant contribution in improving health 

outcomes in the short-run with relatively low investments.  

1.7.1 Integrated community case management (ICCM) 

Save the Children (SC) has taken the role to provide support to the Ministry of Health (MoH), 

implementing partners and community health services providers in the pilot and roll out 

implementation of the integrated Community Case Management (iCCM) of childhood illnesses in 

Somalia/Somaliland. ICCM is a strategy to extend case management of common childhood illness 

beyond health facilities so that more children have access to lifesaving treatments provided by a 

                                                           
52 World Health Organization, Health Metrics Network. Country health information systems: a 

review of the current situation and trends. Geneva, 2011. 

53 Mutale W, Chintu N, Amoroso C, et al. Improving health information systems for decision making 

across five subSaharan African countries: Implementation strategies from the African Health 

Initiative. BMC Health Services Research. 2013; 13(Suppl 2): S9 
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trained cadre of community health workers (CHWs). The strategy also aims to improve equity by 

reaching the hard-to reach and underserved segments of the population or those that are far off 

from the formal health facilities. 

 

The project is implemented in selected study sites of Somaliland, Puntland and CSS targeting 

functional health facilities as primary units using the essential package for health services (EPHS) 

framework. The ICCM strategy extends case management of childhood illness beyond health 

facilities so that more children have access to lifesaving treatments. The ICCM package differ based 

on particular contexts, but most commonly include diarrhoea, pneumonia and malaria. New-born 

health and malnutrition are also commonly included as a part of ICCM but adaptable to the local 

country specific context. In the ICCM model, community health workers are identified and trained 

in diagnosis and treatment of key childhood illnesses, and also in identifying children in need of 

immediate referral.  

1.7.2 C4D (Community for Development) 

The Communication for Development (C4D) or Behaviour Change Communication strategy is an 

innovative programme that intend to support the on-going initiatives aimed at improving the 

country’s health status. Specifically, it addresses knowledge attitudes and practices that impact the 

status of maternal, neonatal and child health in Somalia. The strategy also responds to the need for 

a structured and coordinated approach to improving the health status and involves a combination of 

approaches including advocacy, social mobilization, dialogues and a mix of interventions. The 

interventions are focused at the community and household levels and policy makers, to facilitate the 

process of behaviour and social change leading to the attainment of the desired results in MNCH.  

 

The C4D project is a five-year project and main outcome during the period 2014-2017 of improved 

and equitable use of high-impact maternal and child health interventions from pregnancy to 

adolescence and promotion of healthy behaviours. To accomplish this outcome, UNICEF is focusing 

on delivering results in six programme areas: Immunization; Polio; Maternal and new-born health; 

Child health: pneumonia, diarrhoea, and malaria; Strengthening health systems; and Health in 

humanitarian situations in the three Somalia zones; North West Zone (Puntland), South Central 

Zone (South Central Somalia) and North East Zone (Somaliland). The project will incorporate the 

component of communication and media in that it will utilize a mix of channels to gain audience to 

enhance acceptability, affordability and accessibility on delivering the six health area services. 

 

1.8 Conclusion 

Nearly 6.7 million of people are lacking basic health services and they are in need of access of 

emergency health care. The rapid onset and progression of disease outbreaks in combination with 

rising numbers of cases of severely malnourished children has demanded urgent scale-up capacity to 

treat cholera and malnutrition.22 On average, over 300, 000 Somali children suffer from acute 

malnutrition and vaccine preventable diseases. According to 2006 MICS3, the last nationally 

representative survey, only about a quarter of women received professional ANC and only a third 

of deliveries were attended by a skilled health practitioner.29 However, even within these staggering 
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statistics lie disparities. Seventy-seven percent of women in the highest wealth quintile had skilled 

assisted deliveries compared with only 11 % in the lowest quintile.29  

Private health facilities, UN and NGO, have supplemented the health service needs with short-term 

projects. In Somalia, there are several shortage of qualified health staff of all disciplines - medical 

doctors, nurses, midwives and with majority being Community Health Workers (CHWs). The 

allocated resources for the health sector range between 3-6% of the modest government budgets in 

all the three zones, which are significantly insufficient in covering the essential health needs of the 

population. 

In Somalia, the medical supply management and control is not regulated with reported cases of 

over-the-counter medications and unsafe injection practices. Hence, a need for policy to regulate 

on this. There is limited database, absence of health research agenda and the inadequate capacity for 

the timely collection of health data necessary for evidence-based decision-making. 

The 2018 Humanitarian Response Plan (HRP) developed by the Somalia Humanitarian Country 

Team (HCT) targets its effort around the Centrality of Protection.54  The Centrality of Protection 

strategy focuses on three central issues: risks of exclusion, displacement, and conflict-affected 

communities. The HCT will seeks to address these key issues by strengthening system-wide data 

collection and analysis and advocacy and enhanced communication on protection adapted to fit the 

Somali context.54  

                                                           
54 2018 Humanitarian Response Plan – Somalia 

https://reliefweb.int/sites/reliefweb.int/files/resources/2018_somalia_hrp_final_draft_18122017_0.pd

f 

https://reliefweb.int/sites/reliefweb.int/files/resources/2018_somalia_hrp_final_draft_18122017_0.pdf
https://reliefweb.int/sites/reliefweb.int/files/resources/2018_somalia_hrp_final_draft_18122017_0.pdf
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Part 2. Method: Primary data  

As part of the inception phase of CHASP, we conducted primary data collection through structured 

household survey, community health worker survey and facility assessment. In addition, we 

collected qualitative information through focus group discussion and key informant interviews. In 

this section, we describe the primary data that have been used for analysis. 

2.1 Study sites and period 

We planned to collect data from all 10 districts of CHASP from three regions - Bari, Galgadud and 

Lower Juba. Due to security issue we could not conduct survey in Qandala, one of the district of 

Bari region. The other nine districts included in the survey are – Afmadow, Kismayo, Bosaso, 

Bargal, Iskushuban, Armo, Ufen, and Alula. The baseline survey started in Nov 2017 and ended in 

Dec 2017.  

2.2 Sampling 

We followed random sampling for the household survey and community health workers survey. For 

the health facility assessment, we covered all the public facilities in the target districts. The 

participants in group discussion and key informant interviews use purposive sampling.  

2.2.1 Household survey  

We used multi-stage cluster sampling to identify the respondents in the following manner -  

1. We had  districts in both Bari, Galgadud and Lower Shabele region 

2. From the 9 district, we selected eight clusters in every district. The target cluster was done 

randomly taking into account accessibility due to security issue mostly in CSS. Hence, we had 

72 cluster in all 9 districts. 

3. From each cluster in every district, we selected at least 25 HH taking note the distance from 

HF and the availability of CHW in the cluster.  

4. 2,176 women of child baring age (WCBA) responded to the household questionnaire with 

support of trained enumerators. 

2.2.2 Health facility assessment  

The survey was collect data from all the 66 health facilities (24 health centers, 36 Primary health 

units, 6 Referral health centers) across the 9-targeted districts in the three regions and gathered 

information ranging from general information about the health facility, staffing, health facility 

equipment, communications, ambulance/transport, power supply, infection control, obstetric and 

new-born care, maternal deliveries, etc. 

2.2.3 Community health workers survey 

CHWs in Somalia exist at 2 levels; 1) at the PHU level where CHWs delivers primary health service 

at facility level and 2) at the community level, where they are usually employed by NGOs or 

deployed as volunteers to perform varying tasks like outreach health services. At each 36 PHU level 

we targeted 2 CHWs to answer the questionnaire. At the Community level, we used the health 

facility to locate the CHWs linked to the community and work closely with the nearby HF. We 

interviewed 95 CHWs on various question to access the trainings provided, experiences and work 

history and knowledge questions toward their daily routine work.  
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2.2.4 Focus group discussion 

The focus group discussions (FGD) were conducted to understand health care seeking behavior 

among community members. Two FGDs (ten women and ten men separately) per district was 

conducted totaling 20 FGDs per 9 target district with 180 members. These members were selected 

randomly in 10 districts with guidance from village head committees and local community leaders. 

The groups included elders, community health workers and community members of all ages. 

Participants that participated in individual interview were not selected to participate in the FGDs to 

avoid duplication of information.  

2.2.5 Key informants  

The key informants were drawn from local authorities in the health department and health officials 

from other partners operating in the 9 selected districts. Example of target populations include: 

1. MOH Senior officials at the central level e.g. DG, Director planning etc.  

2. MOH officials at the district/Regional level (RMO, DMO, PHC coordinator 

3. Community leaders i.e. CHC chairman, Secretaries, influential religious/Clan leaders 

We engaged the existing SCI staff to advice on the list of key stakeholders they previously engaged 

and then we asked them to advice on subsequent key stakeholders with a target of 10 key 

stakeholders in each region. We finalized by conducting 28 key informants interview from local 

authorities in the health department and health officials from other partners operating in Somalia in 

the nine district. 

2.3 Training and supervision for data collection 

Data collectors were trained prior to data collection. Quantitative data were collected using Kobo 

mobile data collection. Data were sent through Kobo and the research teams checked the quality of 

the collected data daily. For key informants interviews and FGDs, we had one note taker and one 

research assistant guiding the group discussions. 

Quantitative data that composed of household survey, health facilities and community health 

worker data were analyzed quantitatively using Stata 16. Most of the variables were analysed by 

district, age of the respondent, education status and access to information. Qualitative interviews 

were recorded digitally. The recorded data were coded with ATLAS for analysis. Where a 

participant refuses recording of the interview, we wrote detailed information and store the notes 

alongside the digital transcripts, from the consenting participants. The data obtained from the 

interviews were grouped thematically to identify the pattern of subjects' views. Data reported are 

anonymised: no mentioning of the participants were disclosed.  

2.4 Ethical considerations 

Ethical approval for research activities was sought and obtained from the MOH of various targeted 

regions in Oct 2017. The participants in the study were consented and confidentiality was observed 

at all stages after data collection. The participant information on the study and consent form are 

found in annexes. 
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Part 3. Findings and discussions 

The findings from the primary data is discussed in this section. We begin by looking at the findings from 

the following survey; 

I. household survey.  

II. Focus group discussion 

III. Health facilities assessment (PHU, HC & RHC) 

IV. Community health worker survey 

V. Key informants survey 

3.1 Household survey 

In the household survey, we only assessed mothers with children 2 years and below. In our sample 

of 2176 respondents, 48% were aged between 26 and 35 years, 31% were 25 years or below, and 

the rest 21% were mothers aged 36 and above. The mean age was 30 years. Each household had an 

average of 7 members of whom 5 were children. Majority of the interviewed mothers were not 

literate with 72% of them never attending formal school. Only 38% of the mothers reported having 

access to information either through television, radio and newspaper while only 2% of the mothers 

had access to computer in the past 12 months and 10% had access to internet in the same period. 

In presenting the findings from the survey, we show the statistics by district, age of the mothers, 

their education and access to information.  

3.1.1 Breastfeeding practices 

Ninety-two percent of children have ever been breastfed within 2 years with all the nine districts 

having a high coverage of 89% and above.  Interestingly, only 58 percent of mothers initiated their 

newborns with breast milk during the first 24hours of delivery with two districts; Armo (30%) and 

Kismayo (34%) reporting less than 50%. Forty- seven percent of children less than three day old are 

exclusively breastfed. However, the trend of exclusive breastfeeding within three days of delivery 

was exceptionally low in rural districts like Iskushuban (23%), Afmadow (30%) and Bargal (15%). 

Surprisingly, age of the mother, access to information and education had no difference in the 

various dimension of infant and young child breast-feeding.  

 

 

 

 

 

 



 

33 
  

Table 1:  Infant and young child feeding practices  

  

Ever 

breastfed 

Early initiation 

of breastfeeding 

Exclusive 

breastfeeding 

Complementary 

feeding for children 

> 2 yrs 

Continued 

breastfeeding for 

children >2 yrs 

District 

Bosaso 89 47 81 19 68 

Armo 91 30 79 21 74 

Iskushuba 90 71 23 77 71 

Ufayn 95 69 46 54 47 

Alula 94 70 40 60 60 

Kismayow 85 34 59 41 72 

Adado 95 74 47 53 74 

Afmadow 95 68 30 70 66 

Bargal 89 57 15 85 66 

Age 

=< 25 years 94 55 46 54 67 

26-35 years 92 60 46 54 69 

36+ years 87 59 52 48 56 

Formal 

school 

No 91 59 45 55 65 

Yes 92 57 51 49 66 

Access 

to info 

No 92 54 46 54 67 

Yes 92 66 49 51 63 

Total 92 58 47 53 65 

 

3.1.2 Immunization: 

Information on vaccination coverage was obtained from any of the three ways: from written 

vaccination records, including the Mother and Child Health Booklet and other health cards, from 

mothers’ verbal reports and from a demonstration to show the site of vaccination. For last-born 

child born in the household two years before the survey, mothers were asked if the child had 

received BCG, polio, DPTHepB-Hib and measles, vaccine. If she indicated that the child had 

received the any of the vaccines, she was asked the number of doses that the child received.  

Vaccination records were not available for 80 percent of these children. Majority of the children, 

information on vaccinations is based solely on the mother’s report and validation is confirmed by 

the demonstration on the route of immunization. There is no difference in the immunization 

coverage rates in the gender of the children. However, overall immunization coverage increases 

with minimal margin among mothers with higher education compared to no education. There is an 

increase but minimal margin in immunization coverage among parents who have access to 

information compared to mothers have no access to information.  

At birth, the vaccination coverage for BCG was 57 percent with Armo and Alula district having a 

low coverage of 41and 43 percent respectively. Somalia EPI policy follow the same global EPI 

recommended schedule of 4 dose of Oral polio vaccine (OPV). The vaccination coverage of OPV 

from dose one to dose four have a decreasing trend with the first dose coverage of 41 percent, 

dose two 38 percent, dose three 33 percent and dose 4 having the least coverage of 30 percent. 

Those children who received all four doses of OPV at 0,6,10 and 14 weeks had a low coverage of 

15 percent with some district (Alula 9%, Kismayo 7% and Afmadow 2%) having a low critical 

coverage of less than 10 percent.  
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The decreasing trend in immunization coverage is the same for pentavalent vaccine that contain five 

antigens DPTHepB-Hib (Diptheria, tetanus, pertussis, haemophilus influenza  hepatitis B). The 

pentavalent coverage dose one had a coverage of 49%, dose two 43% and dose three 42%. Those 

children who received all three doses at 6,10 and 14 weeks had a coverage of 28 percent with three 

districts have low coverage of less than 20% (Alula 10%, Adado 16% and Afmadow 18%). Measles 

vaccines are recommended to be given at nine months and the vaccination coverage is 47 percent 

with three five district having a coverage of less than 50% (Bosaso 33%, Armo 35%, Adado 25%, 

Afmadow 34% and Bargal 41%).  

Table 2: Vaccination coverage  

 

BCG  OPV1 OPV2 OPV3 OPV4 

All 4 

OPV Pent1 Pent2 Pent3 

All 3 

Pent Measles  

Bosaso 
58 32 33 33 30 17 53 49 42 34 33 

Armo 
41 22 26 32 33 13 43 39 37 25 35 

Iskushuba 
84 57 49 43 42 29 72 65 60 53 63 

Ufayn 
62 42 55 50 45 16 56 43 42 21 64 

Alula 
43 49 42 33 38 9 33 34 43 10 63 

Kismayow 
67 42 38 30 20 7 54 51 56 37 62 

Adado 
45 40 30 21 20 11 36 25 26 16 25 

Afmadow 
47 35 25 15 10 2 38 33 30 18 34 

Bargal 
77 55 46 35 30 29 67 55 50 47 41 

Child male 
52 49 47 54 52 51 45 47 53 51 49 

Child female 
48 51 53 46 48 49 55 53 47 49 51 

No educ 
54 39 37 31 27 13 46 40 39 25 45 

Have educ 
67 46 42 37 38 19 59 52 53 37 51 

No inform 
54 38 36 30 27 13 48 43 41 29 42 

Access inform 
62 46 41 36 34 16 52 44 44 26 54 

Total 
57 41 38 33 30 14 49 43 42 28 47 

3.1.3 Diarrhoea: 

In all nine districts, two in every ten children (23%) under two years of age had diarrhoea at some 

point in the two weeks before the survey. Two districts, Bosaso and Adado reported high coverage 

(41%) of diarrhoea i.e. four in every ten children under two years of age had diarrhoea. Fifty one 

percent of children  who  had  diarrhoea received fluids from ORS packets or pre-packaged ORS 

fluids. Thirty two percent of children 2 years and below with diarrhoea received ORT with 

continued feeding. 

 

 



 

35 
  

Table 3: Prevalence and management of diarrhoea  

  

  

Diarrhoea 

prevalence 

Management of 

diarrhea with ORS 

Management of 

diarrhea with ORS still 

breastfeeding 

District 

Bosaso 41 61 37 

Armo 18 43 36 

Iskushuba 20 71 46 

Ufayn 17 74 26 

Alula 11 68 57 

Kismayow 17 41 21 

Adado 41 46 36 

Afmadow 24 20 14 

Bargal 19 40 21 

Age 

<= 25 years 24 46 28 

26-35 years 22 50 33 

36+ years 23 62 36 

Attended formal 

school 

No 23 48 30 

Yes 22 60 39 

Access to 

information 

No 25 49 31 

Yes 19 56 35 

Total 23 51 32 

 

3.1.5 Pneumonia and malaria 

Twenty eight percent of children under two years had suspected pneumonia in the two weeks 

before the survey, which was approximated by asking whether the child had cough, breathe faster 

than usual with short, rapid breaths or have difficulty breathing two weeks before survey.  Four 

districts had exceptionally higher pneumonia coverage than the average coverage in all nine districts 

i.e. Bosaso 42%, Iskushuban 37%, Adado 35% and Bargal 42%. Fourty four percent of children under 

two years with suspected pneumonia received antibiotic treatment from an appropriate provider. 

The mothers seeked treatment in either private facilities, government facilities, traditional 

treatment and other areas like shop, friends and relatives. On malaria, twenty percent of children  

under  age  two years had  a fever  at  one  point  in the  last  two  weeks before  the survey with 

Afmadow 34, Adado (35), and Kismayo (42) districts having a high prevalence of malaria.  One in 

ten children received any antimalarial drug antimalarial drug on the same or next day.   

Overall, the number of mothers seeking treatment at the government health facilities was 36% 

compared to 23 % in private facilities. Two districts (Iskushuban 45% and Afmadow 44%) had high 

preference to attend the government facilities while Adado had a higher preference to seek 

treatment in private compared to government facilities. Surprisingly quite a number of mothers 

(18%) in Bosaso had preference to seek health care through traditional care compared to other 

targeted districts.  
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Table 4: Prevalence of pneumonia and malaria among children >2 years. 

    
Pneumonia 

prevalence 

Antibiotic 

treatment 

pneumonia 
Malaria 

prevalence 

Anti-malarial 

treatment 

Health seeking venue 

Govt/p

ublic 
Private 

Traditi-

onal 

Other 

sources  

District 

Bosaso 42 46 18 27 36 31 18 15 

Armo 20 30 8 6 20 26 4 50 

Iskushuba 37 29 9 22 45 19 4 32 

Ufayn 16 31 10 13 35 10 8 47 

Alula 12 53 16 26 27 13 3 57 

Kismayow 26 67 42 57 39 34 8 18 

Adado 35 65 35 30 31 41 9 20 

Afmadow 26 60 34 17 44 17 6 32 

Bargal 42 20 5 8 39 7 3 51 

Age 

=< 25 yrs 28 40 19 25 39 21 9 31 

26-35 yrs 29 47 21 29 35 24 7 34 

36+ yrs 26 42 17 37 34 25 8 33 

Attended 

formal school 

No 27 45 20 30 34 24 8 33 

Yes 29 42 17 30 41 20 7 32 

Access to 
information 

No 30 41 20 31 40 24 7 29 

Yes 24 50 19 28 29 21 10 41 

Total 28 44 20 30 36 23 8 33 

 

3.1.6 Water and sanitation 

Forty one percent of the household population in the nine targeted district has  access to an 

improved source of drinking water with two district (Iskushuban 6% and Ufayn 7%) having a low 

access to the improved source of drinking water. Fourty two percent of the  population living in 

households have access to improved water source for non-drinking purposes which proportional to 

the population having access to improved drinking water. In absence of improved water source for 

drinking in the household, it was responsibility an adult woman to collect water (64%).  Sixty eight 

percent of the population had access to improved sanitation. On safe disposal of waste, 53% of the 

mothers practiced safe children 0-2 faeces disposal. Twenty seven percent of the  population is 

using  an  improved source of drinking  water  and  improved sanitation; with least population that 

have access to both improved sanitation and drinking water coming from three most rural district 

(Ufayn 4 %, Iskushuban 6% and Armo 9%). Water and soap for hand washing is available in 29 

percent of households with observed place for hand washing. Notably, only two district (Kismayo 

57% and Adado 50%) have more than half of the household population that have access to water 

and soap for hand wash. Generally, those who have access to information had access to improved 

water and sanitation but that’s not the case with mother who are educated compared to mothers 

not educated 
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Table 5: Water sanitation  

    
Improved 

drinking 

water 

source  

Improved 

non-

drinking 

water 

source  

Improved 

sanitation 

Collecting 

water 

responsibi-

lity (female 

adult) 

Collecting 

water 

responsibi-

lity (male 

adult) 

Improved 

water for 

drinking and 

sanitation 

Safe child 

faeces 

disposal 

Soap & 

water 

availability 

District 

Bosaso 23 25 82 78 3 20 23 16 

Armo 10 9 93 84 0 9 20 13 

Iskushuba 6 6 66 70 20 6 47 8 

Ufayn 7 4 92 69 28 4 94 36 

Alula 50 50 32 63 35 21 53 15 

Kismayow 45 51 65 57 34 33 87 57 

Adado 95 95 77 15 23 74 56 50 

Afmadow 77 76 68 69 20 53 80 49 

Bargal 61 68 35 69 25 25 4 12 

Age 

=< 25 yrs 41 42 71 71 20 28 54 29 

26-35 yrs 43 44 68 62 20 29 53 31 

36+ yrs 36 38 65 57 24 19 51 24 

Attended 

formal 

school 

No 
42 43 66 62 22 27 55 30 

Yes 39 40 73 69 18 26 48 27 

Access to 

information 

No 
40 42 61 70 18 22 44 21 

Yes 43 42 78 54 26 34 66 41 

Total 41 42 68 64 21 27 53 29 

 

3.1.7 Reproductive health 

The uptake of family planning among married women are exceptionally low in the nine-targeted 

districts with an overall uptake of 7 percent. The most common method of modern method of 

family planning is pills while Lactational Amenorrhea Method (LAM) was the most common non- 

modern method. The unmet need for contraception is 63 percent with over 50% cross cuttingly 

high need across all the nine-targeted districts.  
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Table 6: Family planning uptake and unmet need. 

    FP uptake FP unmet need 

District 

Bosaso 6 52 

Armo 4 87 

Iskushuba 3 57 

Ufayn 7 61 

Alula 10 54 

Kismayow 7 67 

Adado 4 64 

Afmadow 1 70 

Bargal 14 62 

Age 

=< 25 years 7 65 

26-35 years 6 63 

36+ years 7 63 

Attended formal 

school 

No 6 66 

Yes 9 58 

Access to 

information 

No 6 66 

Yes 9 60 

Total 7 63 

On the uptake of family planning and unmet need in Somalia, the uptake of family planning in 

Somalia has increased by three fold when compared to MIC 2011 data.  However, the unmet need 

of family planning among Somali has drastically increased by six folds from 2011 to 2017. The 

comparison has to be interpreted with caution since the 2011 data is for the whole countries while 

the CHSA data is for nine districts. 
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Figure 6: Comparative data on uptake of family planning and unmet need in Somalia 

Source: Multiple indicators clusters surveys (MIC) 200620 

Thirty-three percent of mothers with a live birth in the two years preceding the survey received 

antenatal care. Nearly six in every ten mothers received at least one antenatal care while only 15 

percent of women had four or more ANC visits from a skilled provider (Doctor, Nurse or trained 

midwife). Among women with a live birth, and who received Ante-Natal Care (ANC), 62 percent 

had blood pressure taken, 25 percent had urine sample taken and 31 percent had a blood test done.  

In addition, during ANC visit, 34% were educated on pregnancy danger sign with Afmadow district 

lagging behind with 17%. During pregnancy of the current last-born 58 percent of the mothers, 

received at least one dose of tetanus injection with high uptake among mothers who were educated 

(71%) compared to mothers with less education (54%). Mothers who had access to information had 

received tetanus injection compared than mothers did 
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Table 7: ANC coverage and its content. 

    

ANC 

coverage 

At least 

one ANC 

visit by 

skilled 

personnel 

At least 

four ANC 

visit by 

skilled 

personnel 

Content 

of ANC 

(blood 

pressure) 

Content 

of ANC 

(urine 

testing) 

Content 

of ANC 

(blood 

testing) 

Content of 

ANC 

(Tetanus 

vaccination) 

District 

Bosaso 34 69 7 76 12 31 74 

Armo 21 46 4 56 13 24 55 

Iskushuba 37 76 31 79 25 30 70 

Ufayn 10 51 8 47 27 22 49 

Alula 26 57 7 57 11 4 53 

Kismayow 46 89 14 63 56 63 66 

Adado 57 78 28 69 32 43 45 

Afmadow 39 58 6 52 32 29 51 

Bargal 31 71 37 70 18 35 65 

Age 

=< 25 years 34 66 13 63 24 29 61 

26-35 years 35 67 18 63 26 32 58 

36+ years 25 61 10 59 24 29 57 

Attended 

formal 

school 

No 30 62 13 58 24 27 54 

Yes 41 74 19 74 27 39 71 

Access to 

information 

No 27 61 13 59 20 23 53 

Yes 43 71 18 68 33 42 67 

Total 33 65 15 62 25 31 58 

Forty four percent of births in the two years prior to the survey were delivered with the assistance 

of a skilled attendance while equal proportion (43%) were attended by traditional birth attendant 

(TBA). Seventeen percent of the mother gave birth with support from relative/friends who are 

unskilled professionals. Majority of women who gave birth with assistance of skilled workers had 

access to information (55%) and were highly educated (53). As expected, those mother who were 

assisted by TBA and non-health professional majority had no access to information (49%,20%) and 

were less educated (45%,20%). Majority (67%) of the births were delivered at home followed by 

27% at government health facility and the least being private health facility (5%). Those mother who 

have access to information and educated are more prone to deliver in a health facility compared to 

mother who have no access to information and have no access to information.  
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Table 8: ANC coverage and its content..cont’d. 

    

Delivery 

_health 

profession

al 

Delivery 

_TBA 

Delivery 

_non health 

professional 

Institution of 

birth_Govt 

facility 

Institution of 

birth_private 

facility 

Institution of 

birth_home 

District 

Bosaso 43 52 17 31 3 66 

Armo 32 57 16 18 3 79 

Iskushuba 44 48 9 36 1 63 

Ufayn 54 21 25 8 2 90 

Alula 49 48 8 25 0 74 

Kismayow 61 35 21 27 18 54 

Adado 43 27 31 42 15 43 

Afmadow 39 43 24 38 0 61 

Bargal 29 69 4 29 2 69 

Age 

=< 25 yrs. 45 44 18 29 4 66 

26-35 yrs. 44 44 16 29 6 65 

36+ yrs. 43 42 20 20 5 75 

Attended 

formal school 

No 41 45 20 25 5 70 

Yes 53 42 12 34 6 60 

Access to 

information 

No 37 49 20 23 4 73 

Yes 55 35 12 34 7 57 

Total 44 43 17 27 5 67 

 

At post-natal care (PNC), various services were offered to those mothers who gave birth at health 

facilities (32%). After delivery, 25% of the mothers who gave birth were given the first medical 

check within 24 hours of delivery. Thirty-four percent of the mothers were educated on maternal 

health care with Iskushuban district spearheading on maternal health care even though it is a rural 

area. On the other hand, only 17% of newborn were given the first medical check up within 24hour 

while 37% of the mothers were educated on newborn danger sign. Overall, those mother who have 

education and have access to information receive maternal and newborn health care compared to 

parents without education and access to information. 
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Table 9: PNC coverage and its content  

    

Women 

educated on 

pregnancy 

danger sign 

ANC 

Women 

educated on 

maternal 

health PNC 

Women 

educated on 

danger sign of 

newborn PNC 

PNC 

mothers 

within 24hr 

PNC 

newborns 

within 24hr 

District 

Bosaso 37 51 62 29 22 

Armo 22 37 61 16 10 

Iskushuba 63 73 63 29 22 

Ufayn 39 40 30 6 5 

Alula 18 33 28 22 20 

Kismayow 23 26 26 15 8 

Adado 36 24 12 54 27 

Afmadow 17 37 16 34 17 

Bargal 55 80 69 27 23 

Age 

=< 25 years 31 42 40 26 17 

26-35 years 35 39 32 27 17 

36+ years 39 51 46 18 14 

Attended 

formal school 

No 34 38 32 23 14 

Yes 36 50 46 29 23 

Access to 

information 

No 34 46 41 21 13 

Yes 35 38 33 31 21 

Total 34 42 37 25 17 

3.2 Focus group discussion 

3.2.1 Demography 

From the 180 people interviewed in the two set of separate male and female groups in the nine 

districts, the age of people interviewed ranged from 21 to 57 years. Generally, 75% people of the 

participants had informal education. The entire male that attended the focus group were doing small 

business or are casual laborers while 87% of the females were stay home mum and 13% were 

having small-scale businesses within the town. 

3.2.2 Source of health care 

Both males and females focus group discussions reported that the most common illnesses that 

urged them to seek for medical attention includes diarrhea, malaria, consistence coughing/ 

pneumonia and fever. They said that depending with severity generally it takes them like 2-3 days to 

decide where and whether to take the patient to what type of health care source. For example, 

majority of the respondents mentioned that they first seek the ideas and management from 

traditional healer before taking the patient to a health centre. If the condition is not severe they all 

agreed that they would seek health care from a local drug shop in addition to seeking to the health 

center or traditional healer. When asked why the participant preferred any health source option 

aside from health centre, they clearly mentioned that they feel like the staff at the health centres are 
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not experienced hence prefer to go to traditional healers or private facilities even though it is 

costly. 

3.2.3 Insecurity 

The timing of when a person falls ill has a significant impact on the health seeking behavior. In the 

interviews, participants indicated that health centers could not be accessed from in the afternoon 

until the following morning. The reason for this is attributed majorly by insecurity in most Somalia 

areas. Somalia have had insecurity history for the last three decades. The participants agreed and 

appreciate that within the community there are community health care workers who are trained to 

assist the community to attend to health care issue mostly in case of emergency and at the unique 

hours when one cannot go to any health facilities. 50% of the participants agreed that at one time 

or another they have used the community health care worker while the rest agreed that they 

prefer the traditional healer over the community health care worker due to short time training they 

have had and minimal experience by most of them.  

3.2.4 Distance  

In addition, the participants mentioned that most of the villages are far from health centres and it 

takes more than 4 hours from their villages to the facilities. By the time they reach the facilities its 

already in the afternoon thus the easier and closer options are the traditional healers who are 

literally their neighbours. It was clearly mentioned in the discussions that most of the health 

facilities are not operational in the afternoons. In Somalia, after afternoon prayers, there is no much 

activity in the country and that is not an exception at the health facilities. In such cases people 

would meet with a traditional healer first as they are closer to the community.  

3.2.5 Maternal health care 

Mothers who are pregnant or giving birth prefer to use the traditional birth attendant compare to 

going at the health facilities. During the discussion, they highlighted that health staffs at the facilities 

are not experienced mostly in the area of obstetric health care compared to traditional birth 

attendant. They all agree that the mothers usually attend the antenatal care at the health facilities at 

least once. However, when they hear from the experts that they are progressing well then they do 

not see the need to give birth at the heath facility. In addition, most of the pregnancy mothers 

experience labour at usually at night and due to insecurity and distance as mentioned above, they 

prefer to seek attendance by the traditional birth attendance. 

3.2.6 Family planning 

One of the questions asked was whats there perceptions towards family planning and why Somalia 

is lagging behind in the family planning uptake. At the discussion, it was clearly agreed that birth 

spacing is important and thus the women need to consider spacing their children. The men clearly 

mentioned that they cannot use any family planning method to space children and they leave the 

responsibility to women. However, the men agreed that the women look upon then to decide or 

advise them on the right family planning method to use. On the other hand, the women agreed that 

they try to space the children though breast feeding and counting the safe days. However, most of 

time it does not work well. From the group interviewed 7% used any modern method of family 

planning with majority using pills. However, the women group mentioned that they would prefer if 
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at the health facilities they could have a private room to get the family planning advice and medicine. 

This is due to stigma associated with the usage of family planning method and thus discourage the 

women from practicing family planning. They mentioned that it would be good to hear the positive 

message of family planning from religious leaders and clan leaders since they act as big influencers at 

the community. They all agreed in unison that majority of mothers do not understand the 

importance of family planning and advocacy is crucial in Somalia. 

3.2.7 Decision-making 

Among the female group discussion, it was highlighted that they had to get permission from their 

husbands before making any decision on the health care services. Even though the mothers are the 

first to detect that, a family house member is sick but option to seek health care is limited since she 

has to wait for decision from the head of the family i.e. the man of the house. In case the man of the 

house is away; the in-laws are consulted and assist in making decision. 

3.3 Health distribution and situation in Somalia: Health facilities assessment 

A health facilities assessment on readiness and availability of services was conducted in 66 health 

facilities in 9 districts supported by Save the children. All the 66 health facilities were functioning at 

the time of assessment in November 2017. The assessment questionnaire and structure of 

reporting was adapted from SARA report conducted in 2016. However, differently, we assessed the 

based on the tiers of health care delivery system available in Somalia i.e. primary health units (PHU), 

health centre (HC) and referral health centre (RHC). Health posts (HPs) or PHU are the lowest 

tier of service provision followed by HC as intermediate tier of service provision and referral 

hospitals and being the second highest tier of service provision. We did not assess any regional 

hospital during the assessment. From the 10 districts planned for the assessment, we only assessed 

9 districts due to insecurity in Qandala. In addition, there was no PHU facility supported by SCI in 

Afmadow hence we only assessed 8 districts with PHUs supported by SCI. For the referral 

hospitals, we assessed 6 referral hospitals located in one in each districts of Adado, Afmadow, Alula, 

Bargal, Iskushuban and Ufeyn. For Kismayo and Afmadow we assessed the facilities in urban areas 

only due to insecurity outside the town area. 
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Table 10: List of facilities assessed and supported by SCI. 

Regions Districts RHC HC PHU 

Bari  Bosaso  Beldaje HC Yalho PHU 

 Boqolka Bush HC Kalabayr PHU 

 Bulo-elay HC Laag PHU 

 Central HC Karin PHU 

 Horsed HC Qaw PHU 

 Isnino HC  

 Shabelle HC  

 Tur-jalle HC  

Total 0 8 5 

Alula Alula RHC Bareda HC Hursaale 

 Habo HC Geesaley 

  Xoogad 

  Tooxin 

  Sayn wayn 

  Sayn yar 

  Ceel Qud 

Total 1 2 7 

Armo  Armo HC Carta 

 El-dahir HC Jingada 

  Jurile 

  Barokhle 

  Lasadawaco 

Total 0 2 5 

Bargal Bargal RHC** Gumbah HC Wadikhayr 

  Taageer 

  Muudiye 

Total 1 1 3 

Iskushuban Iskushuban RHC Dharor HC Gargore 

 Timirshe Caman 

 Xiriro HC Biya gudud 

  Dharjale 

  Marer 

  Xubabays 

Total 1 3 6 

Ufeyn Ufeyn Kobdhexad Gesaqabad 

  Jedal 

  Tasjic 

 Total 1 1 3 

Lower Juba Kismayo  Guulwade HC Dalxiiska 

 Suuqa xoolaha-HC Calanley 

 Muslim Aid HC-Faanole  

 Bula Ablica HC  

Total 0 4 2 

Afmadow Dhobley referral health centre Diif health centre 0 

 Afmadow health Centre 0 

 Total 1 2 0 

  Adado hospital Godinlabe Idole 

  Dhagahdher 

  Kahandho 

  Bowdadhogore 

  Adokibir 

Total 1 1 5 

 Overall total 6 24 36 
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The health care delivery system reporting is broadly categorized into general service availability and 

readiness. The aim was to assess the current status of health infrastructure, service delivery and 

system resources in the selected facilities country.  General Service Availability refers to the 

physical presence of the delivery of services and encompasses three domains of tracer indicators: 

health infrastructure, core health personnel and service utilization. General Service Readiness refers 

to the overall capacity of health facilities to provide general health services.  It measures the 

availability of items necessary to provide basic services within the following five aspects: basic 

amenities, basic equipment, standard precautions for infection prevention, diagnostic capacity, and 

essential medicines. 

3.4 General Service Availability 

3.4.1 Health infrastructure 

The indicator that was used to measure the health infrastructure of the selected districts was the 

availability of inpatient bed facilities and maternity bed facilities that provides an indicator of 

inpatient services access and delivery services access. Unfortunately, we could not assess the 

number of outpatients visiting the facilities per day. The PHUs had only outpatient’s services. On 

the 24 HC assessed, 10 (42%) were offering both inpatient and outpatient while 14 (58%) had only 

outpatient services. The Outpatient facilities only were majorly available in Bari region 13 and one 

in Adado while none in Kismayo and Afmadows districts. All the six referral hospitals were offering 

both inpatient and outpatients services.   

Table 11: List of HC facilities assessed offering inpatient and outpatient services. 

District Both in 

patient & 

outpatient 

Outpatient 

only 

Total 

Bosaso 4 4 8 

Adado 1 0 1 

Kismayo 0 4 4 

Afmadow 0 2 2 

Iskushuban 1 2 3 

Alula 1 1 2 

Armo 2 0 2 

Ufayn 1 0 1 

Bargal 0 1 1 

Total 10 14 24 

 

3.4.2 Service availability 

For the PHU, The most common available services were found to be antenatal care 95%, curative 

care for U5 87%, Adolescent health services 85% and child immunization 82%. Few facilities offered 

obstetric care 3%, family planning services 3% and HIV counselling and testing 11%. There are no 

any primary health unit reported to have blood transfusion, surgical services (cesarean section), 

services for prevention to mother to child HIV and diagnosis and treatment of STIs which is in line 

with the structured functions of a PHU which is to offers broader health services including 

maternity and obstetric services, immunization and nutrition and delivery. The government and 
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non-government health post ware almost same in terms of managing services except the 

government were managing 100% on crucial services like antenatal care, curative care under five, 

adolescence health serves and child immunization. The availability of basic services where slightly 

higher among  primary health units in urban areas compared  to rural  areas 41% and 30% 

respectively. 

Table 12: Percentage of primary health unit with basic amenities  

 

For HC, the majority of health centers had 100% of curative under five, adolescent health services, 

antenatal care serves and 96% child immunization services. In addition, more than two third of 

health centers had family planning services, delivery normal obstetric care, HIV counseling, 

laboratory diagnosis, diagnosis & treatment of malaria and storage of medicines, vaccine and 

contraceptive. Like PHU, no health center was found to have blood transfusion and surgical 

services. Generally, service were available in more than 50% of health centres in Bari region with 

more than 79% in Bosaso. Ufayn had the least districts Bari region with service availability of 62% 

while Adado in Galmudug region had the least availability of service in 46 overall among the districts 

assessed. 100% of the health centers in Bargal district, Bari region reported to provide all the 

services required to assess the facility service availability. Availability of basic services of the health 

centers were greater among non-governmental 72% and those located Urban areas 71%.   

         Services 

 
 
 

 
Districts 

Family 
planning  

ANC  

 

Child 
immunization  

Delivery 
Normal 
Obstetric 

care   

Diagnosis 
or 
treatment 

of malaria   

Curative   
care U5 

HIV 
counseling 
and testing 

services  

Mean 
availability 
of tracer 

items 

Bosaso 0 100 80 0 100 100 0 47 

Adado 0 60 20 20 20 60 20 20 

Kismayow 0 100 100 0 60 100 60 41 

iskushiban  0 100 83 0 17 83 0 30 

Alula 0 100 86 0 0 100 0 32 

Arm  0 100 100 0 0 60 0 21 

Ufayn 0 100 100 0 33 100 0 38 

Bargal 33 100 100 0 0 100 0 38 

Non-

government 2 95 82 3 28 86 10 30 

Government 0 100 100 0 0 100 0 29 

Urban 0 100 75 13 62 100 50 41 

Rural 3 93 83 0 19 83 0 30 

Total 3 95 82 3 28 87 11 33 
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Table 13: Percentage of health centers with basic amenities  

 

At the referral hospital, majority of referral hospitals had 100% of the general services as shown in 

table 14 below with few exceptions where the following services were not available i.e. family 

planning services in Afmadow, PMTC in Adado and Afmadow and surgical services Iskushuban, 

Ufayn, Bargal and Alula. Availability of basic services at the referral hospitals were greater among 

referral hospitals managed by the non-governmental organization (86%) compared to government 

institutions (79%) those located Urban areas. No referral hospitals were found in rural area during 

the study period.   

Table 14: Percentage of referral health centres with basic amenities  

  

Family 

planning 

services  

Antenat

al Care 

(ANC)  

Child 

immuniz

ation 

services,  

Obste

tric 

care   

PMTC

T 

HIV 

counselin

g and 

testing 

services  

Blood 

transf

usion  

 

Labo

rator

y 

diagn

osis    

Storage  

Mean 

availability 

of tracer 

items 

Adado 100 100 100 100 0 0 100 100 100 86 

Afmadow 0 100 100 100 0 0 100 100 100 79 

Iskushuban 100 100 100 100 100 100 100 100 100 93 

Alula 100 100 100 100 100 100 100 100 100 93 

Ufayn 100 100 100 100 100 100 100 100 100 93 

Bargal 100 100 100 100 100 100 100 100 100 93 

Non-govern 100 100 100 100 80 80 20 100 100 86 

Government 100 100 100 0 0 0 100 100 100 79 

Total 83 100 100 100 67 67 33 100 100 85 

 

 

  

Family 

planning  

Antenat

al Care 

(ANC)  

Child 

immuni

zation 

services  

Obste

tric 

care   

Diagnosi

s or 

treatmen

t of 

malaria   

Services 

for 

PMTCT 

HIV 

counseli

ng  

Laborat

ory 

diagnosi

s    

Storage 

of 

medicine

s  

Mean 

availability 

of tracer 

items 

Bosaso 100 100 100 50 100 88 100 100 88 79 

Adado 0 100 100 50 100 0 0 0 100 46 

Kismayo 25 100 100 100 0 0 75 75 25 60 

Afmadow  0 100 100 100 75 0 0 0 50 42 

Iskushuban 67 100 100 50 50 67 67 67 100 67 

Alula 100 100 67 67 67 100 100 100 100 77 

Armo 100 100 100 50 50 100 100 100 100 77 

Ufayn 0 100 100 100 0 0 0 100 100 62 

Bargal 100 100 100 100 100 100 100 100 100 85 

Non-govern 79 100 100 95 100 74 79 84 89 72 

Government 20 100 100 100 100 0 60 60 40 57 

Urban 74 100 100 100 100 63 84 84 74 71 

Rural 40 100 100 80 100 40 40 60 100 60 

Total 67 100 100 96 100 58 75 79 79 69 
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3.4.3 Health workforce 

All the facilities at the primary health unit level had at least one community health worker employed 

at the facility and atleast half of the facilities had a one full time professional nurse working at the 

facilities. At the HC, only one facility in Afmadow had a full time medical doctor employed at the 

facility while the rest of the staff were nurses who were either employed part time (68%) or full 

time (30%). At the referral centre, only Afmadow had a specialist doctor employed as full time 

while the rest of the facilities had general practitioner doctor. The rest of the staffs were nurses and 

paramedics. 

3.4.4 General Service Readiness 

General Service Readiness refers to the overall capacity of health facilities to provide general health 

services. It measures the availability of items necessary to provide basic services within the following 

five aspects: basic amenities, basic equipment, standard precautions for infection prevention, 

diagnostic capacity, and essential medicines.  

3.4.5 Basic amenities 

Basic amenities include power, improved water source, room with privacy, adequate sanitation 

facilities, communication equipment, access to computer with internet, and emergency 

transportation. At the primary health unit, none of the health facilities had emails with internet. 

However only one district, Kismayo had some facilities, 20% with functioning computers. Only 3% 

of the PHUs facilities had reported to have power supply within the health facilities. Few facilities, 

18% had private room for consultation with the patients while functioning ambulance to assist with 

transportation of emergency were reported in 18% of the PHU. Approximately a quarter, 25% of 

the primary health care units in Bosaso reported to have the basic amenities, whereas Adado had 

the lowest mean 10% availability of basic amenities and readiness services. Non-governmental 

facilities reported to have higher mean availability of basic amenities 16% compared to governmental 

facilities (13%) with exception of a functional cell phone, which was higher in government health 

post. There were no difference in services readiness among the facilities in urban and rural 14% and 

16% respectively. 
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Table 15: Availability of basic amenities tracer items at PHU  

  

Functioning  

land line 

telephone  

Functioning 

telephone 

or private 

cellphone 

Functioning 

computer 

Access to email 

& internet  

Facility have 

functioning 

ambulance 

Power 

supply  

Water 

source  

Private  room 

for consultation  

Mean 

availability 

of tracer 

items 

Bosaso 0 100 0 0 20 0 20 60 25 

Adado 0 60 0 0 0 0 20 0 10 

Kismayo 0 0 20 0 100 0 0 0 15 

Iskushuban 0 100 0 0 0 0 0 0 13 

Alula 0 100 0 0 0 20 0 60 23 

Armo 0 100 0 0 0 0 0 0 13 

Ufayn 0 100 0 0 0 0 0 0 13 

Bargal 0 100 0 0 20 0 20 60 25 

Non-

Government 0 79 3 0 16 3 8 18 16 

Government 0 100 0 0 0 0 0 0 13 

Urban 0 12 13 0 63 0 13 13 14 

Rural 0 96 0 0 3 3 6 19 16 

Total 0 79 3 0 15 3 8 18 28 

 

For the HC, the most commonly available items were private room for consultation of the patients 

(75%) and functioning telephone or private cellular phone (70%). However, Adado had no private 

room for consultation of the patients. There was no functioning internet and emails in all the health 

centres in the districts. Approximately half (47%) of the health centers in Kismayo had the basic 

equipment items, while Afmadow had the least of the basic amenities (13%). Non-governmental 

facilities were found to have slightly higher mean availability of basic amenities items (38%) 

compared to governmental facilities (37%). However, items like functioning ambulance, source of 

water (piped) and private room for consultation was higher in non-government health facilities. 

Approximately, half of the basic items were available among health centers found in urban areas, 

while less than one-third (26%) were available in rural health centers.  
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Table 16: Availability of basic amenities tracer items at HC  

  

Functioning  

land line 

telephone  

Functioning 

telephone or 

private cellular 

phone 

Functioning 

computer 

Function  

access to 

email & 

internet  

Functioning 

ambulance 

Power 

supply  

Water source 

(piped into 

facility) 

 Private  

room for 

consultation  

Mean 

Availability 

of tracer 

items 

Bosaso 0 100 0 0 13 38 25 63 30 

Adado 0 0 0 0 0 100 100 0 25 

Kismayo 0 25 0 0 75 75 100 100 47 

Afmadow  0 0 0 0 0 0 50 50 13 

Iskushuban 0 100 0 0 0 33 0 67 25 

Alula 0 100 0 0 50 100 0 100 44 

Armo 0 100 0 0 0 50 50 100 38 

Ufayn 0 0 0 0 0 100 100 100 38 

Bargal 0 100 0 0 0 0 100 100 38 

Non-Government 0 84 0 n/a 16 53 37 74 38 

Government 0 20 0 n/a 40 40 80 80 37 

Urban 0 74 0 n/a 26 58 47 79 41 

Rural 0 60 0 n/a 0 20 40 60 26 

Total 0 70 0 n/a 21 50 45 75 37 

 

All the referral hospitals from Bari, Lower juba and Galgadud regions were found to have power 

supply (100%). All the facilities in surveyed districts had private room for consultation and 

functioning computers except for facilities within Afmadow districts which none of them had the 

private room for consultation and functioning computer. All facilities (100%) in Adado had access to 

internet and computed as well as piped water source, while the rest of the referral facilities did not 

have any of similar services. Referral facilities managed by non-governmental facilities and 

governmental institutions were found to have no difference on the mean availability of basic 

amenities items. However, items like functioning ambulance were higher government hospitals. 

Table 17: Availability of basic amenities tracer items at RHC  

  

Functioning  

land line 

telephone  

Functioning 

telephone or 

private 

cellular phone 

Functioning 

computer 

Function  

access to email 

oR internet  

Functioning 

ambulance 

Power 

supply  

piped 

Water 

source  

Private  room 

for 

consultation  

Mean 

availability 

of tracer 

items 

Adado 0 0 100 100 0 100 100 100 63 

Afmadow 0 0 0 0 100 100 0 0 25 

Iskushuban 0 100 100 0 0 100 0 100 50 

Alula 0 100 100 0 100 100 0 100 63 

Ufayn 0 100 100 0 0 100 0 100 50 

Bargal 0 100 100 0 100 100 0 100 63 

Non-

Government 0 80 100 20 40 100 20 100 58 

Government 0 0 0 0 100 100 0 0 25 

Total 0 67 83 17 50 100 17 83 52 

 

3.4.6 Standard precautions for infection prevention 

Assessment of the availability of standard precautions for infection prevention was based on the 

presence of the following items: sterilization equipment, safe disposal of sharps and infectious 
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wastes, sharps box, waste receptacle, disposable syringes, disinfectant, hand-washing soap, alcohol 

based hand rub, latex gloves, masks, gowns, eye protection, and guidelines.  

The entire items related to standard precautions for infections prevention were not available in the 

PHUs except heat source for non-autoclave and non-electric equipment (stove or cooker) aware 

available in Adado where only 3% of the health post were reported to have. More than two third 

(78%) of the primary health units were found to have safe final disposal sharps as standard 

precautions item, while eye protection was not available in the health post. Less than one-third 23% 

and 20% of the primary health units had health practioneer gowns and disinfectant chlorine 

respectively. Bosaso had the highest mean availability of standard precautions for infection 

prevention 38%, while Alula had the least mean availability of standard precautions items 14% in the 

primary health unit. Facilities managed by Non-governmental organizations had higher standard 

precautions tracer items 22% compared to government health post 11%. However, safe final 

disposal of sharps was high in the government health posts. Nearly one-third 29% of the of standard 

precautions tracer items were available in urban facilities, compared in rural facilities 19%. 

 

Figure 7: Percentage of sterilization equipment at PHUs 
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Table 18: Availability of basic items at PHUs for standard precaution and infection 

prevention 

 

  

Clean 

running 

water  

Safe final 

disposal 

of sharps 

Appropriate 

storage of 

infectious waste 

Disinfectant 

(chlorine) 
Gowns 

Soap and water 

OR alcohol based 

hand rub 

Guidelines 

for standard 

precautions 

Mean 

availability 

of tracer 

items 

Bosaso 20 60 40 80 40 0 0 38 

Adado 20 60 20 0 20 0 0 18 

Kismayo 20 100 0 0 0 0 0 24 

Iskushuban 0 100 0 14 0 0 0 14 

Alula 0 60 0 40 40 20 0 22 

Armo 0 100 0 0 67 0 0 19 

Ufayn 0 100 67 0 0 0 0 26 

Bargal 20 60 40 80 40 0 0 38 

Non-

government 11 76 13 21 24 5 0 22 

Government 0 100 0 0 0 0 0 11 

Urban 25 88 25 13 25 0 0 29 

Rural 4 74 9 23 23 6 0 19 

Total 10 78 13 20 23 5 0 22 

 

At the HC, more than 40% of the health centers reported to have electric autoclave (pressure & 

wet heat) and heat source for non-electric equipment (stove or cooker) respectively.  The least 

mean availability of item was TST indicator (4%). Approximately one third of health center reported 

to have chemical for chemical HLD, automatic timer, non-electric autoclave and electric boiler with 

cover for boiling/steam.  Bosaso health centers in bari region was better equipped (41%) than other 

health centers in other districts within Bari i.e. Ufayn 13%. Alula had none of the basic sterilization 

equipment for standard precaution and infection prevention. Availability of all basic items for 

sterilization was greater among health centers managed by non-governmental organization except 

for electric autoclave, and TST indicator equipment that was higher in government managed health 

centers. More than one third (38%) of the basic sterilization items were available among urban 

health centers, while only 23% were available in rural health centers. More than two third (92%) of 

the health center reported to have safe final disposal sharps as standard precautions item while eye 

protection was least standard precautions items available among health centers (17%). More than 

two half (63%) of health centers reported appropriate storage of infectious waste and disinfectant 

(chlorine). Bosaso had the highest mean (84%) availability of standard precautions for infection 

prevention while Ufeyn had the least mean (20%) availability of standard precautions items in Bari 

region. In Lower Juba region, more than two third (65%) health facilities had standard precautions 

tracer items were available in Afmadow and 45% in Kismayo. Adado in Galgaduud region had 30% 

of its facilities with similar tracer items. Non-governmental and government health center reported 

almost the same standard precautions tracer items (56%). However, safe final disposal of sharps, 

disposable or auto disable syringes and Latex gloves were higher in health centers managed by 

government. More than two third (61%) of the of standard precautions tracer items were available 

in urban facilities, compared in rural facilities (36%). 
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Figure 8: Percentage of sterilization equipment’s at HCs 

 
 

Table 19: Availability of basic items at HCs for standard precaution and infection 

prevention  

 

 

 

Safe final 

disposal of 

sharps 

 

 

Waste 

receptacle  

 

Storage of 

infectious 

waste 

 

 

Disinfecta

nt 

(chlorine) 

 

 

Disposable 

or auto 

disable 

syringes 

 

 

 

 

Gowns  

 

 

Soap and water 

OR alcohol 

based hand rub 

 

 

Guidelines for 

standard 

precautions 

 

 

 

Mean 

Availability of 

tracer items  

Bosaso 100 100 100 100 100 75 88 38 84 

Adado 100 0 0 0 100 0 0 0 30 

Kismayo 100 25 25 25 100 50 25 0 48 

Afmadow  100 50 50 100 100 50 50 50 65 

Iskushuban 67 67 67 0 67 0 33 0 33 

Alula 100 0 0 50 50 0 100 0 35 

Armo 100 100 100 50 0 0 0 0 40 

Ufayn 0 0 0 0 100 0 0 0 20 

Bargal 100 100 100 100 100 0 0 0 60 

Non-

government 89 68 68 58 79 37 53 15 56 

Government 100 40 40 60 100 40 40 20 56 

Urban 100 68 68 63 89 47 58 21 61 

Rural 60 40 40 40 60 0 20 0 36 

Total 92 63 63 58 83 38 50 17 56 
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Half (50%) of the referral hospitals were reported to have critical sterilization equipment like 

electric autoclave (pressure & wet heat), heat source for non-electric stove/cook and automatic 

timer. The lowest mean amenities available in the facilities were TST indicator (17%) while electric 

boiler were not available in any of the referral facilities. More than one third (33%) of hospitals 

were found to have chemical for chemical HLD, electric dry heat sterilizer and non-electric 

autoclave. Iskushuban referral hospitals in Bari region was found to be better equipped (75%) than 

other referral hospitals. Availability of basic sterilization equipment was slightly greater (38%) among 

facilities managed by governmental institutions compared to non –governmental organization (33%). 

Figure 9: Percentage of sterilization equipment’s at RHCs 

 

Almost all (100%) of the referral hospitals were found to have latex gloves, disposable syringes and 

safe final disposal sharps as standard precautions item. Eye protection was lowest standard 

precautions item available among referral health centers (17%). Nearly three third (83%) of the 

hospitals reported to have soap or alcohol based hand rub. Afmadow, Alula and ufayn had highest 

(78%) mean of standard precautions items for infection prevention adado had the least available 

items for standard precautions (56%). Facilities managed by government hospitals had higher 

standard precautions tracer items (78%), compared with referral facilities managed by non-

government hospitals (69%), however Appropriate storage of infectious waste were highly found in 

facilities managed by non-governmental organization. 
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Table 20: Availability of basic items at RHCs for standard precaution and infection 

prevention  

  

  

Safe final 

disposal 

of sharps 

Appropriate 

storage of 

infectious 

waste 

Disinfect

ant 

(chlorine

) 

Disposable 

or auto 

disable 

syringes 

Gown  

Soap and 

water OR 

alcohol based 

hand rub 

Eye 

Protecti

on 

Guidelines for 

standard 

precautions 

Mean 

availability of 

tracer items 

Adaado 100 0 0 100 100 0 0 100 56 

Afmadow 100 0 100 100 100 100 100 0 78 

Iskushuban 100 100 100 100 0 100 0 0 67 

Alula 100 100 0 100 100 100 0 100 78 

Ufayn 100 100 0 100 100 100 0 100 78 

Bargal 100 100 0 100 0 100 0 100 67 

Non-

government 100 80 20 100 60 80 0 80 69 

Government 100 0 100 100 100 100 100 0 78 

Total 100 67 33 100 67 83 17 67 70 

 

3.4.7 Basic equipment 

Assessment of the availability of basic equipment was based on the presence of the following items:  

includes blood pressure machine and cuff, stethoscope, adult scale, infant scale, child scale, 

thermometer, light source, and neonatal bag and mask.  

At the PHUs, the most commonly available item were thermometer 51% followed by adult scale 

33% and blood pressure apparatus 31%. Clean delivery kits and examination light were not available 

in any health facilities. Some of the least available equipment’s in the PHU were growth charts 5%, 

child scale 16% and set of ice pack for vaccine carrier 13%. Approximately, one-third 28%, of the 

health post were found to have Stethoscope. Kismayo had the highest mean availability of basic 

ready equipment items 48% while Armo had the least 2% mean availability of basic equipment items 

at the PHU. Non-governmental health posts were found to have higher mean availability of basic 

ready equipment items 18% compared to governmental primary health unit 10%. However, the 

trend was different in adult scale where the government health post had 100% while non-

government health posts had 31 %. Urban primary health unit reported to have greater availability 

41% of all basic ready equipment tracer compared to rural health centers (11%). 
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Table 21: Availability of basic equipment’s tracer items at the PHUs  

  

Adult 

scale 

Child 

scale 

Ther

mome

ter 

Stetho

scope 

Blood 

pressure 

apparatus 

Set of Ice Packs 

for vaccine 

Carrier  

Growth 

Charts  

Mean 

availability 

of tracer 

items 

Regions              

Bosaso 20 0 60 20 20 0 0 12 

Adado 80 40 40 40 40 0 0 24 

Kismayo 40 0 100 100 100 100 40 48 

Iskushuban 83 50 57 43 43 0 0 16 

Alula 14 0 0 0 0 0 0 2 

Armo 0 20 100 0 0 0 0 10 

Ufayn 0 0 67 0 0 0 0 7 

Bargal 0 0 60 20 20 0 0 12 

Managing 

authority     

  

    

 

  

Non-government 31 16 53 29 32 13 5 18 

Government 100 0 0 0 0 0 0 10 

Urban/Rural              

Urban 50 25 100 75 75 62 25 41 

Rural 29 12 37 16 19 0 0 11 

Total 33 16 51 28 31 13 5 18 

 

At the HC, the most commonly available items were thermometer, stethoscope and child weighing 

scale (96%), adult weighing scale and vaccine carrier (92%). Availability of examination light source 

was the least basic equipment with only 29% of health centers overall reporting having it. Bosaso, 

Afmadow and Bargel had the highest mean availability of basic equipment items (86%, 85% and 80% 

compared to Adado with the least facilities with basic equipment items (60%). Governmental health 

centers were found to have higher mean availability of basic equipment items (78%) compared to 

governmental health centers (74%) except for child scale and thermometer equipment 100% were 

available in facilities managed by for non-government organizations compared to 80% for 

government health centers. Urban health centers reported greater availability (79%) on the basic 

equipment tracer items compared to rural health centers (72%) with exception to delivery kits, 

adult scale, and child scale which were 100% in rural areas. 
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Table 22: Availability of basic equipment’s tracer items at the HCs  

  

Adult 
scale 

Child 
scale 

Therm
omete

r 

Steth
oscop

e 

Blood 

pressure 
apparatu
s 

Light 
source 

Examinatio

n light 
(Flashlight 

ok)  

Clean 
Deliver

y Kits  

Set of Ice 

Packs for 
vaccine 
Carrier  

Growth 
Charts  

Mean 
availability of 

tracer items 

Regions                    

Bosaso 88 100 100 100 100 63 63 50 100 100 86 

Adado 100 100 100 100 100 0 0 0 100 0 60 

Kismayo 100 75 75 100 100 100 0 100 100 25 78 

Afmadow  100 100 100 100 100 50 50 100 100 50 85 

Iskushuban 100 100 100 100 100 0 0 100 67 100 77 

Alula 100 100 100 50 50 0 0 50 100 100 65 

Armo 50 100 100 50 0 50 50 100 100 50 65 

Ufayn 100 100 100 100 100 0 0 100 0 100 70 

Bargal 100 100 100 100 100 0 0 100 100 100 80 

Managing 

authority     

  

          

 

  

Non-
government 89 100 100 89 48 37 32 68 89 89 74 

Government 100 80 80 100 100 80 20 100 100 20 78 

Urban/Rural                    

Urban 89 95 95 94 89 53 32 68 100 79 79 

Rural 100 100 100 80 80 20 20 100 60 60 72 

Total 92 96 96 96 88 46 29 75 92 75 79 

 

At the referral hospitals, most of the basic equipment were available in all the facilities i.e. 

thermometer, Stethoscope and Child weighing scale, adult weighing scale (100%). Examination light 

source was not available in Alula referral hospital while the rest of the facilities had. Afmadow, 

Iskushuban and Ufayn had the highest mean availability of basic equipment items (100%) while other 

facilities were missing at least one of the basic equipment. Referral hospitals which are under the 

government control were found  to have higher mean availability of basic equipment items (100%) 

compared to non- governmental hospital (90%).  

Table 23: Availability of basic equipment’s tracer items at the RHCs  

  

Adult scale 
Child 

scale 

Thermome

ter 

Stethosco

pe 

Blood 

pressure 

apparatus 

Light source 

Examination 

light (Flashlight 

ok)  

Clean 

Delivery 

Kits  

Mean 

availability of 

tracer items 

Regions                 

Adaado 100 100 100 100 100 100 100 0 88 

Afmadow 100 100 100 100 100 100 100 100 100 

Iskushuban 100 100 100 100 100 100 100 100 100 

Alula 100 100 100 100 100 0 0 100 75 

Ufayn 100 100 100 100 100 100 100 100 100 

Bargal 100 100 100 100 100 100 0 100 88 

Managing 

authority     

  

          

Non-government 100 100 100 100 100 80 60 80 90 

Government 100 100 100 100 100 100 100 100 100 

Total 100 100 100 100 100 83 67 83 92 
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3.4.8 Diagnostic and treatment capacity of communicable diseases  

None of the primary health units offered STI diagnosis services nor do their staff had training on 

STI. On STI treatment, only Kismayo had 40% of its facilities offering treatment while 20% of 

Kismayo facilities had national guidelines on STI available in their facilities. On Malaria, all the 

facilities in Bosaso were offering malaria treatment, diagnosis, and all their staff were trained on 

Malaria while Kismayo followed with 60% of the facilities offering similar services. Only facilities in 

Kismayo and Bosaso had national guidelines for diagnosis and treatment of malaria while the rest of 

the district had no guideline in their facilities. Facilities in Adado, Armi, Alula and Bargal offered no 

services related to malaria nor do they have guidelines nor trained staff on Malaria. The 

management and diagnosis of common communicable diseases like malaria and STI was found to be 

offered in facilities managed by non-government health units 18% compared to government health 

units which was reported (0%). Approximately 29% of facilities managing malaria and STI were 

found in urban health centers compared to only 8% was found in rural health centers. 

Table 24: RHCs facilities offering the family planning services  

 

At the HCs, majority (71%) of the health center reported to have STI treatment service with no STI 

treatment and diagnosis services offered in Adodo and Ufeyn. More than half of the health centres  

(58%) reported that they perform malaria diagnosis and treatment with no malaria services in 

Adado, Ufeyn and Armo. 50% of the health facilities staff had training in STI and/ malaria. However, 

the availability of national guidelines of both STI and malaria were found in 100% of the HCs in 

 

STI 

diagnosis 
testing 

National 

guideline 
of STI 

Provide 
STI 

treatment 

services 

Provide 

STI 
training 

Offer 

diagnosis 
of malaria 

Malaria 
treatment 

National 

guideline for 
diagnosis 

and 

treatment of 
malaria 

Receive 
training 

for 

malaria 

Mean 
availability 
of tracer 

items 

Districts    

 

 

    
Bosaso 

0 0 0 0 100 100 80 100 
51 

Adado 
0 0 0 0 0 0 0 0 

0 

Kismayo 
0 20 40 0 60 60 40 60 

42 

Iskushuban 
0 0 0 0 17 0 0 17 

0 

Alula 
0 0 0 0 0 0 0 0 

0 

Armo 
0 0 0 0 0 0 0 0 

4 

Ufayn 
0 0 0 0 33 0 0 0 

0 

Bargal 
0 0 0 0 0 0 0 0 

51 

Managing authority          

Non-Government 0 3 6 0 26 21 16 24 13 
Government 0 0 0 0 0 0 0 0 0 

Urban/Rural          

Urban 0 13 25 0 50 50 38 50 29 
Rural 0 0 0 0 19 12 10 16 8 

Total 0 3 5 5 26 20 15 23 13 



 

60 
  

Bosaso and Bargal and four districts (Ufeyn, Armo, Afmadow and Adado) had no malaria and STI 

guidelines in the facilities. The diagnosis and treatment services of the common communicable 

diseases were reported to be high in non-government health centers (62%) compared to 

government health centers (45%). More than two third (69%) of diagnosis and treatment services of 

the common communicable diseases were found in urban health centers compared (18%) compared 

to rural health centers. 

 

Table 25: Percentage of HCs facilities diagnosis and treatment services  

 

STI treatment 
National 
guideline of 

STI 

STI training  
Provide STI 
diagnosis 

Malaria diagnosis 
testing 

Malaria 
treatment 

Mean 

Availability of 
tracer items  

 

Districts            

Bosaso 100.0 100.0 100.0 100.0 100.0 100.0 98 

Adado 0.0 0.0 0.0 0.0 0.0 0.0 10.8 

Kismayo 50.0 25.0 25.0 50.0 75.0 75.0 47 

Afmadow  50.0 0.0 0.0 50.0 0.0 50.0 19 

Iskushuban 66.7 33.3 33.3 66.7 33.3 66.7 54 

Alula 50.0 50.0 50.0 50.0 50.0 50.0 50 

Armo 100.0 0.0 50.0 100 0.0 0.0 31 

Ufayn 0.0 0.0 0.0 0.0 0.0 0.0 0 

Bargal 100.0 0.0 100.0 100.0 100.0 0.0 63 

Managing 
authority 

   
    

Non-Government 74 53 63 74 58 58 62 

Government 60 20 20 60 60 80 45 

Urban/Rural        

Urban 79 58 63 79 68 79 69 

Rural 40 0 20 40 20 0 18 

Total 71 46 54 71  58 63 58 

 

All the referral hospitals were found to have STI and malaria diagnosis and treatments services 

except in Ufeyn hospital where they reported not to have malaria diagnosis and treatment services. 

However, availability of STI and malaria guidelines were low (33%) and STI and malaria training were 

conducted in 50% of the referral facilities. The diagnosis and treatment services of the common 

communicable diseases services were found to be high in facilities managed by non-governmental 

organizations (73%) compared to institutions managed by government institutes (67%). 
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Table 26: Percentage of RHCs facilities that offer diagnosis and treatment services  

 

STI 

diagnosis 
testing 

Provide STI 

treatment 
services 

STI 
training  

National 

guideline of 
STI 

Malaria 

diagnosis 
testing 

Malaria 
treatment 

National 
guideline for 

diagnosis and 
treatment of 

malaria 

Receive 

training for 
malaria 

Mean 

availability of 
tracer items 

Districts                

Adaado 100 100 0 100 100 100 100 100 89 

Afmadow 100 100 0 0 100 100 0 0 56 

Iskushuban 100 100 100 0 100 100 100 100 89 

Alula 100 100 0 0 100 100 0 0 56 

Ufayn 100 100 100 100 0 0 0 100 56 

Bargal 100 100 100 0 100 100 0 100 78 

Managing 

authority 

   

      

Non-
Government 100 100 60 40 80 80 40 80 73 

Government 100 100 0 0 100 100 0 100 67 

Total 100 100 50 33  83 83 33 67 69 

 

3.4.9 Essential medicine 

Assessment of the availability of essential medicines was based on the presence of medicines that 

were considered particularly important and that were enquired about during the survey.  The 

essential medicines domain is comprised of twenty essential medicines including amitriptyline tablet, 

amlodipine tablet or alternative calcium channel blocker, amoxicillin syrup/suspension/dispersible 

tablet, amoxicillin tablet, ampicillin injection, beclometasone inhaler, ceftriaxone injection, enalapril 

tablet or alternative ace inhibitor, fluoxetine tablet, gentamicin injection, glibenclamide tablet, 

ibuprofen tablet, insulin regular injection, metformin tablet, omeprazole tablet or alternative, oral 

rehydration solution, paracetamol tablet, salbutamol inhaler, simvastatin tablet or other statin, and 

zinc sulphate tablet. 

Approximately over 80% of the facilities had malaria medicine and Oral rehydration solution (ORS) 

while over 50% of the facilities had zinc, iron tablets, vitamin A, paracetamol and folic acids. 

Surprisingly insecticide treated net were only available in facilities in Bosaso only. The rest of the 

categorized essential medicine were either available in few health facilties or not available as shown 

in table below. Only 5% of the health post were reported to have Progestin injection and combined 

oral contraceptive while other contraceptive medicines were not available. More than one third, 

38% of essential medicine were available in Kismayo health post in Lower Juba region where as 

Iskushuban Bari region had the least 5% on availability of essential medicines. Availably of essential 

medicine were equal in non-government health post and government health post 17%. More than 

one third, 31% of essential medicine were available in urban compared to rural health posts 13%.   
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Figure 10: Availability of essential medicines in the PHUs in the eight districts. 

 

At the HCs, Iron tables, oral rehydration solution (ORS) and Zinc were the most common available 

essential medicines (96%) across Bari, Lower juba and Galgaduud region while the least (8%) 

essential medicines were morphine granule, cefixime cap, metronizole, and misoprostol (4%). For 

family planning medicines, more the half (54%) of health center were found to have combined oral 

contraceptives medicine compared to male condom which was available in 4% of the health centres. 

More than two thirds (61%) of essential medicine was found to be available Bosaso health centers in 

Bari region while Kismayo, Alula and Ufeyn had the least availability of essential medicine (32%). 

Availably of essential medicine were higher (48%) in facilities managed by non-government health 

centers compared with government health centers (34%). The availably of essential medicine in 

urban and rural health centers were closely similar (46% for Urban and 41% for rural health 

centers). 
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Figure 11: Availability of essential medicines in the HCs in the nine districts 

 

At the referral hospital, most of the essential medicine were available as shown in Figure 12 below. 

However, crucial item like male condom and insecticide bed net were not available even at the 

referral facilities. 
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Figure 12: Availability of essential medicines in the RHCs in the 6 districts. 
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3.4.10 Maternal, neonatal, and child health services 

For each service, the percentage of facilities offering the service was computed as a measure of the 

availability of the service.  In addition, for facilities offering the service, readiness to provide the 

service was assessed based on the presence of a number of tracer items in the following domains: 

guidelines and trained staff, equipment, diagnostic capacity & medicines and commodities. 

3.4.10 Antenatal care   

More than half of the PHUs facilities reported to provide iron 59% and folic acid 51% supplements. 

However, only Kismayo had 100% of its heath unit providing tetanus toxoid to pregnant mothers, 

the rest of the facilities did not provide tetanus toxoid vaccine at all. Kismayo health posts had the 

highest 69% mean availability of the antenatal care services while iskushuban had the least mean 

availability of antenatal care 2%. Antenatal care services were highly offered in government health 

post 33% compared with non-government health post 27%. More than half 57% of facilities found in 

urban areas reported to provide antenatal care services compared with rural health facilites 19%. 

Only 4 districts, 23% had some facilities offering intermittent preventive treatment for malaria (IPT) 

with Bosaso district having all its facilities offering IPT services. However, none of the facilities had 

IPT guideline. Three district (Iskushuban, Adado and Armo) had no guideline on ANC at their 

premises while the rest the districts had facilities with the ANC guideline with 100% availability in 

Ufayn district. 

Table 27: Percentage of PHUs facilities offering key antenatal care services  

 

Iron 

supple

ment 

Folic acid 

supplement 
IPT 

Tetanus 

toxoid 

vaccination 

Monitoring 

hypertensive 

disorder  

Guidelines 

available 

antenatal care 

Available 

IPT 

guideline 

ANC services 

training 
IPT training 

Mean 

availability of 

tracer items 

District 

         

 

Bosaso 100 80 100 0 0 20 0 60 0 40 

Adado 60 60 20 0 0 0 40 60 0 26 

Kismayo 100 100 60 100 80 20 0 80 80 69 

Iskushuban 0 0 0 0 0 0 0 16 0 2 

Alula 57 57 0 0 28 42 0 42 0 25 

Armo 40 20 0 0 0 0 0 0 0 6 

Ufayn 66 66 0 0 0 100 0 100 0 37 

Bargal 66 33 0 0 0 33 0 66 0 22 

Managing 

authority          

 

Non-

government 58 50 24 13 16 24 0 47 11 27 

Government 100 100 0 0 0 0 0 100 0 33 

Urban/Rural           

Urban 100 89 63 63 50 13 0 88 50 57 

Rural 48 42 12 0 1 26 0 39 0 19 

Total 59 51 23 13 16 23 0 49 10 27 

 

At the HCs, provision of antenatal care was reported to be high (92%) across districts in the three 

reions. More than two-thirds 79% and 75% of health centers reported to provide tetanus toxoid 

vaccination and iron supplementation respectively. 83% of the health centers reported to have 
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ANC services training among its staffs, while only 33% reported to have available IPT guideline. 

Bosaso health centers had the highest 85% mean availability of the antenatal care services compared 

to other districts in the study whereas Ufayn reported to have the least mean availability of 

antenatal care (11%). Antenatal care services were high (73%) in facilities managed by government 

health center, compared to health centers managed by non-governmental organisations (63%). 

More than two-thirds (74%) of urban health center were found to have antenatal care services 

compared to rural health centers (49%)   

Table 28: Percentage of HCs facilities offering key antenatal care services 

 

Iron 

supplement

ation 

Folic acid 

suppleme

ntation 

IPTP 

Tetanus 

toxoid 

vaccination 

Monitoring 

hypertensiv

e disorder 

Guidelines 

available 

antenatal 

care 

Available IPT 

guild line 

ANC services 

training 

IPT 

training 

Mean 

Availability of 

tracer items 

District 

    

 

     Bosaso 100 25 100 100 86 100 63 100 75 85 

Adado 100 100 0 100 0 100 0 100 0 67 

Kismayo 100 100 75 100 100 75 0 75 50 72 

Afmadow 100 100 50 100 0 100 0 100 50 78 

Iskushuban 33 33 33 67 100 33 0 33 0 33 

Alula 50 0 50 0 50 100 50 100 100 61 

Armo 0 0 100 100 100 100 50 100 100 72 

Ufayn 0 0 0 0 0 0 0 0 0 11 

Bargal 100 100 0 0 100 100 100 100 100 78 

Managing 

authority     

 

     

Non-

government 68 31 63 74 

78 

84 42 48 63 63 

Government 100 100 80 100 60 80 0 80 40 73 

Urban/Rural           

Urban 79 42 79 89 79 89 37 89 63 74 

Rural 60 60 20 40 60 60 20 60 40 49 

Total 75 46 67 79 75 83 33 83 58 68 

 

At the referral level, health facilities had offered ANC training to the staffs and were offering 

services to monitor hypertension to the pregnant mother. Approximately three third (83%) of the 

referral hospital were offering tetanus toxoid vaccination and iron supplementation with exception 

of one or two facilities as shown below. Referral hospitals in Adaado, Iskushuban and Bargel had the 

highest (75%) mean availability of the antenatal care services compared to other districts in the 

study, whereas Alula were reported to have the least antenatal services (50%). There were no 

difference in the antenatal care services available in facilities managed by government and non-

government organizations. 
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Table 29: Percentage of RHCs facilities offering key antenatal care services  

  

Iron 

supplement

ation 

Folic acid 

suppleme

ntation 

IPTP 

Tetanus 

toxoid 

vaccinatio

n 

Monitoring 

Hypertensi

on 

Guidelines 

available 

antenatal care 

Available IPT 

guild line   

ANC services 

training 

IPT 

training 

Mean 

availability of 

tracer items 

District                      

Adaado 100 100 0 100 100 0 100 100 0 75 

Afmadow 100 100 0 100 100 0 0 100 0 63 

Iskushuban 100 100 100 100 100 0 0 100 0 75 

Alula 0 0 100 0 100 0 0 100 0 50 

Ufayn 100 0 100 100 100 0 0 100 100 63 

Bargal 100 100 0 100 100 100 0 100 0 75 

Managing 

authority           

Non-

government 80 60 60 80 100 20 20 100 20 65 

Government 100 100 0 100 100 0 0 100 0 63 

Total 83 67 50 83 100 17 17 100 17 65 

 

3.4.11 Obstetric and new-born care services 

None of the obstetric and newborn care services were offered at the PHU level. At the HC level, 

approximately half of the facilities in the districts at Bari region had delivery services except Ufayn 

which none of its health centres offered similar services. Crucial services like neonatal resuscitation 

was not available in health centres in Afmadow district while manual removal of placenta and 

assisted vaginal delivery services were not available in facilities in Kismayo and Ufeyn districts. 

However, no health center reported to have blood transfusion services and cesarean section. Only 

few facilities in Bosaso 38% had guidelines for pregnant management while Kismayo had trained all 

its staffs on delivery services. Obstetric and newborn care services were highly available among 

facilties managed by government (29%) compared to non-governmental health centers (29%). (23%) 

of the health center reported to be located in urban areas compared to 17% of health centers at 

the rural areas. 
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Table 30: Percentage of HCs facilities offering obstetric and neonatal care services  

 

 

Offers 

delivery 

services 

Parenteral 

administra

tion of 

antibiotics 

Parenteral 

administra

tion of 

oxytocic 

drugs 

Parenteral 

administrati

on of anti-

consultants 

Assisted 

vaginal 

delivery 

Manual 

removal of 

placenta 

Manual 

removal of 

retained 

products 

neonatal 

resuscit

ation 

National 

guideline for 

pregnant 

management 

care  

Provided 

training 

on 

delivery 

services  

 

 

Mean 

Availability 

of tracer 

items  

Regions                    

Bosaso 50 50 38 50 50 50 50 50 38 25 15 

Adado 0 100 100 100 100 100 0 100 0 0 50 

Kismayo 0 75 50 25 0 0 100 25 0 100 33 

Afmadow  0 50 50 50 50 50 50 0 0 50 24 

Iskushuban 67 0 67 0 67 67 67 67 0 0 33 

Alula 50 50 50 0 50 50 50 50 0 0 24 

Armo 100 0 50 0 100 100 100 100 0 0 46 

Ufayn 0 0 100 0 0 0 0 0 0 0 15 

Bargal 100 0 100 0 100 100 100 100 0 0 50 

Facility type                    

Non-

government 53 32 53 23 58 58 58 58 16 16 21 

Government 0 80 60 20 20 20 80 20 0 80 29 

Urban/Rural            

Urban 42 47 47 26 47 47 63 53 16 32 17 

Rural 40 20 80 40 60 60 60 40 0 20 23 

Total 42 42 54 29 50 50 63 50 13 29 17 

 

All the referral hospitals were offering obstetric care like neonatal resuscitation, manual removal of 

placenta, and parental administration of oxytocic drugs and assisted vaginal delivery services. 

Adaado had the highest (92%) mean availability of obstetric and newborn care services compared to 

Iskushuban and Ufayn which had some crucial obstetric and newborn care services missing (58%) as 

shown in the table below. There no difference at the facilities managed by governmental and non-

governmental organizations in offering obstetric and newborn care services. 
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Table 31: Percentage of RHCs facilities offering obstetric and neonatal care services 

  

Delivery 

services 

Parenteral administration 
Assisted 

vaginal 

delivery 

Manual 

removal 

of 

placenta 

Manual 

removal 

of 

retained 

products 

National 

guideline for 

pregnant 

management 

care  

Provided 

training on 

delivery 

services  

Mean 

availability 

of tracer 

items 

antibi

otic 

oxytocic 

drugs 

anti-

convol

nants 

Regions                  

Adaado 0 100 100 100 100 100 100 100 100 92 

Afmadow 0 100 100 100 100 100 100 0 0 75 

Iskushuban 100 100 100 0 100 100 100 0 0 58 

Alula 100 100 100 100 100 100 100 0 0 67 

Ufayn 100 100 100 0 100 100 100 0 0 58 

Bargal 100 100 100 100 100 100 100 0 0 67 

Facility type                  

Non-

government 80 60 100 60 100 100 100 20 20 65 

Government 0 100 100 100 0 100 100 0 0 67 

Total 67 67 100 67 100 100 100 17 17 65 

 

4.4.12 Child immunization 

100% of the primary health units in Kismayo district offered routine childhood immunization 

services like BCG vaccine, oral polio vaccine, DPT-HIB+HepB (pentavalent vaccine) and measles 

immunization services while Bosaso and Bargal had 20% of its facilities offering the childhood 

vaccination services. Facilities in five districts (Adado, Iskushuban, Armo, Ufeyn and Alula) did not 

offer any childhood immunization services. More than one third (33%) of health post had at least 

one staff trained on childhood immunization across health unit except in Adado where none of the 

facilities had staff trained on childhood immunisation. More than 80% of the health units in Kismayo 

had national guidelines for immunisation within the facilities while Armo and Adado had no facilities 

with national guideline for immunization.  The rest of the districts had more than 20% of its facilities 

with the guideline. Health posts managed by non-governmental organization were found to have 

availability more of childhood immunization services compared to government health post. More 

than half of immunization services were found in urban health units compared to rural 7%. 
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Table 32: Percentage of PHUs facilities offering the routine child immunization services  

  

Measles 

immunization 

DPT-

HiB+Hep

B 

immunizat

ion  

Oral polio 

vaccine 
BCG vaccine 

Available 

national 

guideline for 

immunization   

Received child 

immunization 

training  

Refrigerator 

Storage 

vaccine  

Mean 

availabilit

y of 

tracer 

items 

Regions                 

Bosaso 20 20 20 20 20 40 0 20 

Adado 0 0 0 0 0 0 0 0 

Kismayo 100 100 100 100 80 80 0 80 

Iskushuban 0 0 0 0 43 43 0 12 

Alula 0 0 0 0 20 40 0 9 

Armo 0 0 0 0 0 33 0 5 

Ufayn 0 0 0 0 33 33 0 10 

Bargal 20 20 20 20 20 40 0 20 

Managing 

authority         

Non- government 16 16 16 16 26 34 0 18 

Government 0 0 0 0 0 0 0 0 

Urban/Rural         

Urban 63 63 63 63 50 59 0 52 

Rural 3 0 0 0 19 29 0 7 

Total 16 16 16 16 26 33 0 18 

 

At the HCs, the highest vaccine offered by most of the facilities was the oral polio vaccine 

immunization services (79%) except facilities in Alula, Ufeyn and Bargal did not offer similar 

services at all. BCG vaccine was least (46%) offered vaccine immunization services across health 

center in Alula, Armo, Ufeyn and Bargal AND Bosaso only 25%of its facilities offered similar 

services. DPT-HIB+HepB immunization (pentavalent vaccine) and measles immunization services 

were offered across 71% of the health centers in the three regions with three districts in Bari 

region lagging behind. 71% of the overall facilities had at least one trained staff on child 

immunization while 50% of the facilities had national guidelines for immunization. Facilities 

managed by government health center were found to have high mean availability of child 

immunization services compared to facilities managed by non-governmental organization across 

the districts. More than two third of immunization services were found in urban health center 

compared with rural area (43%). 
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Table 33: Percentage of HCs facilities offering the routine child immunization services  

  

Measles 

immunization 

DPT-

HiB+HepB 

immunization  

Oral 

polio 

vaccine 

BCG 

vaccine 

Available national 

guideline for 

immunization   

Received child 

immunization 

training  

Refrigerator 

Storage 

vaccine  

 

Mean Availability of 

tracer items  

Regions                 

Bosaso 100 100 100 25 25 75 88 73 

Adado 0 100 100 100 100 0 100 71 

Kismayo 100 100 100 100 100 100 25 89 

Afmadow  100 100 100 100 100 50 100 93 

Iskushuban 67 67 67 67 67 33 67 62 

Alula 0 0 0 0 0 100 100 29 

Armo 50 100 100 0 0 100 100 64 

Ufayn 0 0 0 0 0 0 100 14 

Bargal 0 0 0 0 0 100 100 29 

Managing 

authority         

Non- 

government 63 74 74 32 58 58 84 63 

Government 100 100 100 100 20 80 60 80 

Urban/Rural         

Urban 84 89 89 53 53 74 79 74 

Rural 20 40 40 20 40 60 80 43 

Total 71 71 79 46 50 71 79 67 

 

At the referral hospital, all the childhood recommended vaccines like polio, pentavalent and measles 

were available. However, BCG vaccine was available in 50%) of the referral hospitals in Bari, Lower 

juba and Galgaduud region. At least 50% of the referral facilities had national guideline for 

immunization. In addition, at least one staff (83%) was trained on child immunization across referral 

hospitals in the regions. Surprisingly, referral hospital in Alula was found not to have immunization 

services. Facilities managed by government institutions were found to have higher mean availability 

of child immunization services compared facilities managed by non-governmental organizations in 

the districts. 
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Table 34: Percentage of RHCs facilities offering the routine child immunization services  

  

Measles 

immunization 

DPT-

HiB+HepB 

immunization  

Oral 

polio 

vaccine 

BCG 

vaccine 

Available national 

guideline for 

immunization   

Received child 

immunization 

training  

Refrigerator 

Storage 

vaccine  

Mean availability of 

tracer items 

Districts                 

Adaado 100 100 100 100 0 0 100 71 

Afmadow 100 100 100 100 0 100 100 86 

Iskushuban 100 100 100 0 100 100 0 71 

Alula 0 0 0 0 0 100 100 29 

Ufayn 100 100 100 0 100 100 100 86 

Bargal 100 100 100 100 100 100 100 100 

Managing 

authority         

Non- 

government 80 80 80 40 60 80 80 71 

Government 100 100 100 100 100 100 100 100 

Total 83 83 83 50 50 83 83 74 

 

3.4.13 Family Planning 

At the PHUs there were minimal family planning services offered at the facilities. Only 33% of the 

health facilities in Bargal district were offering family planning services specifically combined oral 

contraceptive, the rest of the methods were not available.  

At the HCs, combined oral contraceptive was reported to be the highest (62%) method of family 

planning services offered among other family planning methods compared a number of family 

planning methods not offered at the facilities like male sterilization, female sterilization, Implant, 

male condoms and female condoms (0%). More than half (54%) of health workers in the health 

centers had family planning training. However, only less than one-third (29%) of the facilities were 

found to have family planning guidelines. Nearly half (46%) of the facilities in Bosaso offered family 

planning methods where as in Adado, Afmadow, and Ufayn reported to have no family planning 

methods at all. More than one third (36%) of family planning method were available in Alula, Armo 

and Bargel districts in Bari region an close to 2% of the services in Kismayo offered similar services. 

More than one third (32%) of family planning methods were available in facilities managed by non-

governmental organizations while government health centers reported to have (1%) similar family 

planning services.  Urban health centers reported greater availability of family planning methods 

(29%) compared to rural health centers (14%) 



 

73 
  

Table 35: HCs facilities offering the family planning services  

  

 

 

 

Combined 

oral 

contracepti

ves 

 

 

Progestin-

only 

contracepti

ves 

 

 

Combined 

injectable 

contracepti

ves 

 

 

 

Progestin-

only 

injectable 

contracepti

ves 

 

 

 

IUC

D 

 

 

 

Cycle 

beads 

for 

standa

rd 

days 

metho

d 

 

 

Emergency 

contracept

ive pills 

 

 

Nation

al 

family 

plannin

g 

guideli

ne 

 

 

Receiv

ed any 

trainin

g of 

family 

plannin

g 

 

Mean 

Availabil

ity of 

tracer 

items  

Regions                  

Bosaso 100 100 88 88 13 50 38 75 100 46 

Adado 0 0 0 0 0 0 0 0 0 0 

Kismayo 0 0 25 0 0 0 0 0 0 2 

Afmadow  0 0 0 0 0 0 0 0 0 0 

Iskushuban 67 67 33 0 0 67 67 0 0 21 

Alula 100 50 0 0 0 100 100 50 100 36 

Armo 100 100 100 50 0 50 0 0 100 36 

Ufayn 0 0 0 0 0 0 0 0 0 0 

Bargal 100 100 0 0 0 100 100 0 100 36 

Managing 

authority               

   

Non- 

Government 79 74 52 42 5 52 42 37 68 32 

Government 0 0 20 0 0 0 0 0 0 1 

Urban/Rural           

Urban 68 63 52 36 5 47 37 37 58 29 

Rural 40 40 20 20 0 20 20 0 40 14 

Total 62 58 46 20 4 42 33 29 54 25 

 

At the referral hospitals, combined oral contraceptive is reported to be the highest offered family 

planning services in all districts except in Afmadow where similar service are not offered. 

Surprisingly a number of family planning methods are not offered at all the referral hospitals 

assessed i.e. male sterilization, female sterilization, Implant, male condoms and female condoms.  
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Table 36: RHCs facilities offering the family planning services  

  

Combined 

oral 

contraceptives 

Progestin-only 

contraceptives 

Combined 

injectable 

contraceptives 

Progestin-only 

injectable 

contraceptives 

IUCD 

Emergency 

contraceptive 

pills 

National 

family 

planning 

guideline 

Received 

any 

training 

of family 

planning 

Mean 

availability 

of tracer 

items 

Districts                

Adaado 100 0 0 100 0 0 0 0 14 

Afmadow 0 0 0 0 0 0 0 0 0 

Iskushuban 100 100 100 100 0 0 0 0 29 

Alula 100 0 100 100 0 100 0 100 43 

Ufayn 100 100 0 0 0 100 0 100 36 

Bargal 100 0 100 0 100 100 0 100 43 

Managing authority                

Non- Government 100 40 60 60 20 60 0 60 31 

Government 0 0 0 0 0 0 0 0 0 

Total 83 33 50 50 17 50 0 50 27 

 

3.4.13 Child health preventive and curative care services 

Over all, at the PHUs facilities there were under five curative services available in the regions with 

Kismayo district 57% having the highest number of facilities offering the services while Iskushuban 

district have the least (10%) number of facilities offering similar services. More than 60% of the 

health facilities in each district were offering ORS and zinc supplementation to children except 

Iskushuban where only 17% of the health services in the district offered similar services. ORS and 

zinc supplements 74% were more commonly available service in the health facilities followed by iron 

supplements 56% and the least available service were vitamin A 21%. Malnutrition management was 

available in facilities in Bari region and none of the facilities was offering similar service in Galmudug 

and Lower Juba region. In Bari region, all the facilities in Ufayn district were offering malnutrition 

services, while more than 50% of the facilities in 4 districts (Bosaso, Iskushuban, Alula and Bargal) 

were offering malnutrition diagnosis.  Armo had the least number of facilities offering the 

malnutrition services in Bari region. Child growth monitoring was not offered in any of the facilities 

in the eight districts. Overall, 21% of the facilities had IMCI guidelines for diagnosis and management 

of childhood diseases with none existing in Armo, Iskushuban and Alula. Facilities managed by non-

government organization were found to provide more of under-five curative services compared to 

government health units except iron and ORS & Zinc supplementation, which were higher in the 

government health posts. Generally, under five curative care were available in urban health posts 

54% compared to rural health post 27%. 
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Table 37: Percentage of PHUs facilities offering child curative care services  

 

Diagnosis/treat 

malnutrition 

Vitamin A 

supplement

ation 

Iron 

suppleme

ntation 

ORS and zinc 

supplementatio

n to children 

with diarrhea 

Child growth 

monitoring 

IMCI guidelines 

for Diagnosis -& 

Management of 

Childhood 

Mean 

availability of 

tracer items 

Regions 

       
Bosaso 

60 40 80 100 0 40 
53 

Adado 
0 20 60 60 0 40 

30 

Kismayo 
0 100 100 100 0 20 

53 

Iskushuban 
50 0 0 17 0 0 

11 

Alula 
57 0 71 100 0 0 

38 

Armo 
20 0 20 60 0 0 

17 

Ufayn 
100 0 67 67 0 33 

44 

Bargal 
67 0 67 100 0 67 

50 

Managing authority        

Non-Government 42 21 55 73 0 21 33 

Government 0 0 100 100 0 0 29 

Urban/Rural        

Urban 13 75 100 100 0 38 54 

Rural 48 0 45 68 0 16 27 

Total 41 21 56 74 0 21 33 

 

At the HCs, treatment for children with diarrhea (ORS and zinc supplementation) and malnutrition 

were reported to be the highest offered services among under five children, 92% and 83% 

respectively. More than two-thirds (75%) of the health centers were reported to provide iron 

supplementation while more than half (54%) had vitamin A supplementation. Bosaso was found to 

have the highest (95%) mean of curative under five children services offered across districts in Bari, 

Lower juba and Galgaduud. The national guidelines for child growth and monitoring was the least 

available services with no facilities having the guidelines in four districts i.e. Adado, Kismayo, 

Afmadow and Ufayn. Facilites managed by non-government health centers were found have higher 

under five curative services compared to facilities managed by government health center except for 

iron supplementation, which was higher (67 to 100%) in the government health centers. It was also 

reported that under five curative care was higher in urban health center compared to rural health 

center. 
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Table 38: Percentage of HCs offering child curative care services 

 

Diagnosis/tr

eat 

malnutrition 

Vitamin A 

suppl  
Iron suppl 

ORS and zinc 

suppl 

Child growth 

monitoring 

IMCI guidelines for 

Diagnosis -& 

Management of 

Childhood 

National guideline 

for growth 

Monitoring  
Mean Availability 

of tracer items  

Regions                 

Bosaso 100 100 100 100 100 88 88 95 

Adado 100 100 100 100 0 0 0 63 

Kismayo 50 50 100 75 50 0 0 50 

Afmadow  50 100 100 100 0 0 0 50 

Iskushuban 67 0 33 100 100 33 33 50 

Alula 100 0 50 50 100 50 50 56 

Armo 100 0 0 100 50 50 50 50 

Ufayn 100 0 0 100 100 0 0 38 

Bargal 100 0 100 100 100 100 100 88 

Managing 

authority         

Non-

Government 75 53 67 75 89 58 59 68 

Government 40 60 100 80 20 0 0 45 

Urban/Rural         

Urban 84 63 79 89 79 52 53 72 

Rural 80 20 60 10 60 20 20 39 

Total 83 54 75 92 75 75 46 71 

 

At the referral hospitals, most of the under-five curative services were available among health 

referral hospital. Treatment for children with diarrhea (ORS and zinc supplementation) and 

malnutrition were found to be the highest among under five curatives services (100%) while more 

than two third (76%) of the hospitals were reported to provide iron supplementation and vitamin A 

supplementation. Bargel referral hospital in Bari region wat the only referral hospital that offered all 

the under-five curative services in all the districts assessed. Facilities managed by non-governmental 

organizations were found to provide more under five curative services compared to facilities 

managed by government institutions except iron, vitamin A supplementation and ORS which was 

highly offered in government managed facilities. 
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Table 39: Percentage of RHCs facilities offering child curative care services  

  

Diagnosis/

treat 

malnutriti

on 

Vitamin A 

supplementatio

n  

Iron 

supplementat

ion 

ORS and zinc 

supplementati

on to children 

with diarrhea 

Child 

growth 

monitoring 

IMCI guidelines for 

Diagnosis -& 

Management of 

Childhood 

National 

guideline for 

growth 

Monitoring  

Mean 

availability 

of tracer 

items 

Regions                 

Adaado 100 100 100 100 0 100 0 75 

Afmadow 100 100 100 100 100 0 0 75 

Iskushuban 100 0 100 100 100 100 100 88 

Alula 100 0 100 100 0 100 100 75 

Ufayn 100 100 0 100 100 100 100 88 

Bargal 100 100 100 100 100 100 100 100 

Managing 

authority         

Non-Government 100 60 80 100 60 100 80 85 

Government 100 100 100 100 100 0 0 75 

Total 100 67 83 100 67 83 67 83 

 

3.4.14 Additional services offered by only referral facilities: 

3.4.14.1 Surgical services  

More than one third (33%) of the referral hospitals were found to some surgical services like 

wound debridement and episiotomy cervical and vaginal also more one than one third of them 

(33%) had at least one training for anesthesia and cesarean surgery. However, no hospital was 

reported to have neonatal surgery and obstetric fistula repair surgery (0%). Afmadow referral 

hospitals were found to have the highest (55%) of surgical services compared to the rest of the 

referrals hospitals as shown in the table below. The surgical services were found to be high in 

facilties managed by government hospitals (45%) compared to facilities managed by non- 

government health centers (13%). 

Table 40: Percentage of RHs facilities that offer surgical services 

 

Wound 

debrideme

nt  

Provide 

suturing  

Dilation & 

Curettage 

Obstetri

c Fistula 

repair  

Episitomy_

cervical 

and vaginal 

lapart

omy 

neonatal

_surgery 

Surgery 

training 

Cesarea

n 

surgery 

training 

Anesthsi

a_trainin

g 

Mean 

availability of 

tracer items 

Regions                   

Adaado 100 100 100 0 0 100 0 0 100 100 55 

Afmadow 100 100 0 0 0 0 0 0 100 100 36 

Iskushuban 0 0 0 0 100 0 0 0 0 0 9 

Alula 0 0 0 0 100 0 0 0 0 0 9 

Ufayn 0 0 0 0 100 0 0 0 0 0 9 

Bargal 0 0 0 0 100 0 0 0 0 0 9 

Facility 

type 

 

            

 

  

  

NGO 20 20 20 0 20 20 0 0 20 20 13 

Government 100 100 0 0 100 0 0 0 100 100 45 

Total 33 33 17 0 33 17 0 0 33 33 18 
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3.4.14.2 Blood and serological test 

More than one third (33%) of the referral hospitals were found to have hepatitis B, hepatitis C 

screening services. Only (17%) of the hospitals had blood transfusion services. However, none of 

referral hospital was reported to have refrigerator of safe blood transfusion as we as training and 

guidelines of safe blood transfusion. Adaado referral hospitals were found to have the high number 

(60%) of blood and serological testing services compared to hospitals to the rest of the facilities. 

Blood and serological testing services were found to be higher in facilities managed by government 

hospitals (100%) compared to non- government organization (20%), except hepatitis B screening 

that was found to be higher in non-governmental managed referral hospitals.  

Table 41: Percentage of RHs facilities that offer Blood and serological testing services  

  

Blood 

transfusion 

services 

Any source 

of blood 

from 

regional 

blood center  

Screen 

HIV 

Screen 

Syphilis  

Screen 

hepatitis 

B 

Screen 

hepatitis c 

Refrigerato

r for Blood 

storage 

Guidelines of 

safe blood 

transfusion   

Training 

on blood 

transfusio

n 

Mean 

availability 

of tracer 

items 

Regions                  

Adaado 100 100 0 0 100 0 0 0 100 100 

Afmadow 100 0 0 0 0 0 0 0 100 100 

Iskushuban 0 0 0 100 0 0 0 0 0 0 

Alula 0 0 0 100 0 0 0 0 0 0 

Ufayn 0 0 0 100 0 0 0 0 0 0 

Bargal 0 0 0 100 0 0 0 0 0 0 

Facility type                  

Non-

government 20 20 0 20 20 0 0 0 20 20 

Government 100 0 0 100 0 0 0 0 100 100 

Total 
33 17 0 33 17 0 0 0 33 33 

 

3.4.14.3 Diagnostic laboratory and radiology services 

All referral hospitals (100%) were found have rapid urine pregnant test. More than two third of 

them of referral facilities (67%) had rapid malaria test. Ultrasound, x-ray were limited with mean 

availability of only 17% across referrals hospitals in Bari, Lower juba and Galgaduud regions. Adaado 

district referral hospitals were found to have the highest (88%) mean availability of diagnosis 

services while Ufayn referral hospital reported to have the least diagnostic services (6%). Diagnosis 

testing services were found to be higher in facilities managed by government hospitals (75%) 

compared to facilities managed by non- government health centers (29%). 
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Figure 13: Laboratory diagnostic services offered at the referral 

hospital
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3.5 Community health care workers work experiences at community and health facility level. 

From the 95 community health workers interviewed, 65% were found at the health facilities while 

35% were found at the community level. Community health workers had diverse role at the facility 

and community level. Majority of the CHW in Bari region were providing home based visits while in 

Galgadud and lower Juba regions majority were providing health education information to the 

community. It was evident that in Bari region only less than 2% of the CHW provided delivery 

services to the expectant mothers while none were found in Galgadud and lower Juba regions. 

Figure 14: Role performed by CHW at the facility and community level by regions 
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All the CHWs in Bari and lower Juba a were commuting at a distance of approximately less than 50 

kilometers while in Galgadud region only 56% of the CHWs are community at a distance of less 

than 50 kilometer.  More than 80% in each village in Bari and Lower Juba have at least 3 CHW to 

serve the community health needs while in Galgadud region 44% of the villages  have less than 3 

CHW to serve the community.  

3.5.1 Job titles 

From the 95 community health workers interviewed at the community or facilities levels, they had a 

diverse range of job titles related to their career. Majority (63%) of the community health care 

workers interviewed were correctly refered as community health care workers while the rest had 

titles like midwife (5%), nurse (20%), health promoter (6%) and community nutritionist (2%). Even 

though the title varied, however, there role as community health care workers was clear. 
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Figure 15: The various titles referred to community health care workers in Somalia. 

 

3.5.2 Education levels 

Majority (80%) of the community health care worker interviewed in the selected 9 districts had 

fundamental education while 20% had tertiary education. None of the health care workers at 

Galgadud region had tertiary education while more that 20% of the health care workers in Bari and 

Lower Juba region had tertiary education. Among the health care workers who had tertiary 

educations, females were more (23%) than men while those younger than 45 years of age (35%) 

were more likely to have tertiary education. None of the community health care workers older 

than 45 years of age had tertiary education. 

Table 42: Level of education of the community health care workers. 

  Fundamental  Tertiary 

Districts Bari region 79 21 

Lowerjuba 73 27 

Galgadud 100 0 

Age =< 25 years 69 31 

26-35 years 83 17 

36-45 years 82 18 

46+ years 100 0 

Gender Male  82 18 

Female 77 23 

 Total 80 20 

3.5.3 Training and work experience: 

Of the 95 community health care workers interviewed, only 53% were professionally trained as 

community health care workers with majority of them being in Bari regions. 

Figure 16: Number of community health care workers professionally trained as CHW 
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During the working phase, at least 74% of the CHW have received on job training with lower Juba 

having more than 90% of its staff trained while Bari and Galgadud region 73% and 63% respectively 

theirs staffs were trained.  

The training topics conducted during their working phases varied. CHW mentioned a number of 

training topics they had. Figure 17 below shows the various training conducted with majority of the 

training being general public health issues (37%). 

Figure 17: Various type of training the CHW had during their work. 

 

The ministry of health in Bari region conducted majority (60%) of the on job-training while in Lower 

Juba (64%) and Galgadud (67%) regions the NGOs fraternity conducted majority of the staffs 

training in region. In addition, for Galgadud region quite a number of training (33%) were conducted 

by the academic institutions, which was not happening in the other two regions. 
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Figure 18: Number of community health care workers trained at work  

 

 

Majority (70%) of the community health care workers interviewed had experience less than 3 years 

with majority of the workers being found in Galgadud region (78%). It was only in Bari region where 

the community health care workers (15%) were found to have experiences of more than 7 years. 

Figure 19: Community health care workers and number of experiences per districts 
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3.5.4 Salary and supervision 

Of the 95 CHW who worked, close to 30% are not payed salary hence work as volunteers. In Bari 

region 16% of the CHW were not earning any money while in Lower Juba (27%) and Galgadud 

(44%) region were not getting salary as well.  
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Figure 20: Community health workers working without any salary or incentives  

 

 

 

 

 

 

 

 

 

On staffs’ supervisions, more than 90% of the CHWs have supervisors with 100% of the staffs in 

Lower Juba having supervision and close to 9% of CHWs in Galgadud region have no supervisor. 

Most of the 98% CHW were having frequent supervision with close to 24 supervisions per months 

and incase of any obstacles they clearly discussed with their supervisors. 
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3.6 Thematic summary from key stakeholders in Somalia on their view to improve the health 

system in Somalia. 

The Somalia key stakeholder interviewed came from different sector of health within Somalia with 

various role towards the project and different level of power and interest towards the project as 

summarized in the table below. Majority of stakeholders had high interest in the project. However 

the level of power varied with some key stakeholders having low power. At the end of the project 

we anticipate that every key stakeholder will have high interest thus in it will have a high interest  

 

Table 43: Characteristics of key stakeholders in Somalia with level of interest and 

power  

STAKEHOLDER CURRENT ROLE IN HEALTH 

SECTOR  

ROLE IN THIS PROJECT LEVEL OF 

INTEREST 

(in the 

project) 

LEVEL OF 

POWER (in 

the project) 

Ministry of Health – 

Federal level 

Providing overall strategic 

leadership, specifically in terms of 

leading the development of the 

Health Sector Strategic Plan (HSSP) 

Phase II (2017-2021) and other 

policy and frameworks, eg National 

Development Plan, National 

Decentralization Policy, Human 

Resource for Health (HRH) 

Development Policy.  

Save the Children have an MOU 

with the FMOH. However, their 

direct involvement are relatively 

limited in the project due to the 

decentralised approach. 

Therefore, it is more support, 

supervision and accountability 

role of the national authorities.  

High High 

Ministry of Health – 

State level 

Lead state level chapters of HSSP, 

including priority setting and overall 

coordination and supervision of 

public healthcare provision across 

the state. 

Save the Children have an MOU 

with each of the state level MOH 

outlining roles and 

responsibilities. They have a 

representative on the project 

steering committee which have 

strategic oversight of the project. 

Based on the inception phase 

result they were consultated on 

setting priorities and 

identification of needs and gaps.  

HIGH HIGH 

Ministry of Health – 

Region/District level 

Provides leadership, oversight and 

coordinates all district/regional 

level health programmes; Sets 

health prioritises and prepare 

district/regional level health plans; 

Manage inputs of finance, 

infrastructure, commodities and 

human resources and health 

information; and lead capacity 

building efforts with all cadres of 

health facility staff.  

 

They are intrinsic due to the 

decentralised approach being 

used which focuses on regional 

and district health offices. They 

play a strong role in joint 

monitoring, oversight and 

supervision of the project, as well 

as directly involved in the analysis 

of needs assessments and 

research findings, a direct 

beneficiary of capacity building 

initiatives under outcome 3. 

HIGH MEDIUM 

Healthcare 

Professionals/ Health 

facility staff 

Direct service providers at health 

facility level. Can speak 

authoritatively about medical 

Responsible for the provision of 

six core programs of EPHS 

across three of the four levels of 

HIGH MEDIUM-

LOW 
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issues. Varying levels of trust with 

the communities based on quality 

of health services provided.  

service delivery: primary health 

unit (PHU), health centre (HC), 

referral health centre (RHC). 

Also, directly benefit from 

capacity building activities - 

targeted for refresher trainings, 

in addition to on-the-job 

mentoring and supportive 

supervision by Save the Children 

and the MOH.  

Community Health 

Workers 

Act as a linkage between the 

community and the health facilities. 

Generally are trusted community 

members that help to ease 

concerns that may arise around 

health centre demand and 

utilization, as well as undertake 

health promotion initiatives and 

disease surveillance. 

CHWs are continuously  trained, 

equipped, and supervised to 

enable them provide quality 

curative services at community 

level for common causes of 

childhood illness in children 

under the age of five, and referral 

of complicated cases along the 

continuum of care. 

HIGH LOW 

Key opinion makers, 

eg religious and clan 

leaders, also 

potentially diaspora 

and high profile 

individuals 

Influential in the community and 

advising on cultural matters. Have 

an influence on men, who are the 

main decision makers in the family, 

while having limited direct influence 

on mothers, who do not come into 

direct contact with them. 

Intrinsic role in community level 

behaviour change activities, eg 

serve as champions for change 

on particular themes, and can be 

mobilized in support of specific 

health messages.  

MEDIUM MEDIUM 

Other NGOs (both 

international and 

national/local) 

Main implementers of health 

services across the country, both 

humanitarian and development.  

Stakeholders in the uptake of 

research and learnings to support 

wider practice and potential 

scale-up/replication of innovative 

approaches. Also key in 

coordination of activities to 

ensure complementarity between 

projects/avoid duplication at local 

level. 

MEDIUM-LOW MEDIUM 

 

The key stakeholders admitted that there are a handful of challenges in Somalia. Recovery after 

decades of war in Somalia has been slow, however, there have been progressive improvement in 

some pocket of health component in Somalia i.e. MCH.  

Challenges that hinder the success of health service delivery 

One of the main challenge that was reported uniformly in all the districts was lack of qualified health 

professionals. In addition, the key stakeholders reported that there was scarce of health 

professionals’ especially the medical doctor in the facilities. The scarcity of health professionals or 

lack of qualified health staff leads to low turn up of community members that seeks health care 

services at the facility. The key stakeholders highlighted that the community members are 

complaining that they lack trust to the services rendered by the health staff hence preferred to seek 

health care at alternative options like private health facilities or traditional healers. Low turn up of 

community members to the health facility is also contributed by lack of awareness on the 
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importance of seeking health at the facility level. Lack of crucial services like ambulance and 

laboratory were also missing in some facilities. 

Challenges faced by key stakeholders during their roles 

The two most important challenges the stakeholders faced when performing their role as a key 

stakeholder in the health sector includes advocacy for the mothers to use skilled delivery health 

staff rather than Traditional Birth Attendant (TBA). In addition, they experience a challenge to ask 

the community to work together with the leaders and create awareness on the importance of 

health facility and good health practice 

Key stakeholders experience on barriers to seek health care services 

A number of barriers were mentioned that hindered the choice of health seeking behaviors or 

option as below:  

Community perception: the communities are lacking awareness on the importance of health 

facilities thus prefer traditional healers instead. Somali community have negative perception towards 

health facilities i.e. some people think that they get HIV from the hospital. 

Distance and transportation: Some community members stay far from the health facilities thus the 

distance is quite long and will need transport to travel to the facilities, Unfortunately, most of them 

they lack resources as most community cannot afford to pay the cost of transport to a health 

facility or cost of medical services at alternative places where charges applies. 

Trust: some community members think that the health staffs do not have enough knowledge to 

address their problems and problems of their children. In addition, they feel like the drugs and 

medicine provided from the health centers are not up to standard pharmacologically. 

Cost: In general, the medical services of the hospital is free, but sometimes in case of drug stock 

out they are advised to buy medicine at a private facilities, The community members struggle to pay 

it the money at the pharmacy.  

Bottom to top approach 

Most of the key stakeholders welcomed the new approach of the bottom to top approach and they 

its practicality and they anticipate it will be different from the routine top bottom approach. 

Female engagement during key stakeholder roles 

When asked how the stakeholders ensure the engagement of women as key stakeholders in health 

care delivery? Most of the respondents mentioned that 60% of health worker are female, i.e.nurses, 

auxiliary nurse and cleaner, however, the higher positions are male dominated due to many 

generation of boy child education. They admit that still there are some roles are meant to be done 

by the males, which is a form of stigmatization that need to be addressed though women 

empowerment. 



 

88 
  

Somalia health system sustainability 

One of the main ways is by Somali people to come up with plan to collect resources among 

themselves like tax collection. However, the government need to be accountable so that the 

resources can reach the community at the bottom 

SCI contribution to long-term sustainability 

The stakeholder suggested that the Save the Children can contribute towards achieving long-term 

sustainability for the health sectors by continuing the good work of training the health staff at the 

health facility and assist with equipping the facilities.    

Part 4: Gender report: 

Somalia has one of the worst scores on the United Nations Gender Equality Index, positioning it at 

fourth highest globally.55 Maternal mortality, sexual and gender-based violence, female genital 

mutilation and child marriage rates disproportionately affect women and girls. Rarely, are women 

allowed to advocate for themselves in political and decision-making spheres.22 Early in a woman’s 

life, uncompromising societal barriers reinforce subservient positions whereby patriarchal norms 

give men the control over the household, women, and children. There deep rooted traditional and 

sociocultural norms that posits women and girls as inferior to men and boys and negate to their 

participation in education, health, decision making and control over resources.   

Men are traditionally identified as protectors of family security, as primary breadwinners, and as the 

central decision-makers, in both public and private settings. Women meanwhile are responsible for 

bearing and raising children, for food production and for the full range of domestic tasks.  Focus 

Group Discussion (FGD) conducted in 9 districts in Bari, Galgaduud and Lower jub regions 

confirmed that women are meant to stay at home in that nearly two third (87%) of females in the 

study were staying at home so as to look after their children and perform their daily domestic task. 

In addition, it clear that as they stay at home most Somali women are either excluded from decision 

making and asset ownership or operate through a patriarchal filter in these areas –women are also 

often the first to suffer when natural resource access/attainment comes under pressure, due to 

cultural restrictions on movement, ownership, etc. This can be seen, for example, in times of 

drought, when men migrate with their camels to find water, while women and children are 

expected to stay at home and care for the other livestock. 

Women’s access to health services are limited and challenging. Aside from the other challenges 

beyond their ability like lack of services available at the health facilities and/or problem of 

accessibility, responsibility on decisions related to health-seeking behavior, such as when to travel 

to clinic for treatment, may reside with male members of the household and contribute to delays in 

seeking care. FGD baseline report showed that women had to get permission from their husbands 

before making any decision on the health care services. Even though the mothers are the first to 

                                                           
55 The Global Humanitarian Assistance Report (GHA) 2014. Multi-year approaches and the Somalia 

appeal. (Accessed Sept 2017) 
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detect that a family house member is not well but option to seek health care is limited since she has 

to wait for decision from the head of the family. The scenario is true even in case of an emergency 

like life and death scenario when a mother is to undergo caesarean section to save her life and the 

baby, they need to get approval from the head of the family. 

Despite the decisions from the husbands, there are cultural practices and norms limiting primarily 

women’s access to health services. First, there are norms promoting short birth spacing, and 

majority of women rely on traditional and religious medicine before going to health services. The 

baseline report suggest that low decision-making power of women impact negatively on health 

seeking behaviour in Somalia. For example, Somalis women seek help from traditional healers, and 

visit health facilities only when the condition fail to improve or get worse. The practice of 

traditional healers was observed during the baseline survey in that 18% of the mother in Bosaso 

preferred traditional healers that health facilities. 

Preference to seek heath care from traditional healers is partly contributed by male dominated 

health care workers in Somalia. From the FGD, it was clear that it is un-Islamic and culturally 

unacceptable for women to seek medication and consultation from male doctors. Hence, women 

find difficult on how they will explain and define their health problems to a male at the health 

facility. However, some women during the Focus group discussion noted that, it is acceptable to 

seek care from a male doctor in the absence of a female clinician but women do not have that 

confidence yet.  Hence the reason why the women prefer traditional healers to health facilities 

which is male oriented.  

Women in Somaliland, Puntland, and South Central Somalia typically work in menial position where 

decision-making and asset ownership operate through a patriarchal filter. Few women are active in 

the higher profit-yielding economies; livestock export and fishing industries. The largest constraints 

on women becoming active members of the job economy is their lack of access to education, 

information technology, and social protection.  Lack of education was evident in the baseline survey 

where only 27% attended formal school. 

In Somalia, about 1 in 10 marriages occur before the girl is 15 years of age, and about half before 

they are 18.12 About 1 in 5 women between the ages of 15 and 49 share their husbands in a 

polygynous marriage. Women in polygynous marriage face numerous challenges in part to intra-

household quarrels, abandonment, and inaccessibility of sufficient resources. Weak legislation and 

enforcement of sexual and gender-based violence perpetuates the strong stigmatization women face 

when victims aim to report attacks.  

 

Save the Children composed the Gender Equality Marker (GEM) as a tool that provides guidance on 

and measures the gender equality of project proposals. Adhering to gender sensitive (at a minimum) 

and gender transformative, whenever possible, ensures that girls, boys, women, and men are able to 

equitably access, participant, and benefit from SC interventions. For completeness of this project, 

Community Health and Social Accountability (CHASP) implements a do-no-harm principle and 

ensures compliance through quality benchmarks. Save the Children recognizes that women and girls 

do not traditionally have a place in public fora, and have extremely limited decision-making power 

over their bodies and lives. The aim of CHASP is to increase utilisation of quality Reproductive, 
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Maternal, New-born, Child Health services which are accessible, acceptable, affordable, and 

equitable through the provision of the Essential Package of Health Services (EPHS). The project 

specifically distinguishes between the plights of girls and women and boys and men through 

programmatic interventions. For example, mother-to-mother support groups and father-to-father 

support groups operate independently, to preserve deep-rooted cultural beliefs and practices.  

 

Reports indicate the Islamic religion and Somali culture do not allow women to speak in public, 

especially in the presence of men. This was taken into account during the focus group discussion 

where we had separate groups for gender. The women acknowledged and appreciated the separate 

session and it gave them a space to express themselves without feeling shy. Our projects aims to 

ensure gender equality throughout all pivotal processes; during the needs assessment, project 

activities, monitoring/evaluation, and project sustainability. Challenging discriminatory and social 

norms which reinforce gender inequalities across all points during program inception toward 

program graduation are integral points for advocacy and policy reform.  

Part 5: Conclusion  

The main aim of the informative/ inception phase of the project is to help to inform, shape and 

prioritise the package of potential interventions to be planned and implemented based on the gap 

finding and/or generate recommendations that will be essential to informing program design, 

ensuring the proposed interventions are relevant, effective and scalable, taking into consideration 

the complexities of the Somali context. Hence, after the baseline survey, we came up with the 

following action proposed research titles based on the gap found on during the baseline research. 

The research questions was shared with the steering committee to select a few research topics that 

need to be priotized. 

Potential action research areas: 

 

1. Private vs. public providers 

a) What are the difference between private and public providers in providing quality 

health care? 

b) Why the use of private health facilities is more common in Adado vs. Busaso? 

c) Why traditional providers common in Busaso? 

d) What are the areas of competition and cooperation between private and public 

facilities? 

2. Financing of the private and public facilities 

a) What are the costs of service delivery for common child illnesses/ maternal care? 

b) What is the composition of financing – patient’s out-of-pocket expenses, 

government, diaspora and other external? 

 

3. Unmet family planning needs 

a) What the drivers of the increase in unmet family planning needs? 

b) What are the (new) barriers for access? 

c) What are the potential ways of increasing FP uptake? 
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4. Quality of medicine 

a) What is the quality of drug at the different stages of the supply chain? 

 

5) Understanding of the implementation of HRH policy 

a) What are the potential quick gains in implementation of HRH policy? 

b) Should the ideology/approach/model of HRH be revisited?  

c) And what would that model look like?............................................................................... 

 

5. Strengthening community health worker system for primary healthcare 

a) How does the gender of CHW matter for access and usage of their services? 

b) What is the current livelihoods strategy of the CHWs? 

c) What social entrepreneurship model could be feasible for CHWs? 

 

6. Types and role of access to information 

a) Does access to information influence health seeking behaviour and health outcomes? 

b) Which information approach, source and contents determine the outcomes? 

 

7. From the above questions, kindly select two top priority out of the seven thematic areas of 

research questions? 

 

8. Kindly list below any other question that you think it’s a priority in the context of Somalia 

but it’s not captured 

………………………………………………………………………………………….. 

Based on the stakeholders’ survey the following topics were considered to be of importance to the 

team hence, a need for further research; 

a) What are the difference between private and public providers in providing quality health 

care? 

b) What are the costs of service delivery for common child illnesses/ maternal care? 

c) What is the composition of financing – patient’s out-of-pocket expenses, government, 

diaspora and other external? 

d) How does the gender of CHW matter for access and usage of their services? 

e) What social entrepreneurship model could be feasible for CHWs? 

In summary the three potential area that were selected for further research. 

1. Private vs. public providers 

2. Quality of medicine 

3. Strengthening community health worker system for primary healthcare 
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6. Annexes 

Participant information and consent form 

TITLE OF THE RESEARCH PROJECT: Baseline survey to evaluate the overall health situation 

of Somalia in Bari, Galmudug and Lower Jubba regions in Somalia 

Investigator: REALM team headed by Suleiman Munshi 

Address:  Save the Children International (SCI), Somalia/Somaliland Country Office, Chalbi Drive 

off Isaac Gathanju Road, Lavington. Nairobi. Kenya 

Contact number: +254 (0) 20 2592835 

Introduction and aim of the study 

We are investigating the health situation in Somalia among health care workers and beneficiaries at 

household levels. We have selected you to take part in this research study.   

Please carefully read the form prior consenting to participate.  

This study has been approved by the Ministry of health. The study will be conducted according to 

the standard ethical guidelines and principles. You may withdraw to participate anytime if you feel 

uncomfortable to participate. 

 The aim of the study is to investigate the health situation in Somalia among health care 

workers and beneficiaries at household levels. 

 The study will take place in 10 districts in Bari, Galgadud and Lower Juba Somalia. 

Benefits:  No direct benefits to you as a participant. Your participation will help us to understand 

the health situation in Somalia among health care workers and beneficiaries at household levels to 

highlight the gaps to prioritize interventions. 

Risk: There are no risks associated to the study. The questionnaire will be asked in person in a 

private environment and the interviewer will make sure that the participant will be comfortable in 

completing the questionnaire. If not, a more convenient time for the participant will be arranged. 

Voluntary participation and right to withdraw from the Study: Your participation is 

voluntary. You have the right to withdraw your involvement at any time during the interview, if you 

do not wish to continue. 

Confidentiality: The information provided will be confidential. We will not record your name or 

any other information that can identify you. Only the researchers will have access to the 

information from the questionnaires, which will be stored in a safe place. During the reporting of 

the findings, we will not mention the names of the participants. 

Compensation: We will not provide money compensation for your participation in this study. 

Other additional information: For other questions about the study, you may contact the 

investigators. 
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Consent form for individual participant 

Assalam Aleikum, my name is _____________ and I work with Save the Children International 

(SCI).  We would like to invite you to participate in a survey that is looking at the health situation in 

Somalia among health care workers and beneficiaries at household levels. 

 

By signing below, I …………………………………..…………. agree to take part in a research 

study. 

I declare that: 

 I have read and understood the information provided to me about the study as well as 

the consent form.  

 I understand the study team is interested in hearing my personal views, and my name 

will not be mentioned in any reports arising from this study. 

 I had a chance and still have a chance to ask questions. All my questions have been/will 

be adequately answered. 

 I understand that taking part in this study is voluntary and I have not been coerced to 

participate. The study might take 30 minutes and I have the right to withdraw from the 

study at any time. 

 I will not be penalised or prejudiced in any way after withdrawing from the study. 

Signed at (place) ......................…..........  on (date) …………....………... 

 

 ...................................................................................   

Signature of participant  

 

 

Declaration by investigator 

I (name) ……………………………………………..……… declare that: 

 I explained the information in this document to the undersigned participant. 

 I adequately addressed the participant’s questions to her/his satisfaction. 

 I am satisfied that he/she adequately understands all aspects of the study. 

Signed at (place) ......................…........………  on (date) …………....………... 

 

 ...................................................................................   

Signature of investigator  

 

Consent form for FGDs 

Assalam Aleikum, my name is _____________ and I work with Save the Children International 

(SCI).  We would like to invite you to participate in a survey that is looking at the health situation in 



 

94 
  

Somalia among health care workers and beneficiaries at household levels. Just to remind you that 

we are doing a group discussion and confidentiality among members should be observed. 

 

By signing below, I …………………………………..…………. agree to take part in a research 

study. 

I declare that: 

 I have read and understood the information provided to me about the study as well as 

the consent form.  

 I understand the study team is interested in hearing my personal views, and my name 

will not be mentioned in any reports arising from this study. 

 I had a chance and still have a chance to ask questions. All my questions have been/will 

be adequately answered. 

 I understand that taking part in this study is voluntary and I have not been coerced to 

participate. The study might take 30 minutes and I have the right to withdraw from the 

study at any time. 

 I will not be penalised or prejudiced in any way after withdrawing from the study. 

Signed at (place) ......................…..........  on (date) …………....………... 

 

 ...................................................................................   

Signature of participant  

 

 

Declaration by investigator 

I (name) ……………………………………………..……… declare that: 

 I explained the information in this document to the undersigned participant. 

 I adequately addressed the participant’s questions to her/his satisfaction. 

 I am satisfied that he/she adequately understands all aspects of the study. 

Signed at (place) ......................…........………  on (date) …………....………... 

 

 ...................................................................................   

Signature of investigator  

 


