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Preface 

This Mid-term Review of the Somali Joint Health and Nutrition Programme (JHNP) 

was commissioned by the Embassy of Sweden in Kenya through Sida’s framework 

for evaluations, on behalf of the Steering Committee of the JHNP.  

Indevelop (www.indevelop.se) carried out the evaluation in collaboration with the 

Benadir University, from June to December 2015. The independent evaluation team 

consisted of: 

- Mr. Bernt Andersson, Team Leader and member of Indevelop’s Core Team of 

Professional Evaluators 

- Ms Zohra Lukmanji, Technical Expert 

- Mr. Hassan Nor, Technical Expert  

- Jessica Rothman, Evaluation Manager and Evaluator  

- 17 national data collectors: 

 Somaliland: Abdikadir Mohamud Se’ad, Abdisalam Sa’ed Hassan, Mo-

hamud Abdimajid Mohamud, Noura Ali Haddi, Hani Abdi Ali 

 South and Central Zone: Dr Alia Hassan Rage, Dr Osman Muhyadin 

Abdulle, Mr Abdiqani Ali Ahmed, Mohamed Ahmed Alasow, Abdiaziz 

Hashi Abdi, Hussein Shire Jimale, Abdullahi Ali Heyle 

 Puntland: Abdifitah Mohamed Yusuf, Ali Mohamed Salah, Qali Abdo 

Naji, Iman Mukhtar Isse, Omar Bashir Muse 

 

Ian Christoplos provided quality assurance to the evaluation methodology and re-

ports.  

The evaluation manager was Ms. Barni Nor at the Embassy of Sweden. Coordination 

was provided by Mr. Raza Zaidi at the JHNP Joint Coordination Unit.  

The role of the Steering Committee of the JHNP was to provide leadership of the 

Mid-term Review as well as approval of all outputs.  

 

Note: The term “evaluation” and “Mid-Term Review” (MTR) are used interchange-

ably throughout the report.  
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Executive Summary 

Background 

The Somali Joint Health and Nutrition Programme (JHNP) is an UN-led programme 

overseen by the Ministries of Health (MoH) of the governments of Somaliland, Punt-

land and the Somali Federal Government together with a steering committee chaired by 

UN Resident Coordinator/Humanitarian Coordinator. 

The main objectives of this Mid-term Review (MTR) are to assess the progress of 

JHNP against expected results as well as assessing the relevance, efficiency, effective-

ness of JHNP. The MTR covers the period from February 2012 until September 2015. 

The evaluation has been conducted in four phases (between June – December 2015). In 

the inception phase (3 months) the evaluation team clarified the evaluation criteria, the 

questions and the scope of the evaluation, and undertook an initial overview of availa-

ble data. The inception report was shared with the evaluation stakeholders for com-

ments and discussion at an inception meeting in Nairobi. During the data collection 

phase (4 weeks), visits were undertaken to Somaliland, Puntland and South/Central 

Zone, and to organisations‘ headquarters in Nairobi. In the data analysis phase (three 

weeks), the collected data was analysed and synthesised and the draft report was pre-

pared.  

Effectiveness 

Governance and leadership 

The main achievements by JHNP so far are the initial set-up of a functioning pro-

gramme structure, including coordination and support to develop policy frameworks 

and a planning system. The annual planning processes that have been established for 

the Somali health sector include all stakeholders in all elements of planning; including 

assessment of the sector, prioritisations, costing, budgeting and follow-up. The process 

is still being developed. The planning system provided a foundation for the delivery of 

services through the roll-out of the Essential Package of Health Services (EPHS). 

Public sector financing is limited and implementation of policies and plans remain 

largely dependent on the donors’ financing. The implementation is to a large extent 

carried out by the international agencies, such as procurement and distribution of medi-

cines by UNICEF, or NGOs as implementing partners for service delivery.  

A functioning programme structure has been set up. The Steering Committee, the 

Technical Coordination Group and the Joint Coordination Unit comply with their 

TORs. Some of the issues raised in the Governance review in 2014 remain, like the 

need for strengthening the health authorities, both in the JHNP governance arrange-

ments and in ownership of the programme, as well as the need for further strengthening 

of the zonal level. There are no findings of the MTR that indicate a need for any major 

change in the governance structure of the JHNP. 

Human resources 

The target about training of health service providers is on track to be achieved, but 

even if health workers have been trained, neither the programme nor the health authori-
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ties have yet been able to assess the availability and equitable distribution of skilled 

health workers to health facilities.  

Some important parts of programme outputs have not been sufficiently developed, such 

as the leadership and management training and the accreditation system for health 

professionals, although it is functioning in Somaliland. 

Service provision 

Seven of the eleven service delivery indicator targets are on track to be achieved. And 

targets for another two indicators could be reached in 2016 with additional efforts. 

Given the challenges inherent in the Somali context, performance is satisfactory, even 

though the target of reaching a health facility utilisation rate of one visit per person per 

year has not been reached. The MTR team met with many dedicated staff who, in spite 

of not operating in ideal conditions, were determined to serve their patients in the best 

way possible although there are many challenges; salaries are not always paid in time, 

medicines may not always be available, some equipment and instruments are missing 

and the infrastructure is not appropriate to the needs in many places. This hampers the 

provision of services, but the level of service provided is still high and on track to meet 

most targets for the JHNP. 

Health financing 

Targets have not been achieved for either of the indicators. No pro-poor evidence 

based health financing strategies have been developed and will presumably not have 

been developed for any of the three zones by 2016. The work with developing National 

Health Accounts has come to a halt. Only Somaliland is on track to allocate 6% of the 

budget to the health sector.  

Drugs, vaccines and supplies 

A National Drug Policy has been developed and endorsed by the FGS in October 2015, 

but is not yet implemented. There are no functioning systems for drug quality control. 

Medicines, commodities, vaccines and supplies are procured and distributed, but fund-

ing is not enough to meet the needs, particularly if EPHS is rolled out to remaining 

regions. There are no functioning systems in place to regularly monitor stock-outs and 

shortages. The programme has not been monitoring the indicator about WASH facili-

ties, since funding for WASH has not been prioritised.  

The MTR could not find evidence of any of the indicators being achieved and subse-

quently, the output is not expected to be met in 2016. 

Health information 

The quantitative target on submission of HMIS reports is on track to be achieved, but 

there is a lack of quality assessment of the submitted data.  

HSAT is increasingly producing and presenting information from the HMIS data in 

health sector reviews and other meetings at zonal and central level. Based on the field 

visits, interviews and documents, the MTR finds that the HSATs are not ’fully func-

tional’ in any of the zones. HSATs do important work to analyse and present HMIS 

data, but the full expected outcomes, to provide high quality analysis for decision 

making, have not yet been developed. 

Overall, for this output, the MTR finds that it should be possible to reach in 2016, if 

funding is made available to strengthen the quality of the HMIS system in coordination 

with GFATM and to make the HSAT teams fully functional. 
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Assessment of achievements of outputs 

There are 24 output indicators for the JHNP. The MTR assesses that the programme is 

on track to achieve 10 of them by the end of 2016, while additional 5 could be reached 

with additional efforts (and funding) in 2016. For another 2 indicators there is no data 

to assess the achievements, and targets for 7 indicators will probably not be met. 

Only one of the outputs (governance and leadership) is on track to be fully achieved. 

Another output (health information) could also be fully achieved with additional efforts 

in 2016. Two outputs (public health workforce and health services) could be largely 

achieved while the outputs for health financing and medicines and vaccines will proba-

bly not be achieved. 

Assessment of achievement of outcomes 

The intended outcome of the programme is, “Increased use of reproductive, maternal, 

new-born and child health and nutrition services that are available, accessible, afforda-

ble, of acceptable quality and adaptable”. The MTR has not been able to verify if it is 

reasonable to expect that the outcome will be achieved within the lifetime of the pro-

gramme, given that the available data used to monitor this comes from the HMIS sys-

tem which has known weaknesses related to the lack of quality control. The HMIS 

monitors health progress as a whole, which currently makes attribution of achieve-

ments to the JHNP difficult.  

Monitoring 

The HMIS has been agreed by stakeholders to be used as the main source of data for 

the monitoring of JHNP, and the Standard Operation Procedures on Monitoring and 

Review (SOP 004) has been adopted in April 2014. The HMIS measures the collected 

efforts of the governments and all programmes to improve health services and out-

comes for the Somali people, and are in accordance with the Paris Declaration on aid 

effectiveness of using government systems. However, with proper tools/software for 

analysis of the HMIS data it would be possible to report on the data for the selected 

health facilities or districts supported by JHNP or those of any other programme. The 

MTR found that there are few other health programmes providing support to service 

delivery in the JHNP target areas.  

Relevance 

The MTR has found that the JHNP is highly relevant in relation to the Somali context 

and the overall Somali development priorities and framework, as expressed in the 

Somali Compact and agreed in the New Deal conference. JHNP is also aligned to the 

priorities of the national Health sector Strategic Plans. 

Efficiency 

The MTR found that the spending pattern so far reflects the priorities and the relative 

importance that has been given to the different building blocks, with a visible priority 

and high spending on building block 3 (service delivery).  

In response to the funding situation and pending availability of future funding, a priori-

tised 2015-2016 rolling work plan and budget was approved by the Steering Commit-

tee (SC) in June 2015 that would allow many priority service delivery activities to run 

until December 2016, including expansion of the EPHS to Lower Juba and Sanaag. 

The plan has significant cuts in areas of system strengthening, capacity development, 

medicines, health financing and coordination. It has reduced the links between the 
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health system building blocks by prioritising service delivery with only minimal addi-

tional investments in system strengthening. 

There is not much information about Value for Money (VfM) or any major efforts to 

calculate VfM within the programme - although some commendable efforts were done 

in the JHNP 2014 Annual Progress Report.  

Providing health care through a package of Essential Primary Health Services (EPHS) 

is per se an efficient approach. For JHNP the cost has been calculated to USD 11.66 

per potential beneficiary, while for the HCS, the average cost is calculated to USD 

5.43-9.72, indicating a more cost-efficient approach by the HCS, although a more in-

depth comparison is needed. 

A more developed system for collecting VfM data through monitoring reports from the 

implementing partners (IPs) or an effort to calculate the actual costs for delivering the 

EPHS, alternatively calculating unit costs as per the DFID-supported Health Consorti-

um for the Somali people, could provide more insight into the VfM of the JHNP.  

Risks 

The programme is well aware of the prevailing risks, working in a difficult environ-

ment. Risks have been identified and the risk management system is appropriate and 

well-kept through regular updates.  

Gender equality 

Although the need to address gender issues in relation to utilisation of health services is 

recognised in the programme document and the Somali Compact, there have been no 

direct activities in the JHNP to address gender inequalities directly, nor to work with 

gender mainstreaming throughout the implementation. The JHNP is certainly focusing 

on addressing the health needs of women, but without an underlying analysis of gender 

defined as the state of being male or female with reference to social and cultural differ-

ences rather than biological ones. 

Sustainability  

The MTR finds that considerable capacity has been developed for the planning process, 

but much remains for the zonal health authorities to assume responsibility and provide 

leadership. All health authorities report that they consider it a major achievement that 

the HMIS has been introduced, but training and dissemination of tools are not suffi-

cient to manage the system at all levels. It is a missed opportunity that sufficient capac-

ity has not been developed for monitoring and reporting, oversight of the logistical 

system for medicines, commodities and supplies and for the health systems’ analytical 

functions. This would be important in order to enhance government control and owner-

ship.  

Financial sustainability is currently not realistic.  

Future support to the Somali health sector needs to be based on the implementation of 

the EPHS, within the framework of the Somali National Development Plans and Inter-

im Poverty Reduction Strategy Paper which are currently in process of development, 

and also be based on a second phase of HSSPs. Recommendations are given in the 

chapter of Recommendations on what needs to be done in 2016 and going forward. 

The preferred option for the future would be to have one joint programme with all 

donors supporting the implementation of the Somali HSSPs and to the extent possible, 
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within the Somali context, aligned to the principles of aid effectiveness and using 

government systems. 

Furthermore, greater commitments of Somali authorities to invest in the health sector 

would be essential. It would also be important to increase predictability of donor fund-

ing in a future programme. 

 

Recommendations  

Although the JHNP is coming to an end next year, the MTR assesses that it would be a 

missed opportunity not to consider what could still be done to achieve some of the 

remaining indicator targets and strengthen the health system. Particularly, to build 

capacity for strengthening the role of health authorities in terms of enhanced monitor-

ing and reporting, oversight of the logistical system for medicines, commodities and 

supplies, and capacity of the health systems’ analytical functions. The MTR recom-

mends the following: 

1. Undertake a new training needs assessment, or update the earlier one, of middle 

level management and leadership training, and design and implement the most 

needed training activities. 

2. Strengthen HR management systems with the purpose of supporting an equita-

ble distribution of the health workforce. 

3. Strengthen the capacity of health authorities to institutionalise the system of 

supportive supervision to health facilities. 

4. Undertake a study on incentives and sanctions to retain staff and recruit staff to 

remote areas, and implement appropriate mechanisms 

5. Investigate why payment of salaries for health facility staff are delayed and take 

actions to correct this. 

6. Use formative research to strengthen the BCC for birth spacing services, target-

ing communities and men/husbands. 

7. Develop a patient satisfaction survey that can be administered by health facili-

ties which should be conducted with regular intervals going forward. 

8. Strengthen the capacity of health authorities to take responsibility for logistics 

planning and monitoring, by implementing LMIS or parts of the system. 

9. Strengthen HMIS, including data collection tools and training, analytical capac-

ity and quality control of data. 

10. In 2016, UNICEF should carry out the MICS survey indicated in the Pro-

gramme document to get data for the outcome and impact indicators. 

11. Make the HSAT fully functional through proper staffing and training, and make 

better use of their analytical capacity. 

12. Based on the capacity building by a DFID funded facilitator, JHNP should re-

quest the NGO implementers to provide cost estimates for service delivery. 

Regarding the future, the MTR recommends that: 

13. Donors, UN organisations and other stakeholders should support a joint pro-

gramme with procedures in line with the Paris Declaration on Aid Effectiveness 

regarding the use of government systems, including a strong role for the Somali 

authorities. 

14. Discussions among stakeholders about modalities for continued support to the 

Somali health sector needs to continue with some urgency in order to provide 

continuation of the EPHS to those districts where the EPHS has been rolled out. 
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15. A gender assessment should be carried out to give an overview and analysis of 

the gender context and in particular in relation to health issues. Programming, 

particularly of BCC should be informed by the analysis. 
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1 Introduction 

1.1  BACKGROUND 
Years of war and armed conflict have led to the destruction of social services, espe-

cially schools and health facilities, and a high level of insecurity leading to population 

displacements. The poor level of health coverage in most parts, the high cost of 

providing health care delivery services in insecure areas, and the weak capacity of 

local authorities have led to the unprecedented levels of morbidity and mortality. 

Vulnerable groups of women and children and the elderly are most affected. These 

challenges have been compounded by a weak and fragmented service delivery sys-

tem, provided by several different organisations. 

While Somaliland has been enjoying relative peace, stability and economic develop-

ment, and Puntland is experiencing an extremely fragile recovery, the Central and 

Southern regions have been the main theatre of armed conflict since the collapse of 

the state in 1991. While historical clan grievances continue to undermine the building 

of a federal state, the main factors sustaining the conflict and hampering durable 

peace are: 1) poor governance; 2) absence of justice; and 3) lack of economic oppor-

tunities.  

When the Joint Health and Nutrition Programme (JHNP) started, continuing conflict 

had left many health facilities looted, damaged or destroyed. A large percentage of 

health professionals had left the country; the few who remain were often inexperi-

enced and poorly trained. The health sector faced overwhelming challenges in bring-

ing humanitarian assistance to a country where nearly two decades of lawlessness had 

resulted in the collapse of central government, vast numbers of internally displaced 

people, poor security conditions and a scattered nomadic population that struggles to 

survive in the face of repeated droughts and food insecurity. There is an almost entire 

dependency on external assistance. Government revenue is insufficient to finance and 

deliver basic services. 

The under-five mortality rate is the third highest in the world with 1371. The maternal 

mortality ratio was 732 per 100,000 live births in 20152. About 2.8 million women 

and men lack access to clean water, sanitation and hygiene.3 Nonetheless, a new envi-

ronment is emerging in the Somali health sector. Security gains and increased peace 

and stability is creating space to engage in development strategies and the building of 

 
                                                                                                                                           

 

 
1 http://www.unicef.org/media/files/IGME_report_2015_child_mortality_final.pdf 
2 http://www.who.int/reproductivehealth/publications/monitoring/maternal-mortality-2015/en/ 
3 http://www.unocha.org/somalia/about-ocha-somalia/crisis-overview 
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governmental structures and processes. Establishment of Ministries of Health (MoH) 

in the three Somali regions has led to public services being restored as regional au-

thorities are maintaining security which creates space to engage in development activ-

ities, including strengthening of health sector capacity and service delivery. 

Although the humanitarian situation has continued to improve gradually since the 

famine in 2011, gains are fragile and the needs remain enormous. There are currently 

needs for both humanitarian and development assistance. Humanitarian assistance in 

the ongoing transition from crisis to early recovery and sustainable development is 

guided by the 2013-2015 humanitarian strategy, which focuses on both life-saving 

needs and programming to build communities' ability to cope with future droughts 

and other shocks.  

A multitude of donors, the different United Nations (UN) organisations, other interna-

tional organisations as well as international and national non-governmental organisa-

tions (NGOs) have been working in the Somali Zones for many years. Overall devel-

opment is guided by the New Deal initiative4, aligned to the Somali Compact. The 

New Deal initiative is currently operational and will end in August 2016. For the de-

velopment assistance, the Somali Federal Government (FGS) and development part-

ners have established the Somali Development and Reconstruction Facility (SDRF) in 

order to enhance the delivery of effective assistance to all Somalis. 

1.2  THE PROGRAMME 
The JHNP is an UN-led programme overseen by the MoH of the governments of So-

maliland, Puntland and the Federal Government of Somali together with a steering 

committee chaired by UN Resident Coordinator/Humanitarian Coordinator. A Joint 

Coordinating Unit (JCU) is responsible for coordination. The programme receives 

core funding from Sweden, Finland, the United Kingdom and Switzerland and pro-

gramme funding from the United States. Australia provided funding for one year 

(2012). The programme had an initial six month phase (February 2012 to July 2012) 

and is now in its continuation phase which ends in December 2016. The programme 

is being implemented in nine regions covering a population of more than 5 million. 

The total projected budget for the programme was USD 236 million. As of October of 

2015, USD 124 million has been committed. 

The expected outcome of the programme is: “Increased use of RMNCH [Reproduc-

tive, Maternal, Newborn and Child Health] and Nutrition services. These services 

will be more available, accessible, affordable, of acceptable quality and adaptable.” 

The programme is expected to work in all Somali areas for the six health systems 

building blocks. However, for service delivery, the programme is limited to work in 

 
                                                                                                                                           

 

 
4 On 16 September 2013, the Somali New Deal Conference, co-hosted by the European Union and 

Somali governments, has been held in Brussels where the international community and Somali gov-
ernments endorsed the Somali Compact, pledged support to enable its implementation and re-commit 
to the Somali political process  
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nine targeted regions and focusing on RMNCH and nutrition services. The expected 

results of the programme are: 

 Improved governance and leadership at all levels of the health sector 

 Skilled health workforce for quality RMNCH and nutrition services 

 Increased RMNCH and nutrition services 

 Improved access, availability, quality and use of essential medicines, vaccines 

and medical equipment 

 Improved access, availability, quality and use of health information systems 

and management 

 Progress towards equitable and efficient health financing systems 

 

Theory of Change (ToC) 

The following diagram gives an overview of the theory of change and represents the 

implicit underpinning logic upon which the programme was designed, as understood 

from the original programme document, as well as the explicit goals and indicators. 

Please note that the assumptions in the figure do not attempt to capture all the as-

sumptions in the JHNP logical framework, but rather reflect the overall assumption as 

perceived by the MTR team. 

Figure 1: JHNP Theory of change 
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At the centre of the theory of change is the desired outcome of increased use of health 

services that will have a positive impact on health and nutrition. In a country with 

poor health services, increased availability and use of health services are assumed to 

have a determining influence on health.  

To achieve the desired outcome, the programme design includes interventions in all 

of the health systems building blocks as shown in the figure. An assumption here is 

that the extensive capacity building carried out by JHNP will contribute to improved 

quality health services delivered through the Essential Package of Health Services 

(EPHS). Both the actual service delivery at health facilities and the support systems 

are supported by implementing partners (NGOs), the UN organisations and other do-

nors and organisations such as the Global Fund against Aids, Tuberculosis and Malar-

ia (GFATM) and Global Alliance of Vaccines and Immunisations (GAVI). 

The JHNP is expected to also contribute significantly to strengthening the Somali 

health authorities in their planning, implementation and monitoring of the overall 

health systems, thus having an impact beyond targeted areas. 

The MTR finds the theory of change is both logical and responsive to the Somali 

conditions. 

1.3  THE EVALUATION 
According to the Terms of Reference (ToR), the main objectives of the MTR are to 

assess the progress of JHNP against expected results as well as assessing the rele-

vance, efficiency and effectiveness of JHNP. The MTR covers the period from Feb-

ruary 2012 until September 2015, although the latest data for most of the indicators 

are from end of 2014.  

The purpose of the MTR is to give concrete and realistic recommendations with re-

gard to future implementation and management of the programme. The purpose is 

also to reflect on the comparative advantages of JHNP in relation to other initiatives 

and provide input on the way forward to enhance relevance and performance. The 

users of the evaluation are described in the following table. 

Table 1: The use of the evaluation 

The users of the MTR How the MTR may be used 
The Somali health authorities For internalisation of the management and implementa-

tion of the programme into mainstream programme 

activities, integration of JHNP into national strategies, 

as well as for improving future programming and im-

plementation and to feed into the upcoming phase II 

HSSP development process 

The donors To make decisions regarding future funding mecha-

nisms and commitments 

The implementing partners (UN 

agencies and NGOs) 

To identify areas in the management and coordination 

of the programme needing strengthening or modifica-

tion 

 

This report provides an extensive assessment of programme achievements in chapter 

2.2, for each of the programme outputs. Findings are substantiated by an extensive 

document review, interviews at all levels and field visits. An assessment of the rele-

vance of the programme in relation to Somali Health Sector Strategic Plans and the 



 

5 

 

1  I N T R O D U C T I O N  

Somali Compact and New Deal follows in chapter 2.3. In chapter 2.4, the MTR team 

has assessed the efficiency of the JHNP, both in terms of efficient allocation of funds 

and in getting value for the money spent. Chapter 2.5 analyses the programme’s risk 

assessment and mitigation system, chapter 2.6 contains the gender equality assess-

ment and chapter 2.7 gives an assessment of the sustainability of the programme. 

Conclusions and recommendations follow in chapters 3 and 4. 

The evaluators have employed the OECD/DAC Evaluation Criteria in order to assess 

the results (output and outcome), effectiveness, efficiency, relevance and sustainabil-

ity of the programme, along with the institutional arrangements. 

1.4  METHODOLOGY 

1.4.1 Evaluation Process 
The evaluation has been conducted in four phases (between June – December 2015). 

In the inception phase (3 months) the evaluation team clarified the evaluation criteria, 

the questions and the scope of the evaluation, and undertook an initial overview of 

available data. An inception report was developed to ensure that all stakeholders (do-

nors, implementing partners, Somali Health Authorities and Indevelop) were in 

agreement on the interpretation and operationalisation of the evaluation, based on the 

Terms of Reference (ToR). The inception report was shared with the evaluation 

stakeholders for comments and discussion at an inception meeting in Nairobi on 18 

September. During the data collection phase (4 weeks), visits were undertaken to 

Somaliland, Puntland and South/Central Zone, and to organisations’ headquarters in 

Nairobi. Seventeen national data enumerators were recruited and trained to collect 

data in the three zones. In the data analysis phase (three weeks), the collected data 

was analysed and synthesised and the draft report was prepared. A validation work-

shop was held with the Technical Working Group and a presentation was made to the 

Steering Committee, after which comments on the draft report was shared with Inde-

velop. The finalisation phase entailed addressing the feedback and finalising the re-

port. The evaluation methodology and outputs have been subjected to stringent exter-

nal quality assurance. An overview of the evaluation process is as follows:  

 

Figure 2: The MTR process 
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1.4.2 Approach  
The evaluation methodology was described in detail in the inception report (see An-

nex 2), and is summarised below. The evaluation has been conducted in line with the 

OECD/DAC standard evaluation criteria, focusing on four criteria specified in the 

Terms of Reference – namely relevance, effectiveness, efficiency and sustainability. 

As stated in the ToR, the evaluation focused on assessing progress on results (out-

comes and outputs), while also providing answers to the other evaluation questions. 

The evaluation assessed the design of the JHNP in terms of its theory of change, the 

logical framework, and the choice of assumptions and indicators. Also assessed was 

the design in terms of integration of capacity development in all of the health systems 

pillars. Risk analysis, management and gender equality have been areas included in 

the evaluation. The overall evaluation framework can be found in the inception re-

port. 

JHNP’s performance has been assessed in a conflict perspective for the areas where 

violence has erupted. Elements of the evaluation included judgements regarding how 

the programme has adapted and taken into account the conflict situation, what an ap-

propriate ambition level is with regard to sustainability in a volatile situation and if 

the programme has been flexible in adapting to challenges and opportunities. The 

MTR recognises that JHNP efforts are implemented in a state of re-building the 

health care system after a prolonged civil unrest, specifically in the South Central 

Zone, whereas in Somaliland and Puntland efforts are focused on strengthening the 

existing system.  

1.4.3 The Evaluation Team 
 Indevelop’s evaluation team consisted of: 

- Mr. Bernt Andersson, Team Leader (data collection in Nairobi) 

- Ms Zohra Lukmanji, Technical Expert in nutrition (data collection in Somaliland) 

- Mr. Hassan Nor, Technical Expert in public health (data collection in Puntland and 

South/Central Zone) 

- 17 national data collectors; 5 in Somaliland, 5 in Puntland, 7 in South Central 

Zone (recruited by the Benadir University in accordance with selection criteria 

agreed with all stakeholders in the inception report) 

- Jessica Rothman, Evaluation Manager and Evaluator  

Ian Christoplos provided quality assurance to the evaluation methodology and all 

reports. 

1.4.4 Sample selection 
The selection of sites to visit and persons to interview was based on purposeful sam-

pling. The selection has been made to be representative thus ensuring reliability and 

validity of the data collected. The criteria for our sample selection are two-fold: rep-

resentativeness and accessibility: 

Selection criteria Selection of sites to visit Selection of informants to interview 

Representativeness Distribution across urban and rural, 

coastal and non-coastal, early and late 

implementation, districts with only 

JHNP activities and districts with other 

health programmes 

Various types of facilities covering the 

whole spectrum of activities  

Full coverage across stakeholders: 

MoH, MoP, implementing partners, 

zonal working group, regional health 

authorities, UN field offices, district 

health management, health facility 

staff, implementing partners, patients 

of various services 
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Accessibility Limited travel distances and secure 

locations 

Persons who were available (and 

relevant) 

The following table lists the total number of districts and health facilities in each zone  

that was visited by data collectors. 

Table 2: Districts and health facilities in each zone visited by the MTR 

Regions Districts  Health Facilities 

PUNTLAND       

1. Mudug 1. Goldogob 1 Qudus 2 Goldojob Hospital 3 Bursalah 

 

2. Galkioa 4 Garsoor MCH 5 Galkioa Hospital 6 Central MCH 

2. Nugal 3. Eyl 7 Daawad Hospital 8 Daawad MCH 9 Qarxis 

 

4. Burtinle 10 Kalkaal 11 Burtinle Hospital 12 Shaafici 

SOMALILAND       

3. Awdal 5. Lughaye 13 Lughaye 14 Garbo  

 

6. Baki 15 Ali Haydy 16 Baki  

4. Hargeysa 7. Burao 17 Burao SRCS 18 Burao (HPA)  

 

8. Odwaine 19 Odwaine SRCS   

 

9. Ainabo 20 Ainabo   

SOUTH CEN-

TRAL     

  

5. Galgudud 10. Abudwakh 21 First July 

22 Abudwakh R. 

Hospital 

23 Dhabbad 

 

11. Dhusomareb 24 Dhusamareb HC 

25 Dhusamareb Ref-

eral Hospital 

26 Sahed HC 

6. Banadir  12. Dharkenley 27 Dharkenley 1 

 

28 Dharkenley 2 

29 Ex-

Ambulatoria HC 

  

30 Barwaaqo HC   

 

13. Wardhiigley 

31 Ex-Ambulatoria 

HC 

32 Barwaaqo HC  

 

14. Shangani 

33 Shangani Health 

Center 

  

 

15. Daynile 

34 Daynile General 

Hospital 

35 Daynile Hospital 

MCH 

36 Barwaqo 

Health Center 

Total 6 Regions  Total 15 districts Total 36 health facilities 

1.4.5 Data collection 
The findings in this report are based on data gathered from the following sources:  

 Individual and group interviews were undertaken with 405 informants in Somali-

land, Puntland, South and Central Zone, and Nairobi. The informants represent 10 

cohorts as presented in table 3. The list of individuals interviewed can be found in 

Annex 10. 

 A multitude of documents, including JHNP programme documents, third party 

monitoring reports, donor memos, evaluations and studies, and external publica-

tions were reviewed by the evaluators. A list of essential documents reviewed can 

be found in 11.  

Semi-structured interviews 

Standardised interview guides were developed for the different cohorts of informants. 

As all team members conducted interviews, a standardised template to record inter-

view data was developed. All interviews were undertaken with a promise of confiden-
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tiality. Below is a breakdown of the types and number of informants that have been 

interviewed. 

Table 3: Informants interviewed by the MTR 
Cohorts Nairobi Puntland Somaliland South Cen-

tral 
TOTAL 

1. Donors 17    17 

2. JCU 2    2 

3. Expert/non-

stakeholders  

3    3 

4. Implementing 

partners 

11 2 8 2 23 

5. UN organiza-

tions 

12   4 16 

6. Ministries 

(MoH, MoP) 

 8 17 17 42 

7. Regional 

health authori-

ties 

  2  2 

8. District health 

authorities 

 4 5 8 17 

9. Health facility 

staff 

 14 11 13 38 

10. Patients  77 73 98 248 

TOTAL 34 105 116 142 408 

 

1.5  LIMITATIONS 
The evaluation had limitations related to the following factors: 

 The MTR had limited access to certain areas due to security concerns. 

 There were two major limitations in regards to available of data. The first 

Health Facility survey was just recently undertaken and data will only be 

available in 2016. The MICS that was done in 2011 and provided data for 

several of the programme indicators will only be repeated in 2016, depend-

ing availability of funds. 

 There was in general a limited access to relevant data, i.e. baseline values 

(qualitative and quantitative) for several indicators, as well as a lack of 

monitoring data for several indicators. Limitations were also encountered in 

terms of quality of data collected by different implementers with different 

levels of competence. 

 Due to the very tight timeframe of the evaluation, there was little lead time 

between the inception phase (which included the selection of zones and dis-

tricts to visit) and the data collection phase, leaving limited time to set up 

meetings prior to the field work. Information about the timing of the field 

visits had not reached the regional and district authorities making it difficult 

to locate and connect with some informants.  

 It was not possible to meet some important informants due to travel or leave.  
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2 Findings 

2.1  PROGRAMME DESIGN 
2.1.1 Design according to the programme document dated October 2013 
The JHNP was initiated to respond to the recognition of the need for more collabora-

tion and more coherent support to the Somali health sector among the donors and the 

UN organisations. It was felt that a multi-donor funded programme would better be 

able to collaborate with health authorities and respond to their priorities, as well as 

easing the burden of the Somali health authorities and increasing aid effectiveness. 

There was a vision that greater benefits would come from joining forces.  

JHNP was the first coordinated national-scale health initiative aimed to be aligned to 

Somali plans and priorities. USAID was a driving force in the design of the pro-

gramme, together with the UK Department for International Development (DFID) 

and Sweden. The UN organisations were actively supporting the health sector and 

contributed with their experience of joint UN programming and long experience 

working in all three Somali zones, as well as extensive geographic coverage, even in 

conflict-affected areas in the Central South Zone, including Mogadishu.  

The design of JHNP reflects the need to restore and strengthen the whole health sys-

tems in the three zones. The programme was therefore designed using the Health Sys-

tems (HS) building blocks defined by the World Health Organisation (WHO)5.  

The JHNP started with an inception phase in 2012, focusing on developing a frame-

work for the support in terms of policies and priorities, mostly working with develop-

ing policies and plans (Building block 1) and the Health workforce (Building block 

2). During the inception phase the focus was on the continuation of some services in 

some regions (e.g. Awdal) and to carry out Child Health Days. The work on the 

EPHS roll out started in the Continuation phase in 2013 with only two regions in 

phase 1 (Togdheer and Nugal). Implementation of further services and the roll-out of 

the EPHS started late, in part because of the slow process to contract the implement-

ing partners. 

Capacity building has been coordinated with other programmes, e.g., the Global Fund 

against AIDS, TB and Malaria (GFATM), the Global Alliance on Vaccines and Im-

munisations (GAVI) and the Health Consortium for the Somali People (HCS), and 

 
                                                                                                                                           

 

 
5 The building blocks are: service delivery; health workforce; information; medical products, vaccines 

and technologies; financing; and leadership and governance (stewardship). Everybody’s business. 
Strengthening Health systems to Improve Health Outcomes. WHO’s Framework for action. WHO 
2007. 
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with training provided by the UN organisations through their regular budgets (sees 

chapter 2.2.7).6  

2.1.2 Assessment of the programme design 
The programme documents clearly state the priorities within building blocks, such as 

starting with policies and health sector strategic planning for building block 1, and 

with Human Resources (HR) policies and planning together with workforce stand-

ards, salaries and incentives schemes for building block 2. For other building blocks 

the programme documents lack detail and seem to have underestimated the effort 

required, as for example the development of a health financing strategy, shifting from 

a “push” system to a “pull” system for medicines and to develop a Health Manage-

ment Information System (HMIS) that produces quality health information.  

The design of the programme contents, using the HS building blocks, has given com-

prehensiveness to the programme and a good point of departure for the detailed plan-

ning. Extensive capacity development was foreseen to be needed for all of the build-

ing blocks. The programme document expressed a commitment to build capacity for 

accountable and fair service delivery. All the building blocks include extensive train-

ing and other capacity development activities. Learning-by-doing training was one of 

the strategies to capacity building of health authorities. 

The results framework of the JHNP is sound with logical relations between activities, 

outputs, outcome and impact. However, some assumptions have been overlooked that 

are essential to achieving the outcome, such as that the population will accept and use 

the health services, and that trained midwifes will chose to work in the public sector.  

The indicators are well chosen and further analysed below for the different outputs 

and for the outcome. The framework has been revised and updated on several occa-

sions to review the indicators, assumptions and targets. The MTR finds the revisions 

acceptable.  

2.1.3 Assumptions 
The MTR has assessed the assumptions in the revised JHNP logical framework7 and 

find the following: 

 Most of the assumptions have been translated to risks and are included in the risk reg-

ister used for monitoring and management of the programme (for an assessment of 

the risk register, please see chapter 2.5). This includes i.e. the assumptions related to 

the political situation, conflict and security, partnerships and coordination. 

 Other assumptions that can be controlled by the programme have been integrated 

among the programme activities (i.e. health programmes are successfully implement-

ed with an integrated agenda, capacity of the CSOs to ensure availability of required 

human resources and to ensure availability of quality RMNCH and nutrition services, 

good quality evidence is generated to develop health financing strategies, a culture of 

 
                                                                                                                                           

 

 
6 WHO and GAVI for supervision tools, WHO for the Joint Annual Review, Health Sector Committee / 

Tropical Health and Education Trust for human resource tools and GFATM for the HMIS, etc 
7 August 2015, the same assumptions as in earlier versions of the logical framework 
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evidence based decision making process develops in the sector, regular and timely 

availability of information and availability of communication technology). 

 Other assumptions relate to the availability of funds (i.e. development and humanitar-

ian support is adequately available, funding support from donors continues/enhanced, 

funding available to pay salaries and incentives, funds are released as per commit-

ments made by governments and donors, humanitarian assistance is available to fill 

the funding gaps in crises and good quality technical and financial support is contin-

uously available to build capacity of the government in the sector). 

As mentioned above, the assumptions have been integrated as activities or managed 

by the programme as risks, reducing the overall risk of the programme from high to 

medium. Not all planned activities related to the assumptions have been prioritized 

and implemented, particularly for capacity building, as analysed in chapter 2.2. The 

initially identified assumptions are still valid, particularly the major assumptions re-

lated to political and security situation. There was progress during programme im-

plementation in managing the assumptions and risks (please see chapter 2.5). The risk 

register would provide a good reference for assessing the assumptions and risk for a 

future health programme.  

2.1.4 Programme costs and budget 
The overall program budget estimated at the start of the program was USD 236 mil-

lion. Over the years, the costs have been detailed in the rolling plans and budgets, 

developed in consultation with the ZWGs, the TCG and the Somali Health Authori-

ties and approved by the steering committee. The MTR assessment is that the initial 

budget was ambitious and, at least in hindsight, not realistic, but the rolling plans with 

detailed activities for each HS building block, sub-outputs and outputs are assessed to 

be reasonable and the costs justifiable. 

At the design phase (in 2011) a range of options for channelling JHNP funds was 

considered by the donors, including a private sector management agent and interna-

tional NGOs. The UN was selected as the most suitable management agent and finan-

cial channel for funds to the JHNP program, given the post conflict context and the 

UN’s well established presence in the country.8 Sida recognized that the administra-

tive and operational costs of the program are high, reflecting the costs of doing busi-

ness in Somali, including the charges by the UN agencies, which consists of a 1% 

pass through charge by UNICEF at global level and a global recovery/indirect costs 

(7%) charged by each of the three UN agencies.  

In addition the three UN agencies charge 15% cross sectoral direct cost for Somali 

operations, to cover activities such as security, logistics and office running costs. The 

current cost-efficiency is assessed by the MTR in chapter 2.4. 

 
                                                                                                                                           

 

 
8 JHNP appraisal of intervention. Sida. 2014 
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2.2  EFFECTIVENESS 9 

2.2.1 Output 1: Improved governance and leadership at all levels  
There are 2 indicators for Output 1: 

 Core Health Sector Policies, Frameworks, Strategies and Plans in place 

 Health Sector Coordination is functioning at Central/Nairobi, Zonal and regional level 

The MTR finds that through the support of the JHNP and the UN agencies, a sound 

planning process is being implemented in the three Somali zones. The planning pro-

cess includes all stakeholders and all elements of planning, including assessment of 

the sector, prioritisation, planning, costing, budgeting and follow-up, although the 

process is still being developed.  

Although planned policies, strategies and plans have been developed, it is too early to 

assess their implementation, with the exception of the HSSPs (see Annex 6).  

There is a structure for coordination of the JHNP, with a Steering Committee (SC), a 

Technical Coordination Group (TCG) and Zonal Working Groups (ZWG) in each 

zone. The functioning of the governance structure is analysed in chapter 2.4.2. 

There is no indicator for the leadership and management training, which was sup-

posed to be done by the GFATM and which is the weak segment of Output 1. The 

capacity building plan was deemed to be too expensive, and although some training is 

conducted, it is not done with a clear objective and oversight. Although the two indi-

cators can be expected to be reached by the end of 2016, the MTR judges that this 

output will not be fully achieved in the absence of a comprehensive programme im-

plemented for leadership and management training. 

2.2.2 Output 2: Skilled and trained public health workforce produced and distributed 
equitably to deliver RMNCH and nutrition services within the EPHS framework 

There are 3 indicators for Output 2. 

 Proportion of public health facilities having skilled health care providers according to 

EPHS guidelines  

 Number of health workers securing professional accreditation 

 Number of additional Public Sector health workers trained in RMNCH and nutrition 

by accredited training institutions (Nurses, Midwives, Community Midwives, CHWs, 

and Clinical Officers)  

The first indicator as well as the output objective itself refers to an actual improve-

ment in the availability of skilled service providers across the three zones. Infor-

mation about the achievements is supposed to be collected through the health facility 

assessment currently carried out. The target is that 80% of facilities in selected re-

gions have HR as per EPHS standards (level depending on zone). There is no current 

data in the progress reports to assess the achievements. Only Somaliland reported in 

zonal level interviews that all health facilities have skilled health care providers as per 

 
                                                                                                                                           

 

 
9 Please note that the detailed findings on outputs can be find in Annex 5 
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the EPHS standards, according to reports from HR officers at regional level who have 

detailed HR information, verifiable through monthly and quarterly meetings. 

For the second indicator, there is only a professional accreditation body in Somali-

land. It had, by the end of 2014, pre-registered 964 health professionals of an ex-

pected total of 2,227 doctors, qualified nurses, qualified midwives and technicians 

(43%). The target for Somaliland in 2015 is that 60 per cent of public sector and 50 

per cent of private sector professionals be registered. There is no information on pri-

vate sector professionals’ registration.  

In Puntland and Central South zone, NHPC acts are expected to be finalised in 2015. 

The revised target for 2016 is that national associations for validating health profes-

sionals have been established. In Puntland, the Health Professional Act has been ap-

proved and Puntland medical association and midwifery associations have been estab-

lished, but no accreditation is taking place yet. 

The target for the third indicator is the completed training of 480 community mid-

wives in 9 Community Midwifery schools. By October 2015, 284 students have com-

pleted their basic midwifery training (24 months) and 381 are undergoing training 

with UNFPA/JHNP support. In addition, 86 students have completed their post-basic 

midwifery training (18 months) and 64 are undergoing training.  

Somaliland has an ambitious five year programme, not related to the JHNP, of up-

grading all health staff, including a programme of training community auxiliaries to 

be qualified nurses, with 85% of them trained so far through combined funding from 

the government and UNFPA and with assistance from Tropical Health and Education 

Trust (THET). Both Puntland and Somaliland report having functional schools for 

midwifery training. 

Only one of the three indicators, the training of public sector health workers in 

RMNCH and Nutrition, will most likely be achieved. This output will therefore most 

probably be partially achieved. 

2.2.3 Output 3: RMNCH and nutrition services are accessible, available, affordable 
and utilised 

JHNP focuses on implementing the EPHS and its six core programmes of health care 

delivery at regional hospitals, referral health centres, health centres/MCH centres, 

primary health units and the communities.10 The objective of JHNP is to cover 49 

districts within 9 regions, with a total population of 5.9 million people (about 50% of 

the Somali population). Quality health services will be provided - for free – to a large 

number of the Somali people. It is not possible to cover all 57 districts in the 9 re-

gions because of the security situation generally.  

 

In 2013, EPHS started in Nugal region in Puntland and in Togdheer region in Somali-

land. Introduction of EPHS continued in the other selected regions (Bari and Mudug 

 
                                                                                                                                           

 

 
10 The four additional programmes of EPHS are: i) Management of chronic disease and other diseases, 

care of the elderly and palliative care; ii) Mental health and mental disability; iii) Dental health; iv) Eye 
health. 
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in Puntland, Awdal in Somaliland and Galgadud and Benadir in Central South Zone). 

Sanaag and Lower Juba remain to have the EPHS rolled-out due to delays in selecting 

the implementing partners and for security reasons. Sahil in NWZ, Karkar in NEZ 

and Gedo in Central South Zone were covered under the DFID funded HCS pro-

gramme. 

Given the broad scope and large number of activities involved in service delivery, the 

programme document includes eleven indicators to monitor this output as assessed in 

Annex 3. 

Most of the indicators are measured through the HMIS, as outlined in the SOP 004 

and agreed by stakeholders - with the purpose of supporting the government systems, 

not introducing separate programme-specific M&E systems. 

Collection of HMIS data for most of the indicators is done at the facilities and sub-

mitted to the regional health office, and regional HMIS reports are submitted to the 

zonal level every month. There is no direct relation between the data collected 

through the HMIS system and the achievements specifically achieved by the JHNP 

since the HMIS collects data from all health facilities. There are also, as mentioned in 

6, considerable weaknesses in the reporting and a weak system for quality assurance 

of the data.  

Looking at the achievements of the indicator targets in the table in Annex 3, the MTR 

finds that two of the eleven indicators have been achieved in 2014; the number of 

Basic Emergency Obstetric Care (BEmOC) and Comprehensive Emergency Obstetric 

Care (CEmOC) facilities (indicator 3.2) and the number of children immunised for 

measles (indicator 3.4), although as mentioned above, data from the HMIS does not 

only reflect JHNP achievements.  

Targets will possibly be reached for another five indicators by the end of 2016, for 

health facilities providing EPHS services (indicator 3.1), women receiving multiple 

micronutrients (indicator 3.5), women initiating breastfeeding (indicator 3.6), health 

facilities offering birth spacing/family planning (indicator 3.7) and coverage of Inte-

grated Management of Acute Malnutrition (indicator 3.8). 

The JHNP Progress report 2014 estimates the health facility utilisation rate to about 

0.4 with some variations between regions. The target of reaching a health facility uti-

lisation rate of 1 visit per person per year has not been reached. The method used by 

JHNP is using the HMIS data for calculating the number of visits and the Population 

Estimates Survey of 2014 for the denominator. Calculations are made for each JHNP 

region and include only public health facilities.  

The indicator target for breast feeding will most likely be achieved as more deliveries 

take place in health facilities, where encouraging breastfeeding is a standard proce-

dure, but again, one has to be cautious about attributing the results exclusively to 

JHNP. 

Although progress has been made, the target for communities and villages declaring 

abandonment of FGM/C has not been reached and seems to be far from being reached 
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in 201611. Somaliland has signed an “Anti-medicalisation Act” that would prevent 

conducting FGM/C in public health facilities. 

No organised patient satisfaction surveys have been undertaken, but the MTR con-

ducted a limited survey with about 10 patients at every visited health facility (see An-

nex 9). The percentage of positive responses is shown in the diagram in Annex 6. 

Overall, the MTR judges that the indicators for service delivery are well chosen, alt-

hough using the HMIS data for programme specific achievements may be misleading. 

For several indicators, targets were initially set as percentages but later on proxy indi-

cators also included with milestones in numbers to monitor the trajectory. Efforts to 

calculate achievements at district level or higher, need to take into account all health 

facilities operating there, whether public or private or supported by JHNP or other 

organisations.  

Summary of Output 3 

The MTR can verify that targets for two of the eleven indicators have been achieved 

in 2014, the number of BEmOC and CEmOC facilities (indicator 3.2) and the number 

of children immunised for measles (indicator 3.4). For another five indicators, targets 

could be achieved at the end of 2016. It should be noted however, that the margin of 

uncertainty in the data is considerable. For the last indicators, there is no evidence of 

progress. This output is expected to be partially achieved. 

2.2.4 Output 4: Equitable and efficient health financing system is in place 
The output objective is to have robust health financing framework and harmonisation 

of financial support in place and the intention of the JHNP is to improve equitable 

health financing systems resulting in efficient and transparent mechanisms, increased 

sustainability and greater budget allocations for health priorities, based on accurate 

data. There are 2 indicators for Output 4: 

 Robust health financing framework and harmonisation of financial support 

 Proportion of national budget spent on health 

As analysed in 6, targets have not been achieved for either of the indicators. No pro-

poor evidence based health financing strategies have been developed and will pre-

sumably not have been developed for any of the three zones by 2016. The work with 

developing National Health Accounts has come to a halt.  

Only Somaliland is on track to allocate 6% of the budget to the health sector.  

2.2.5 Output 5: Improved availability and quality of essential medicines, vaccines, 
nutrition commodities, medical equipment and physical structures 

Output 5 has 3 indicators: 

 National Drug Policy and quality control procedures in place and being implemented 

 Availability of medicines, commodities, vaccines and supplies in EPHS health facili-

ties in selected regions  

 Proportion of health facilities meeting EPHS standards in having WASH facilities 

 
                                                                                                                                           

 

 
11 Final approved Revised Logical framework - August 2015 
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A National Drug Policy has been developed and endorsed by the FGS in October 

2015, but is not yet implemented. There are no functioning systems for drug quality 

control. 

Medicines, commodities, vaccines and supplies are procured and distributed, but 

funding is not enough to meet the needs, particularly if EPHS is rolled out to remain-

ing regions. There are no functioning systems in place to regularly monitor stock-outs 

and shortages. The programme has not been monitoring the indicator about WASH 

facilities, since funding for this element has not been prioritised.  

The MTR could not find evidence of any of the indicators being achieved and subse-

quently, the output is not expected to be met in 2016. 

2.2.6 Output 6: Improved availability, quality and use of health information that covers 
disease surveillance as well as management information system  

GFATM provides most of the support for the design and implementation of HMIS in 

all three zones. JHNP is involved in filling the gaps in HMIS implementation. There 

are three indicators for Output 6, assessed below. 
 Percentage of regions and public health facilities submitting timely, complete and ac-

curate reports to zonal Health Authorities 

 Health Systems Analysis Team fully functional, serving the Ministry of Health and 

partners 

 A functional Monitoring and Evaluation mechanism established for JHNP 

The original target for 2016 was that there will be 90 per cent reporting in the selected 

regions. This was later revised to 85% in Somaliland and Puntland and 60% in Cen-

tral south zone. Overall, 59.3 per cent (1,454 reports) of the expected HMIS reports 

(2,976 reports) in the six JHNP/EPHS regions were submitted, 92% of the expected 

reports in Somaliland, 83% in Puntland and 41.2% in Central south zone were sub-

mitted in 2014.12 

HSAT is increasingly producing and presenting information from the HMIS data in 

health sector reviews and other meetings at zonal and central level. The MTR team 

has received several of the presentations, which show good analytical capacity. Based 

on the field visits, interviews and documents, the MTR finds that the HSATs are 

functional, although not ’fully functional’ in any of the zones. HSATs do important 

work to analyse and present HMIS data, but the full expected outcomes, to provide 

high quality analysis for decision making, have not yet been developed. 

Although both Somaliland and Puntland report during the zonal interviews that there 

is no functioning M&E system, regular Annual Reviews are undertaken, analysing 

progress according to data from the HMIS and developing annual workplans. 

Overall, for this output, the MTR finds that it should be possible to reach in 2016, if 

funding is made available to strengthen the HMIS system and to make the HSAT 

teams fully functional. 

 
                                                                                                                                           

 

 
12 JHNP APR 2014 
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2.2.7 Summary of output assessment 
There are 24 output indicators for the JHNP and for 10 of the indicators the MTR 

assessment is that the programme is on track to achieve them by the end of 2016. 

Seven of these indicators refer to the service delivery component, indicating that for 

service delivery 7 of 11 indicators are on track to be reached. For another 2 service 

delivery indicators (patient satisfaction and outpatient therapeutic programmes), there 

are no data about achievements, but with additional efforts in 2016, the targets for 

these indicators could be reached. For the remaining 2 service delivery indicators 

(health service utilisation rate and abandonment of FGM) the assessment is that they 

will not be reached. Please see the table below. 

Table 4: Assessment of output indicators 

Health systems 
building block 

Number of 
indicators on 
track to be 
achieved 

Number of indi-
cators possibly 
reached with 
additional efforts 

Number of indi-
cators with no 
data for assess-
ment 

Number of 
indicators not 
on track to be 
achieved 

Governance and 
leadership 

2 
 

  

Public health work-
force 

1 
 

1 1 

Health services 7 2  2 

Health financing     2 

Medicines, vaccines   1 2 

Health information  3   

TOTAL 10 5 2 7 

 

It is clear that the health financing output has been the least developed. No pro-poor 

evidence based health financing strategies have been developed and will not have 

been developed for any of the three zones by 2016. The work with developing Na-

tional Health accounts has also come to a halt.  

Some important parts of other outputs have not been sufficiently developed, like the 

leadership and management training and the accreditation system for health profes-

sionals, although it is functioning in Somaliland. Other insufficiently developed parts 

include quality control systems for drugs, the improvement of WASH facilities, the 

part of the HMIS that concerns quality control of the data and the full operationalisa-

tion of the HSAT. 

Assessing the achievements of the outputs, based on the indicators, only one of the 

outputs, governance and leadership, is on track to be fully achieved. Another output, 

health information, could also be fully achieved with additional efforts in 2016. The 

outcomes for public health workforce and health services could be mainly achieved 

while the output for health financing and medicines and vaccines will probably not be 

achieved. 

2.2.8 Programme outcome 
The desired outcome of the programme is: “Increased use of Reproductive, Maternal, 

Neonatal, child health and Nutrition services. These services will be more available, 

accessible, affordable, of acceptable quality and adaptable.”  

There are 4 outcome indicators defined in the programme document. The table in 
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Annex 4 shows the progress of the outcome indicators. 

Originally, the programme intended to collect information through surveys like Mul-

tiple Indicator Cluster Surveys (MICS), Food Security and Nutrition Analysis Unit 

reports (FSNAU) and Nutrition Coverage Surveys. However, except for the nutrition 

surveys, other surveys are not repeated frequently enough to provide data that can be 

used to follow the indicators. It was therefore decided to translate the percentages to 

numbers and use the HMIS data for follow-up.  

The indicators are well chosen to indicate if the outcome has been achieved, but the 

data comes from the HMIS reflect not only the JHNP achievements but those of the 

health sector as a whole.  

The question then, is if the targets are ambitious enough. Based on population data13 

it can be estimated that about 215,000 births take place every year in the JHNP tar-

geted regions. The JHNP target is that 89,000 of the births (41%) take place in hospi-

tals or MCH facilities, including non-JHNP facilities. (Regarding attribution to JHNP, 

please see chapter 2.2.8). 

Every fourth Somali child (about 348,000 children) suffers from chronic under-

nourishment, whereas every sixth child (more than 240,000) is severely acutely un-

der-nourished, leading to poor learning, growth retardation, increased health care 

costs and lower economic productivity.14 The target for JHNP is 160,000 moderately 

and severely malnourished children (27%) that are managed by health facilities.  

Based on these two examples, the MTR judges that the level of ambition seems to 

have been carefully chosen not to be too high, given the fact that this was the first 

major Somali health programme, the political and security risks were high and the 

funding uncertain. With the experience gained, and the progress made in terms of 

initial set-up costs and capacity developed of service providers and contracting of IPs, 

a future health programme could have ambitious targets.  

Summary of outcome achievement 

The target for the nutrition indicator has been achieved for Somaliland and South 

Central zone and is also expected to be achieved for Puntland. For the other indica-

tors, the MTR has not found firm evidence about the outcome indicator achievement, 

given the known weaknesses of the HMIS system and reporting, the lack of quality 

control of the data, the attribution issue (see below) and the lack of corroborating in-

formation from other sources/surveys.  

Data for some of the impact indicators, reduction in maternal mortality ratio 

(732/100,000 live births in 201515) and reduction in under five mortality rate 

(137/1000 live births in 201516) indicates progress17 at impact level which could be 

 
                                                                                                                                           

 

 
13 http://www.indexmundi.com/somalia/demographics_profile.html 
14 JHNP Brief updated October 2015 
15 http://www.unicef.org/media/files/IGME_report_2015_child_mortality_final.pdf 
16 http://www.who.int/reproductivehealth/publications/monitoring/maternal-mortality-2015/en/ 
17 Presentation of Impact level indicator by JCU at the TCG 12 November 2015 

http://www.unicef.org/media/files/IGME_report_2015_child_mortality_final.pdf


 

19 

 

2  F I N D I N G S  

interpreted as also indicating progress for the corresponding outcome level indicators. 

However, it is even more difficult to attribute progress at impact level to JHNP. 

2.2.9 Attribution from JHNP to progress 
The MTR has collected information about other interventions in the Somali health 

sector in order to assess attribution from the JHNP to the reported results.  

 Within the UN organisations, UNICEF has an Integrated Community Case Manage-

ment (ICCM) programme, in Bay region in Central South and in Beletweyn District 

of Hiran region, also in Central South Zone, funded by regular funds. WHO is sup-

porting several capacity building activities with regular funds. UNFPA is contrib-

uting with regular funds to medicines and contraceptive commodities.  

 Health Consortium for the Somali People (HCS), is implementing programmes in an 

additional 3 regions to those covered by the JHNP. The HCS is funded by DFID. The 

HCS is using ICCM approaches in implementing programmes towards the EPHS im-

plementation. Working in three regions (one per zone), Gedo (Central South Zone), 

Sahil (Somaliland) and Karkaar (Puntland) (these are in addition to the 9 other re-

gions covered by the JHNP). 

 GAVI under the Health Systems Strengthening - HSS support for Somalis Initiative 

2011 to 2015 is focused on strengthening the delivery of community based services 

and programmes. GAVI HSS support for 2011 – 2016 is USD 11.4 million and has 

three components: training of female health workers, limited support to 40 health fa-

cilities and implementation of BCG immunisation. Support goes to health facilities 

with no other support, scattered in Puntland and in Somaliland concentrated to Gooyi 

Galbeed region. Support to HFs includes supplies, infrastructure and small incentives 

to health workers.  

 The HSS support from GFATM has two components: support to HMIS, including for 

the health facility assessment and procurement and supply chain management, the 

latter involving support for a number of supply chain managers. The new support Ju-

ly 2015 to December 2017 continues with the same two components. The support 

aims to address shortcoming in stock management, forecasting and aims to reduce 

stock out and improve reporting at facility level. 

 Finland finances a programme managed by the International Organisation for Migra-

tion (IOM) in Helsinki, to recruit technical assistants from the Somali Diaspora, ini-

tially to Somaliland and Puntland but now also to Central South Zone. It was also 

acknowledged during the Somaliland JAR this year, the deployment of health sector 

experts through the programme to different levels of health sector.  

 The Humanitarian Response Plan for 2015 of USD 863 million includes USD 71 mil-

lion for health actions, led and coordinated by the Health cluster under the responsi-

bility of WHO. Humanitarian support is focused on emergency supplies, high risk ar-

eas for areas affected by natural hazards and epidemics and internally displaced per-

sons. Humanitarian support also goes to health facilities, providing primary health 

care services and to provision of immunisations, targeting almost 2 million people in 

all Somali zones, including about 640. 000 people in the current six JHNP regions. 

Coordination between humanitarian and development health activities is the respon-

sibility of the Health cluster. Humanitarian support is mostly implemented by NGOs.  

 In addition to the JHNP, UNICEF, UNFPA and WHO are also providing support 

through other sector programmes (such as GAVI HSS, bilateral agreements, regular 
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agency funds and Global Fund) that significantly contribute to JHNP outputs and ob-

jectives. The Global Fund and UNFPA regular resources, for example, have contrib-

uted significantly to the work under output 5. 

As the listing shows, there are several interventions in parallel to or supporting JHNP 

interventions. Regarding attribution of results to the JHNP, there is a JHNP Technical 

Paper18 agreed by the JHNP donors’ group and TCG in May 2014 and endorsed by 

the Steering Committee on 14 November 2014. For attribution at activity and output 

level, the paper finds that most programme activities and outputs are programme spe-

cific with defined milestones and that these results are attributable to the programme. 

In case of overlap, the paper suggest better coordination, acknowledgement of other 

contributors and, if possible, reporting of financial contributions from other sources. 

The paper does not touch upon the fact that progress for most of the output indicators 

is measured through HMIS data, thus providing information for entire districts, re-

gions and zones from all reporting facilities, not only JHNP supported facilities. (See 

chapter 3.2.2). 

For attribution at outcome level, the paper recognises that there are multiple invest-

ments contributing to the outcomes, as well as broader determinants of health. JHNP 

has developed an approach to estimate results’ attributed to the JHNP investment by 

simply calculating the JHNP share of total Somali health sector investment (28.6%) 

in 2014 and attributing 28.6% (information from PER) of the results to JHNP19. The 

last column shows the contribution according to actual data from the HMIS collected 

in the 6 regions supported by JHNP. The following table adopted from the JHNP An-

nual Progress Reports (APR) 2014 shows the calculated attributions in 2014. 

Table 5: Attributions from JHNP to outcome indicators 
Proxy Outcome Indicators  Total 2014 Change 

from 2013 
According to 
JHNP share 
in invest-
ment  

According to 
EPHS roll out 
(6 regions) 

Deliveries in MCH/HC 77 130 - 22 052 42 464 

Birth spacing clients in MCH/HC  

 
25 895 50.7% 7 403 6 345 

Children immunized for Penta III in 

MCH/HC 
170 871 15.2% 48 853 96 127 

Moderately and Severely under-

nourished children provided care in 

MCH/HC 

222 894 258.1% 63 726 77 946 

 

The figures in the table underline the credibility problem with the HMIS data reported 

in JHNP APRs, and the inability by the MTR to assess the JHNP outcomes. If the 

achievements by the JHNP for birth spacing clients is only between 6 345 – 7 403 

instead of the reported 25 895, this strongly indicates that the JHNP is not achieving 

its targets. 

 

 
                                                                                                                                           

 

 
18 How to attribute results to the Somali JHNP and ensure evidence based decisions making, efficiency 

and effectiveness in the programme.  
19 JHNP APR 2014 
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Summary 

By adopting the SOP 004, the JHNP and stakeholders have agreed to use the HMIS 

for the M&E of the programme. The HMIS measures the collected efforts of the gov-

ernments and all programmes to improve health services and outcomes for the Somali 

people, and are in accordance with the Paris Declaration on Aid Effectiveness of us-

ing Government systems. However, with proper tools for analysis of the HMIS data, 

it would be fairly easy to report on the data for the selected health facilities or districts 

supported by JHNP or those of any other programme.  

The MTR has found that the support from the JHNP in the targeted districts is the 

major support in those districts and there are few other programmes contributing to 

the achievements of most of the output indicators at district level. Data for district 

levels would therefore better mirror the achievements from the support by JHNP, 

although as reported elsewhere in this report, the HMIS data lacks quality control. 

2.3  RELEVANCE  

2.3.1 Relevance in relation to the Somali context 

Consultations during the process of developing the JHNP took place with a wide 

range of stakeholders, with the Somali Health Authorities, development partners, 

NGOs and the UN organisations. The consultations provided an opportunity to assess 

and include national priorities in the programme design.  

The situation, as detailed in the HSSPs, is characterised by widespread poverty, poor 

nutrition status, almost universal FGM/C, limited access to potable water and sanita-

tion resulting in high under-five and infant mortality, neonatal and maternal mortality. 

This is also the focus of the JHNP, with the overall objective to improve the health 

and nutrition status of the Somali people and contribute to reduction in maternal and 

child mortality. 

The JHNP is implemented in accordance with global health priorities (MDGs) and 

international best practices, regarding Emergency obstetric care, Neonatal protocols, 

Management of Childhood Illnesses, Immunisation calendar, Nutrition strategy, Es-

sential Package of Health services etc. 

The JHNP is implemented within the overall Somali development framework  agreed 

in the New Deal and the Somali Compact, as part of Somali/Somaliland Peace and 

State building Goal (PSG) number 5, priority 1 about increase the provision of equi-

table, accessible, and affordable social services.  

The Somali Compact includes a number of Partnership Principles for international 

assistance. The JHNP was established before the Somali New Deal and does not 

completely adhere to the partnership principles, although principles like alignment 

with overall Government priorities and sector policies and plans, capacity building 

and coordination apply to the JHNP. 

2.3.2 Relevance in relation to national health sector strategic plans 
The Health Sector Strategic Plans were developed in 2012, and finalised at the begin-

ning of 2013. At the same time, the JHNP programme document was revised and the 

final version approved in October 2013. The HSSPs were developed by the Somali 

health authorities with assistance from WHO/ JHNP and external consultants. There 

were extensive consultations with the other stakeholders during the process. It is 

therefore not surprising that both the HSSPs and the JHNP programme document 

share the same structure and strategies. 
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All of the HSSPs are using the HSS building blocks. The priorities are also the same; 

the first priority focuses on leadership and governance. The second priority is to es-

tablish a trained, managed and motivated health workforce and the third priority is to 

ensure the delivery of public sector health services, focussing on the Essential Pack-

age of Health Services. If resources are available, the three health authorities would 

address the financing system and the problem of medicines and consumables. Ad-

dressing the issue of unsafe medicines would also be undertaken if resources are 

available. 

The first priority of the JHNP programme document is the roll out of the EPHS, and 

the difference in relation to the HSSPs focusing on leadership and human resources is 

that the health authorities consider leadership, governance capacities and human re-

sources as necessary for them to roll out the EPHS, anticipating that they would have 

a greater role and responsibility for the roll out. 

2.4  EFFICIENCY 

2.4.1 Utilisation and allocation of funds 
Required funding according to the programme document is USD 236 million and 

until October 2015, USD 124 million has been committed. USD 109.9 million has 

been released and USD 85.4 million spent by end of September 2015 (77.7%)20. The 

funding gap has been a constant issue for the programme to deal with and it has been 

permanently on the agenda for the SC. The limited funding in relation to the pro-

gramme budget did not affect the activities during the first two years 2012-2013, be-

cause of the delays in rolling out the EPHS. The Joint Rolling Plan 2014-2016 was 

approved in November 2013, and at that time there seemed to still be hopes for more 

funding from donors to cover the gaps for 2014-2016. A year later the minutes from 

the SC reveals that the funding gap for 2015 is discussed, but JHNP should be able to 

cope with the gap by rolling over savings from 2014 to 2015 and not start new activi-

ties in 2015. The priority then was to secure funding for the EPHS. In 2015, it be-

comes obvious that the programme needed to make serious prioritisations to adapt 

activities to the expected funding of about half of the initial programme budget. This 

leads up to the re-prioritised 2015-2016 rolling work plan (see below). 

Limited funding has affected the procurement of medicines, particularly as the initial 

cost calculations of USD 18 million seems to have been too low, not even covering 

two years of full implementation of the EPHS. Limited funding has also affected ca-

pacity building for governance, leadership and management (see chapter 2.2.1) and 

the implementation of a logistics management information system (see chapter 2.2.5).  

The links between building blocks have been maintained until 2015 in spite of the 

limited funding – in relation to initial estimates. The development of the Health Sec-

tor Strategic Plans (HSSP) and the strengthening of the planning system have laid the 

foundations for the roll-out of the EPHS (Output 3), supported by the development of 

HR systems (Output 2), supply of medicines and commodities (Output 5) and imple-

 
                                                                                                                                           

 

 
20 JHNP master presentation. October 2015 
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mentation of the HMIS (Output 6). The least developed building block is the health 

financing (Output 4), anticipating an expensive health expenditure survey as a neces-

sary next step to gain information on health spending before moving towards health 

financing strategies.  

The following table shows a comparison between the initial programme budget for 

the outputs and situation before the prioritisation by the TCG in July 2015.  

Table 6: JNHP budget for outputs and expenditure 2012 - 2016 (MUSD) 

Outputs 
Total initial 

budget21 % 
Expenditure 
2012-201422 

% Budget   
2015-201623 

% Total revised 
budget 

% 

Output 1 7 425 000 4,0 5 176 281 12,6 5 276 000 4,9 10 452 281 7,0 

Output 2 13 287 000 7,2 5 990 083 14,6 13 566 000 12,6 19 556 083 13,1 

Output 3 140 205 055 75,7 19 203 513 46,7 62 978 477 58,3 82 181 990 55,1 

Output 4 1 990 000 1,1 131 161 0,3 1 025 000 0,9 1 156 161 0,8 

Output 5 18 575 000 10,0 8 451 447 20,6 23 050 000 21,3 31 501 447 21,1 

Output 6 3 721 500 2,0 2 155 933 5,2 2 143 900 2,0 4 299 833 2,9 

Total Outputs 1-6 185 203 555 100,0 41 108 418 100,0 108 039 377 100,0 149 147 795 100,0 

 

The most striking feature is the low expenditures so far in relation to the initial budg-

et. About half of the funding (46.7%) until the end of 2014 was spent on building 

block 3 (service delivery), while 20.6% was spent on building block 5 (medicines and 

commodities) and 14.6% on building block 2 (health workforce). A total of 18.3% 

was spent on the other three building blocks (governance and leadership, health fi-

nancing and health information), casting doubt on the idea of a comprehensive devel-

opment of all health systems building blocks. 

On average, about 2/3 of released money was spent. The main factor behind this is 

that expenditures were withheld since the programme has not received enough fund-

ing to keep going until the end of 2016. Thus there was a need to push available funds 

forward to cover the whole programme period. This resulted in delays in rolling out 

the EPHS, since the programme was reluctant to do so without having secured fund-

ing.  

The low spending for HSS building block 4 during the first 3 years is explained by 

the decision to put activities on hold (see chapter 2.2.4). The high spending for medi-

cines and supplies (HSS building block 5) could have been exceeded by far, since the 

budget did not cover actual needs. The spending pattern reflects the priorities and the 

relative importance that has been given to the different building blocks, with a visible 

priority and high spending on building block 3 (service delivery). 

Comparing the initial allocations between building blocks with the actual spending 

2012 – 2014 and the total revised budget, it is most notable that initially 75.7% was 

 
                                                                                                                                           

 

 
21 Programme document 2013 
22 JHNP Annual Progress Report 2014 
23 Joint Output-based Rolling Plan and Budget 2015-2017 
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allocated to Output 3 while so far spending has been only 46.7% and increased to 

55.1% at the end of 2016. This reflects the difficulties and delays in rolling out the 

EPHS, in particular for Sanaag and Lower Juba. The expenditures for medicines, 

commodities and supplies has so far (end of 2014) been USD 8.5 million and in the 

budget estimate for 2015 - 2016 this is increased to USD 23 million for the two year 

period, with an increase in 2016 to USD 14 million. 

It is also worth noting that allocations for Output 2 have increased from initially 

planned USD 13 million, with USD 6 million spend until end of 2014, to almost USD 

20 million according to the new budget estimates for 2015-2016. The main part of the 

increase is for the training of community based female health workers (USD 5.7 mil-

lion) and for midwifery training (USD 2.9 million), including support to two new 

midwifery schools in Central south Zone. 

The budget for 2015 is at the level of the 2014 budget, while the estimates for 2016 is 

increased by 50%. This seems very ambitious compared to what the programme has 

been able to spend so far and compared with donor funding commitments. The com-

mitted funding to the programme from 2012 to September 2015 was USD 124 mil-

lion24, with about USD 90 million available for programming for the outputs. USD 41 

million has been spent 2012 – 214 and another 40 million likely being spent in 2015, 

leaving about USD 10 million for 2016. The budget estimate for 2016 is USD 66 mil-

lion and the current funding gap until December 2016 is about USD 56 million. With 

no more funding, available funds with spending according to the budget estimate for 

2016, will last until end of February 2016. 

In response to the funding situation and depending on availability of funding through 

additional commitments, the programme has developed different scenarios of expan-

sion/contraction of activities.25 A re-prioritised 2015-2016 rolling work plan and 

budget was approved by the SC in June 201526 that would primarily allow activities 

for the EPHS to run until December 2016, including expansion of the EPHS to Lower 

Juba and Sanaag. The plan has significant cuts in areas of system strengthening, ca-

pacity development, medicines, health financing and coordination. 

Table 7: JHNP Prioritised plan allocations as agreed by the TCG 28 July 2015 

Output Activity Budget 2015 Budget 2016 

1 Support Joint coordination unit and its activities    500 000      300 000  

2 Provide salary support to core staff at central and 

regional level  

  1 063 708      400 000  

   165 733      80 000  

2 Basic training of midwives in Puntland (3) and So-

maliland (4) (through midwifery schools)  

   780 000     780 000  

2 Establish 2 New Midwifery Schools for Central  

South Zone with running cost  

   542 737     400 000  

 
                                                                                                                                           

 

 
24 JHNP Master presentation. October 2015 
25 Discussion Paper: The Funding Gap in the Joint Health & Nutrition Programme (JHNP). March 2015. 
26 SC Memorandum 5 June 2015 
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2 Basic training of clinical officers and anaesthesiolo-

gists (SL)/ Diploma training in all zones 

   832 537                  -   

3 Rollout of the EPHS in target regions   17 000 000   17 000 000  

3 CEmOC (and BEmOC if not covered by PCA)    2 895 410    2 890 000  

5 Procure adequate supplies for EPHS   6 080 431  5 000 000  

5 Procure adequate supplies for RH    790 603     250 000  

 Total for activities  38 830 104  28 090 000  

The budget allocations according to the TCG decision have been reduced by USD 40 

million, to keep the programme running until December 2016, with most of the avail-

able funding allocated to the roll out of EPHS. 

Summary 

Required funding according to the programme document is USD 236 million and 

until October 2015, USD 124 million has been committed. USD 109.9 million has 

been released and USD 85.4 million spent by end of September 2015 (77.7%). The 

spending pattern so far reflects the priorities and the relative importance that has been 

given to the different building blocks, with a visible priority and high spending on 

building block 3 (service delivery). 

2.4.2 Programme structure, coordination and systems 
The JHNP is a joint UN programme to support the Somali health authorities (MoHs) 

in Central South Zone, Puntland, and Somaliland. UNICEF is the Administrative 

Agent (AA) of the programme. The governance structure is shown in the following 

figure.  

 

Figure 3: JHNP Governance arrangement27 

 
 

The functions of the governing entities are regulated in the Standard Operational Pro-

cedure 001. Other SOPs developed by the programme regulate the selection of Im-

 
                                                                                                                                           

 

 
27 JHNP Programme document 
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plementing Partners (SOP 002), Long Term Technical Assistance (SOP 003) and 

procedures for Monitoring and Review (SOP 004). Initially, the SC met quarterly, but 

now meets twice a year. Its role is to provide advice to the programme planning pro-

cess, review and approve programme plans and reports, and approve key programme 

reviews.  

An institutional analysis of the organisational and governance arrangements of the 

Somali health sector coordination was done in 2013.28 The report did not recommend 

any major restructuring of existing institutional arrangements, as these were found to 

have worked reasonably well in a difficult and fragmented context. The JHNP coor-

dination structure is aligned to the general coordination structure and policies of the 

Somali health sector, supported by the JHNP, with Health Sector Coordination meet-

ings (HSC) and a Health Advisory Board (HAB), at central level. Policies and strate-

gies developed with JHNP support are put on the agenda for these meetings and dis-

cussed and approved here. The report mentioned above also noted that JHNP meet-

ings take place at the same time as the HSC, with many of the same participants, with 

a lot of ‘cross fertilisation’ between the HSC, JHNP and the new HSSPs. 

A review of the JHNP governance arrangements was done in 2014.29 The consultants 

reviewed the functioning of the JHNP governing bodies and the relations to the over-

all governance of the Somali health sector. Issues raised by stakeholders during the 

review include concerns over the ownership of the programme, lack of information 

by the health authorities, disconnect between ZWG priorities and TCG process and 

conclusions, harmonisation between HSSP and JHNP, membership of the TCG, the 

need for more technical support to zonal level, the role and work of the JCU. The UN 

organisations commented on the recommendations of the report and most recommen-

dations were not accepted. The report was acknowledged by the SC in November 

2014.  

The MTR has interviewed stakeholders about the functioning of the governance 

structure and reviewed minutes from the SC and TCG meetings. The SC has dis-

cussed and approved the Joint rolling Plans and the Progress reports and devoted 

much time for discussing the funding gap for the JHNP and how to bridge that gap. 

The SC minutes do not report any strategic discussions about progress and challenges 

for each HS building block, i.e. leadership training being focused on top management, 

how to overcome the stand-still regarding health financing activities or the quality of 

HMIS data, although the latter has been a concern for several donors.  

The TCG is responsible for technical oversight with a particular focus on prioritising 

interventions; decide on budget allocations and overseeing programme implementa-

tion. The MTR found that the group is working according to its TOR, with in-depth 

technical discussions about implementation and prioritisation of activities as well as 

coordination between the three HAs to move the JHNP forward. 

 
                                                                                                                                           

 

 
28 Somali Health Sector Coordination: Institutional Analysis of Organisational and Governance 

Arrangements. Jack Eldon. HLSP. 13th May 2013.  
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Meetings of JHNP’s Zonal Working Groups (ZWG) were held almost monthly in all 

three zones, in order to expedite the roll-out of the EPHS in targeted regions and to 

plan other JHNP activities. The MTR teams were not able to schedule their visits so 

that they could participate in a ZWG meeting and only met with a few of the mem-

bers at zonal level. The MTR could not make and assessment on the functioning of 

the ZWGs due to limited information.  

The MTR distributed a short survey to the members of the TCG. The survey was dis-

tributed to TCG members, including alternating members in November with a re-

minder in early December. There are 14 voting and non-voting members of the TCG 

including one alternating member from the donors. There were 8 responses to the 

survey with 2 or more responses from each stakeholder group: health authorities, UN 

organizations and donors. A summary of the responses is attached in Annex 5. The 

following figure illustrates the answers to the 6 survey questions. 

Figure 4: Government survey responses 

 

The survey had 6 questions and space for comments to each question: 

1) The TCG has worked well in assuming responsibility for technical oversight 

of programme delivery across all three Somali zones 

2) The TCG has worked well as a decision making body, particularly prioritizing 

interventions to be funded through JHNP  

3) The TCG has worked well in making budget allocation decisions across the-

matic areas and the three Somali zones 

4) Personally, I have a good knowledge of the status of programme implementa-

tion across the three Somali zones. 

5) I have been able to influence the decisions taken in the TCG about priority in-

terventions and budget allocations 

6) The JCU has worked well in coordinating and facilitating the work of the 

TCG 

The figure shows a positive response for all of the questions, particularly for question 

number 1 and 6. For the question about budget allocations, the views were more 

mixed with 2 respondents disagreeing to the statement in the question. 
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The comments (please see Annex 5) suggest that decisions are sometimes biased to-

wards the interests of the UN organizations, and not always based on evidence and on 

technical basis and that Health Authority have been pushing their priorities based on 

their HSSPs. Some comments indicate that JCU dominates the discussion instead of 

making it more participatory for the TCG members.  

 

The overall finding by the MTR, including the findings from the TCG survey is that 

the SC, the TCG and the JCU complies with their TORs, but that some of the issues 

from the governance review remain, like the need for strengthening the health author-

ities both in the JHNP governance arrangements and in ownership of the programme, 

as well as the need for further strengthening of zonal level governance. There are no 

findings that indicates a need for any major change in the governance structure of the 

JHNP.  

Financial management 

Financial management of the programme funds is the responsibility of UNICEF who 

allocates to the other UN organisations. The programme is using UNICEF, UNFPA 

and WHO systems for procurement and distribution of medicines, commodities and 

supplies.  

Initially, there was tranche-based planning in JHNP and allocation of all tranches was 

approved by the Steering Committee. This led to an uncertainty whether funds would 

be available or not and the planning became ad hoc, each time looking at how to 

spend funds from a particular tranche. 

After the first annual review of JHNP, the programme was asked to move from 

tranche based planning to annual planning. This was implemented during 2014. The 

SC now approves the annual plan whereas the TCG decide on the allocation of 

tranches within the framework of annual plan approved by the SC. The JCU com-

municates minutes of the TCG (on tranche allocation) and minutes of the SC (ap-

proval of plan) to UNICEF and accordingly funds are disbursed to the three UN im-

plementing agencies for the implementation of the rolling two-year plans and budg-

ets.  

Summary 

The MTR has reviewed the governance, administrative and financial structure of the 

JHNP and, without being able to conduct any in-depth organisational assessment, the 

MTR found that the structures are working fairly well. Areas which have not been 

adequately addressed are resource flows and the lack of capacity for strategic prioriti-

sation. With one year left, the MTR does not recommend any changes or modifica-

tions in the programme governance structure. 

2.4.3 Value-for-Money 
The annual progress reports contain analysis of VfM and have identified the major 

programme costs and cost drivers.30 The largest part of the expenditure (33.2% in 
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2014) goes to the implementation of the EPHS, for the contracting of implementing 

partners. It is therefore of great importance that the selection of IPs are transparent 

and based on agreed criteria, that IP proposals are scrutinised and that implementation 

of services is monitored. The weak point was found to be the monitoring of the ser-

vices. This is regulated in the SOP 004 and relies on the HMIS for data collection and 

reporting. The implementation of the HMIS is analysed in chapter 2.2.6 above, and 

found to be in place in all three zones, although assessed to be weak and lacking qual-

ity controls. 

There is no system in place to monitor cost-efficiency of the implementing partners. It 

is the responsibility of the UN organisations to assess the PCA (Project Contractual 

Agreement) quarterly reports. The assessment is done by UNICEF. Findings from 

these assessments have not been shared with the SC or the TCG according to minutes 

from their meetings, and not with the MTR team. 

Providing primary health care through a package of EPHS is per se an efficient ap-

proach to delivering the services. The cost of providing an EPHS through the almost 

900 functioning health facilities in all Somali zones in 2009 was calculated to be, for 

a Phase 1, with each health facility having a minimum of appropriately-trained health 

workers, USD 23,500,000 per year31 with an average of about USD 26,000 per facili-

ty per year. Some comparisons can be made between JHNP and the HCS.  

 JHNP reports an overall unit cost of EPHS per potential beneficiary per year 

estimated to be USD 11.66 (from USD 5.54 in NWZ to USD 18.67 in CSZ).32  

 HCS reports an average EPHS at RHCs of USD 9.05 – USD 9.72 and for HCs 

of USD 5.43 – 7.37.33 

The cost of delivering the EPHS seems to be lower for the HCS than for the JHNP, 

but methods of costing are different and the cost components taken into account are 

also different. Additional analysis is necessary to get a clear picture to the differences 

and why the costs differ. DFID provided JHNP and UNICEF with the tools for con-

ducting the EPHS costing work. In July 2015 DFID funded a facilitator to work with 

the NGO implementers in JHNP to learn how to conduct the costing analysis. What 

remains is for this to be taken up within JHNP. 

The current roll out of EPHS is based on a required amount of skilled staff according 

to a Phase 2 which would be considerably more expensive. The HSAT may be able to 

do calculations of the current costs to be used for a revising and re-costing of the 

EPHS strategy. 

Cost drivers 

The second largest part of programme expenditures goes to procurement and distribu-

tion of medicines, commodities and supplies (19.9% in 2014). The APR 2014 informs 
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that these costs have remained constant since 2012 with good value for money. How-

ever, measuring efficiency or efficacy of drugs – and commodities and supplies – 

should be done at the level of utilisation. Even if the procurement of drugs achieved 

low prices, signifying efficiency at procurement, the distribution may not be equally 

efficient, causing stock-outs at health facilities or outdated/expired medicines. The 

patient in need of medicines might get the wrong treatment or prescription (because 

the service provider does not have enough skills or there are no treatment guidelines) 

or the patient may decide not to take the medicines. All of these factors should be 

considered in assessing the VfM of medicines, commodities and supplies. 

Medicines are delivered through pre-packed kits. A distribution system that is com-

pletely based on kits is usually viewed as a temporary solution to a logistics problem. 

However, changing from a kits based push system to a requisition-based system can 

be difficult, and combining basic kit distribution with allowing limited ordering for 

some products may be necessary. Realistically, once a kit system is in place, its con-

venience paired with the challenges of a pull system often result in this temporary 

solution lasting much longer than originally planned.  

The prices of the kits have remained constant since 2012. The total cost for UNICEF 

delivery of a kit of medicines to a Primary Health Unit was USD 1,795, and for a 

Health Centre USD 3,1234 Each facility is provided on average one kit every quarter, 

so the cost per facility per year for medicines procured by the UNICEF is estimated at 

USD 7,180 for a Primary Health Unit and USD 12,448 for a Health Centre.  

To improve efficiency and respond to different demands from different health facili-

ties, UNICEF has started the process of switching to distributing separate medicines 

on demand rather than in pre-packaged kits.  

CEmOC services in hospitals accounted for 8.3% of expenditures in 2014. According 

to the APR 2014, the unit cost for CEmOC (excluding RH kits) was USD 268,571 per 

facility/hospital per year. There is no indication whether this is good VfM. 

The training of midwifes accounted for 7.5% of expenditures in 2014. The JHNP 

supports basic (24 month duration) and post-basic (18 month duration) midwifery 

training at eleven midwifery schools. The unit cost varies from USD 2,626 to USD 

5,455 per student per year depending on whether it is being provided by an estab-

lished institute that only requires funding of recurrent costs, or a new institute that 

requires funding of development as well (e.g. to upgrade facilities and teaching aids). 

Of the unit cost, USD 1,200 is for the stipend to one student midwife per year. There 

is no indication whether this is good VfM. 

There are no calculations of unit costs for providing different services in the JHNP 

supported health facilities, i.e. normal deliveries, deliveries with complications, ANC 

visits, nutrition treatment, etc. This is done for the HCS35, and the comparisons, in-

cluding international comparisons, provide indications that there is VfM. 
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Summary 

There is not much information about VfM or any major efforts to calculate VfM with-

in the programme - although some commendable efforts were done in the JHNP 2014 

annual progress report. A more developed system for monitoring the IPs or efforts to 

calculate the actual costs for delivering the EPHS or calculating unit costs as per the 

example of the HCS could provide more insight into the VfM of the JHNP.  

2.5  RISK MANAGEMENT 
The programme document states that the three United Nations agencies (UNICEF, 

WHO and UNFPA) and the JCU will ensure that the risks in the programme are care-

fully monitored and managed. A Risk Matrix was developed and is being reviewed 

bi-annually. The risk matrix includes the following risk categories’, assessment of the 

probability and impact of the risk, as well as mitigation measures: 

A. Political: Lack of political commitment to own the programme at zonal level, 

especially with any change of governing authority as a result of elections etc.  

B. Conflict: Conflict and security concern poses a threat to the programmatic in-

terventions  

C. Economic: Poor economic status of the country and non-availability of public 

funds for the social sector  

D. Fiduciary: High fiduciary risks in the programme  

E. Corruption: High corruption risks in the programme  

F. Institutional: Weak capacity of the zonal, regional and district offices and 

expected concentration of powers at the zonal level  

G. Partnership: Weak partnerships and duplication of activities with other do-

nors and government departments 

H. Behavioural: Slow change in RMNCH and nutrition related behaviours and 

low utilisation of health services  

I. Natural disasters: Disasters posing a threat to the programmatic interven-

tions  

The JHNP portfolio was deemed to be an ambitious and high-to-substantial risk pro-

gramme, as there has been uncertainty in the political (especially for Central South 

zone), security and economic environment. The most probable risks with the highest 

impact are the risks related to political, conflict, economic and fiduciary risks, accord-

ing to the Programme document. 

A risk register was developed in 2013 to ensure that the risks in the programme 

would be regularly monitored and managed.36 The initial analysis was done in August 

2013 and the document has been updated biannually with the latest update in April 

2015. The Risk Register contains updates of the proposed mitigation measures, sug-

gested future actions and an assessment trajectory.  

The information in the most recently updated Risk Register can be summarised as the 

risks are still present, mostly medium to high risks. Mitigation measures are mostly 

on track with some exceptions: 
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- No steps taken towards Public Financial Management (PFM) reforms to re-

duce fiduciary risks37, with small amount of funds transferred to health author-

ities using HACT guidelines and regular risk assessments of partners includ-

ing health authorities, 

- In the health sector there is a need to develop and implement an anti-

corruption strategy (corruption risks), 

- Technical assistance is available at zonal levels, but TA priorities need to fo-

cus more on strategic planning, M&E, procurement, supply chains, financing 

and other technical areas related to MDGs 4&5 (institutional risks), 

- Behavioural Communication Change (BCC) interventions need to be regularly 

supported. Outcomes are measured through assessments and evaluations and 

BCC interventions, especially related to RMNCH behaviours, need scaling up 

(behavioural risks).                                                                

Summary 

The programme is well aware of the programme risks, working in a difficult envi-

ronment. Risks have been identified and the risk management system is appropriate 

and well-kept through the regular updates.  

2.6  GENDER EQUALITY 
The programme document recognises that health outcomes are strongly affected by 

social and cultural norms and that alongside improvements in services, key social, 

gender and human rights issues need to be addressed through behaviour change and 

community mobilisation strategies to improve health and well-being.  

The Programme document also notes that the medium probability and high impact 

risk of slow change in RMNCH and nutrition related behaviours could cause a low 

utilisation of health services. The mitigation would be to use contextual analysis to 

inform programme design and implementation, including a strong systematic gender 

analysis and analysis of local customs and beliefs. 

The Somali Compact states that the Compact will seek to address contributing factors 

perpetuating gender inequality through strategic priorities under all PSGs, including 

emphasis on improved participation in political and decision-making fora, access to 

justice and protection from sexual and gender-based violence, economic empower-

ment, and access to basic services such as health and education, particularly for the 

most vulnerable populations e.g. female-headed households. 

Related to behaviours, formative research was done which addresses gender issues 

and accordingly the BCC strategy was developed. Behavioural change interventions 

have been included in the JHNP planning (Activities within 3.4). A Behavioural 

Communication Change (BCC) strategy was developed with support from GAVI al-

ready in 2012, focusing on RMNCH, nutrition, FGM/C and WASH. Additionally a 

Community Empowerment programme has been implemented since 2009, temporari-

ly supported by JHNP and now supported by USAID.  
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The JHNP is certainly focusing on addressing the health needs of women, but without 

an underlying analysis of gender defined as the state of being male or female with 

reference to social and cultural differences rather than biological ones. 

Specifically, the Program document refers to care seeking behaviour and utilization of 

health services being affected by gender relations and suggests that this will be ana-

lysed and actions be taken to remove possible gender based barriers. This has not 

been done. The MTR team has not found any interventions of the JHNP with the aim 

of addressing gender issues to promote utilisation of health services. BCC interven-

tions have focused exclusively on FGM/C, which is strongly gender related, but there 

are no other interventions for mitigating the risk of low utilisation of health services, 

or for other issues that could limit the benefits arising from the use of those services.  

JHNP has not produced a gender analysis to guide the programme or any other ana-

lytical document analysing gender issues, challenges and opportunities in the Somali 

context. Nor has the programme explicitly applied any gender mainstreaming instru-

ments of targeted measures, integrated measures or dialogue to deliberately address 

gender inequalities that could hamper equity in access to health services.  

The JHNP is however supporting health services, prioritising the health needs of 

women. The focus on maternal health, birthing facilities, breastfeeding, FGM/C are 

directly addressing women’s’ health needs.  

Summary 

Although the need to address gender issues in relation to utilisation of health services 

is recognised in the programme document and the Somali Compact, there have been 

no direct activities in the JHNP to address gender inequalities. 

2.7  SUSTAINABILITY 

2.7.1 Progress made towards the ownership and leadership 
The Joint Donor Design Team in 2011 identified increased ownership and leadership 

of Health Authorities as one of the major recommendations for the JHNP. It was an-

ticipated in the programme document that, over time, the JHNP would provide oppor-

tunity for more health services to be delivered under Somali guidance, rather than the 

auspices of external agencies, building on the potential in each zone and based on 

priorities as identified in the national health strategic plans.  

Several areas are identified in the programme document, where capacity will be built 

to make it possible for health authorities to assume increasing responsibility and take 

steps towards greater ownership. A plan to strengthen governance, leadership and 

management within health authorities has been developed as described in Chapter 

2.2.1. The draft plan developed by GFATM was finalised in 2013 with a total cost of 

US$ 11,442,862 over four years.38 Only a small portion of the plan was prioritized for 

JHNP and is being implemented, reducing the possibilities for the HAs’ capacity to 

be able to assume a more leading role. An obstacle to empowering the Somali leader-
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ship is the high turnover of high officials which is impacting on national leadership 

and ownership of policies. 

The first and the most significant area is obviously the planning process, including 

the assistance to the HAs to develop the first HSSPs and to manage the annual review 

and planning and budget processes. This guarantees that the annual work plans would 

contain national priorities for implementation, and give the responsibility of the plan-

ning and progress review processes to the HAs.  

Capacity building for planning and reporting has been successful to some extent in 

the sense that health authorities have the capacity to manage an annual planning sys-

tem with development of Annual Work Plans (AWP), and a reporting system based 

on the HMIS, although more efforts are needed to increase the quality of reporting 

(see chapter 2.6). 

More training is also needed for a properly functioning HR management system and 

the logistics management system, to enable the health authorities to take greater re-

sponsibility for the system of regular supportive supervision. 

During field visits and interviews with HAs, they all confirmed that they have the 

capacity and are actually developing annual work plans in a consultative process with 

regional authorities in a process that involves a strong political element, although 

implementation of the plans are limited. Although JHNP has been implemented for 

almost 4 years, the Somali governments do not consider themselves to have been em-

powered or adequately consulted when resources are allocated.  

A second area is the logistics management system. For essential medicines, the 

JHNP aimed to achieve a shift from kits to a “pull” system of medicines demanded by 

health facilities and based on the needs of their clients. This shift would require im-

proved capacity, ownership and management of all Health Authorities, as well as 

training in rational and cost-effective use of drugs. Such a shift was deemed to be 

possible in Puntland and Somaliland in the short-to-medium term, although the cur-

rent, emergency-mode push system will need to remain in Central south Zone. 

In the interviews, HAs informed that a Logistic Management Information System has 

been introduced, and Somaliland reports that it functions well for the cold chain. One 

function of the system would be to make it possible to monitor stock-outs of medi-

cines, as there is no such monitoring today. Although the logistics is handled by 

UNICEF and the IPs, there was an intention to develop the oversight capacity, which 

has not happened. 

A third area is the HSAT that will also respond to capacity needs within the minis-

tries’ planning and M&E functions, by using the analysis activities to build capacities 

and increase ownership for evidence-based decision making. Somaliland reports that 

the duties of the HSAT have been defined, including assisting in establishing a good 

monitoring and evaluation system, improve communication and dissemination of 

health and nutrition information at all levels, support coordination, harmonisation and 

alliance of health sector planning and knowledge transfer on research and health in-

formation analysis.  

Based on the field visits, interviews and documents, the MTR finds that the HSATs 

are functional, although not “fully functional” in any of the zones. HSATs do im-

portant work to analyse and present HMIS data, but the full potential to provide high 

quality analysis for decision making has not yet been developed. 
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A fourth area is public financial management, although the strengthening of the 

PFM system is outside of the specific scope of JHNP, but the programme can con-

tribute by initially channelling some funding to the governments once proper proce-

dures are in place. Coordination of health sector authorities and ministry of finance 

(as well as health sector programmes and PFM programmes) would be very important 

to advance the PFM strengthening. 

Summary 

Of the four areas analysed above, the MTR finds that solely for the planning process, 

has considerable capacity been developed for the zonal health authorities to assume 

responsibility and provide leadership. As reported by all HAs, they consider it a ma-

jor achievement that the HMIS has been introduced, but training and tools dissemina-

tion is not sufficient to manage the system at all levels. It is a missed opportunity that 

sufficient capacity has not been developed for monitoring and reporting, oversight of 

the logistical system for medicines, commodities and supplies and for the health sys-

tems analytical functions. 

2.7.2 Financial sustainability 
Health sector investments in 2014 are shown in the figure below. 

Figure 5: Health Sector investment (Million USD) through Public System in 2014 

 

The table39 shows that the governments’ share of the around USD 150 million invest-

ed is very small, indicating the need for external partners to provide funding to the 

Somali health sector, until internal resources can be mobilized. 

Limited public sector financing is available and implementation remains largely de-

pendent on the donors’ financing (see below).  

Summary 

Financial sustainability is not likely to be achieved for the foreseeable future. 
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2.8  FUTURE PROGRAMMING 
Future health programming should be within the National Development Plans which 

are under development currently and within Somali health priorities to work towards 

increased Aid Effectiveness. Delivery of essential health services is one of the priori-

ty areas, and the EPHS is a flagship programme for the Somali Health Authorities. 

This means that that the continued and expanded provision of EPHS should be the 

centrepiece of any future health programming.  

This is also the proposal of the High Level Forum on the Somali Health Sector40, rec-

ommending a continuation and scaling up of EPHS services and a strong component 

of rebuilding the health system aligned with other initiatives like a GAVI Programme, 

Polio Eradication Initiative, GFATM Programme, Nutrition Programme and a Health 

Infrastructure Programme. The High Level Forum also recognises that since the cur-

rent HSSPs are ending in 2016, it is important to develop new HSSPs beyond 2016. 

To enhance the government oversight role, considerably more efforts are needed now 

and in the future to capacitate the Somali health authorities and strike a balance be-

tween service delivery and systems strengthening. In particular the MTR has found 

that that the Somali health authorities should be capacitated through strengthening of 

the HR management systems with the purpose of supporting an equitable distribution 

of the health workforce, to institutionalise a system of supportive supervision to 

health facilities, to take responsibility for logistics planning and monitoring and 

through strengthening HMIS, including data collection tools and training, analytical 

capacity and quality control. 

Capacity building is always dependent of individuals’ priorities and possibilities to 

participate in trainings and workshops. A pragmatic and flexible approach is therefore 

needed, using opportunities when they arise and going forward with components 

where conditions for success are favourable.  

UN organisations collectively have the broad up-to-date technical knowledge and 

experience of capacity building of health systems building blocks, making them rele-

vant for providing technical assistance. Other institutions can be found as alternatives 

for providing capacity building for specific areas or specific building blocks but there 

is no other organisation with the broad knowledge base that the UN organisations 

have.  

While there seems to be consensus on what to do, opinions may differ on how to do 

it. Currently, there is a multitude of programmes in the health sector, including the 

JHNP, the HCS, the global health initiatives and humanitarian support. The two most 

notable programmes are compared in the following table. 
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Table 8: Comparison of the JHNP and the HCS 

Functions Joint UN Programme NGO consortium programme 
Programme manage-

ment, planning and 

reporting 

Joint Coordination Unit within 

the UN 
The consortium of NGOs through 

a programme management unit 

Management of funds 

and financial man-

agement  

UNICEF as Administrative 

Agent and financial manage-

ment by the UN organizations 

Pooled funding through one of the 

donors. 
Financial management by the 

NGOs 
Implementation ar-

rangements 
Implementing partners (NGOs) 

and the UN organizations 
Implementing partners (NGOs) 

Governance arrange-

ments and coordina-

tion 

Steering Committee and Tech-

nical Coordination Group at 

central level and Zonal Work-

ing groups at zonal level 

Part of health sector coordination 

and observer to JHNP coordina-

tion mechanism. 

Zonal level using Government 

structure 
Providing technical 

assistance and capacity 

building 

Mostly the UN organizations 

and contracted partners 
Participating NGOs and/or con-

tracted university institutions and 

other organizations 
Monitoring Using Government system 

(HMIS), reports from imple-

menting partners, third party 

monitoring reports and  

UNICEF monitoring 

Using Government system 

(HMIS), reports from implement-

ing partners and third party moni-

toring 

 

Efficiency in service delivery is of great importance considering the great funding 

needs. As reported in chapter 2.4.3 the costs for delivering the EPHS seem to be low-

er for the HCS than for JHNP. 

Options for future health programming 

Options presented by the JCU at the SC 17 November 2015 include Successor joint 

programme with (current) combination of pass-through and parallel fund mechanism, 

Multi-donor Trust fund and a successor joint programme with a pooled fund mecha-

nism41. 

Several modalities are possible for future support and different donors may decide on 

different options according to their preferences and priorities. The preferred option 

would be to have one joint programme with all donors supporting the implementation 

of the Somali HSSPs and to the extent possible within the Somali context, aligned to 

the principles of aid effectiveness and use of government systems.  

If another option(s) is/are preferred, the following issues related to aid effectiveness 

need to be carefully elaborated: 

 The role of the health authorities in decision-making, coordination, oversight 

and implementation  

 How to relate to the overall health sector coordination mechanisms 

 
                                                                                                                                           

 

 
41 Exit Strategy or Successor of the JHNP. Discussion Paper for the SC meeting on 17 November 2015.  
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 The role of government systems for delivering the services 

 The role of government systems for monitoring 

 The possible role of government system for financial management 

One of the greatest obstacles for JHNP programming has been the uncertainty and un-

predictability of funding for the programme, with donors not being able to commit 

funds for multiple years. It has also been difficult for health authorities to convince 

the Somali governments to substantially increase the budgets for the health sector. 

There is a considerable private sector providing health services, both for-profit and 

not-for-profit, in all Somali zones. With proper regulation and oversight, the private 

sector will contribute to the achievement of the HSSP objectives. The first steps 

would be for the governments to collect information about the private sector and to 

regulate the sector. Capacity building for this should be part of a future programme. 

Summary 

Future support to the Somali health sector needs to be continued and be based on the 

implementation of the EPHS, within the framework of the National Development 

Plans and based on a second phase of HSSPs. A number of detailed recommendations 

are given in the chapter of Recommendations on what need to be done in 2016 and 

for the future. 

The preferred option for the future would be to have one joint programme with all 

donors supporting the implementation of the Somali HSSPs and to the extent possi-

ble, within the Somali context, aligned to the principles of aid effectiveness and, in-

cluding the use of government systems. 
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3 Conclusions 

A relevant and sound approach 

The JHNP was initiated to restore and strengthen the health systems in the three So-

mali zones through a comprehensive, coherent and collaborative approach among UN 

organisations, donors and the Somali health authorities. The findings of this MTR 

confirm that the programme was designed in alignment with Somali health sector 

plans and priorities, and that it is relevant for the Somali people.  

The programme’s intervention theory is assessed to be appropriate and built on sound 

assumptions. The logic of combining efforts to inform and address policy reform with 

development of capacities at all levels, from ministries to health facilities to the hard-

pressed health service providers themselves, is clear. The wide range of components 

in the programme respond to the need to address systemic challenges and have also 

provided a measure of risk reduction as JHNP has been able to redirect efforts when 

circumstances have stymied implementation.  

However, the experience also shows that JHNP has encountered significant and even 

fundamental obstacles and it is not always evident that an effective across-the-board 

strategy is in place to respond. Furthermore, the selection of responses to challenges, 

most notably that of under-funding, has not consistently reflected the overall vision of 

the programme.  

Health systems governance 

Support to development of health policies has resulted in a range of policies being 

drafted and many adopted. There is less evidence of implementation. The MTR team 

recognises that this may be due to it being too early to see results in this area, but 

there is still cause for concern that the programme may not have paid sufficient atten-

tion to supporting national leadership and ownership of these policies. Training of 

leaders and managers is being rolled out, but it is not clear whether this is being done 

in a strategic enough manner to provide a basis for the intended changes. 

Planning support, most notably in relation to annual work plans, is yielding results at 

output level, particularly for service delivery. Plans are being produced in a manner 

that shows ownership within the bureaucracy and an impressive level of multi-

stakeholder engagement. But implementation is again proving problematic, perhaps 

due to prevailing weak leadership capacities and tools. Given the extent to which the 

implementation of plans remains reliant on donor funding, this is not surprising. But 

it is nonetheless cause for concern.  

Developing the capacity of service providers 

A potentially relevant and strong human resource infrastructure and information sys-

tem is being developed by JHNP and by other programmes. This is a necessary first 
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step for enhancing and creating a skilled, motivated, effective and equally distributed 

public health workforce, but extensive gaps remain. The development of policies for 

human resources has gone well, but it is too early to judge how these policies are to 

be implemented. Some of the seemingly self-evident pillars of such a system are run-

ning into fundamental obstacles to implementation, such as the reported delay in sala-

ries and lack of incentives for private sector service providers to obtain accreditation. 

The greater attractiveness of employment in the private sector suggests that the cur-

rent focus on public sector institutions may prove increasingly problematic, especially 

if aid resources diminish at a more rapid pace than the Somali public authorities in-

crease their (currently very meagre) expenditures in the sector. This illustrates how, in 

the long-term, it is such commitments from the Somali authorities rather than the in-

puts of a programme such as JHNP, that will determine the extent to which public 

services are to be made sustainable, as well as if and how pluralistic service provision 

will emerge in the future.   

Direct service provision  

The MTR found that the EPHS six core programmes and first aid services are availa-

ble in the health facilities visited by the MTR teams, with some limited exceptions. 

The findings correspond to information from interviews with implementing partners 

in the field and are consistent with HMIS data, although there are known quality con-

cerns. Almost all of the health facilities reported that services provided respond to the 

health needs of the population. Given the challenges inherent in the Somali context, 

performance is satisfactory; even though the target of reaching a health facility utili-

sation rate of one visit per person per year has not been reached. 

Problems noted in the MTR primarily relate to dysfunctions in the logistical systems 

leading to shortages and delays of supply of medicines, payment of salaries and lack 

of patient transportation to referral medical facilities. The collection of health moni-

toring data continues to be a challenge across the zones, with considerable weakness-

es in the quality assurance of data.  

Despite these problems, the prospects for building on and expanding services in the 

future are good, depending on available funding from governments and donors. Here-

in lays the crux of the challenges facing JHNP. Given declining JHNP funding and 

the limited time period remaining, should service provision targets drive decisions or 

not?  

Balancing services with structures and adapting to challenges 

In a context with acute and chronic service provision deficits, it is inevitably im-

portant that capacities are used simultaneously as they are developed. The MTR has 

found that this balance has been maintained, but that there are some danger signs for 

the future. The decision to respond to the budget shortfall in the future by giving pri-

ority to service provision rather than governance and capacity development could be 

interpreted as indicating weakening commitments to the principles of aid effective-

ness that underpin JHNP. The massive difference between plans and budgetary reali-

ties that JHNP has faced would seem to demand a strategic rethink. Regrettably, the 

MTR has found that this shortfall has been addressed as an accumulation of small 
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decisions regarding individual components and driven by (largely justified) concerns 

about the massive service provision deficit, rather than looking at how to maintain 

adherence to the core principles behind JHNP. 

The overarching lessons from this MTR are threefold: 

1. A comprehensive approach to restoring and strengthening both systems and 

actual service provision in this extremely difficult context is possible. Despite 

the obvious obstacles, commitments to addressing systemic issues while en-

suring service provision in the spirit of aid effectiveness are fully justified. 

2. The downside of such a comprehensive programme in such a fragmented and 

weak institutional context is that it becomes easy to ‘miss the forest for the 

trees’. Individual decisions about adjusting individual programming priorities 

may make sense, but these may not always reflect the needed strategic over-

view. If this is lost, principles of aid effectiveness may be at risk. 

3. To achieve a comprehensive development of the Somali health sector, consid-

eration must be made to private sector actors to ensure that standards are 

equally adhered to. Incentives for retaining staff in the public sector are also 

essential to develop an equitable and pluralistic health service system. 

 

 

 

  

 



 

 

42 

 

 

4 Recommendations 

The MTR is tasked with giving concrete and realistic recommendations with regard to 

future directions and management of the programme. However, the MTR has been 

carried out just over a year ahead of the end of the programme and any recommenda-

tion would have limited time for implementation. A re-prioritised 2015-2016 rolling 

work plan and budget has been approved by the SC in June 2015 that would allow 

priority service delivery activities to run until December 2016, including expansion of 

the EPHS to Lower Juba and Sanaag. The plan has significant cuts in areas of system 

strengthening, capacity development, medicines, health financing and coordination. 

These further limits the possibility for the MTR to give meaningful recommendations 

with any prospect of being implemented before the programme ends. 

The programme is making good progress to meet several of the service delivery indi-

cator targets (see 6) with current efforts continuing in 2016.  

The MTR judges that it would be a missed opportunity not to consider what could 

still be done to strengthen the health system and particularly to build capacity for 

strengthening the role of health authorities in terms of enhanced monitoring and re-

porting, oversight of the logistical system for medicines, commodities and supplies 

and for the health systems analytical functions.  

The MTR recommends the following to be done in 2016: 

1. Undertake a new training needs assessment, or update the earlier one, of mid-

dle level management and leadership training, and design and implement the 

most needed training activities (building block 2), 

2. Strengthen HR management systems with the purpose of supporting an equi-

table distribution of the health workforce (building block 2), 

3. Strengthen the capacity of health authorities to institutionalise the system of 

supportive supervision to health facilities (building block 3), 

4. Undertake a study on incentives and sanctions to retain staff and recruit staff 

to remote areas, and implement appropriate mechanisms (building block 2), 

5. Investigate why payment of salaries for health facility staff are delayed and 

take actions to correct this (building block 3), 

6. Use formative research to strengthen the BCC for birth spacing services, tar-

geting communities and men/husbands (building block 3), 

7. Develop a patient satisfaction survey that can be administered by health facili-

ties which should be conducted with regular intervals going forward (building 

block 3), 

8. Strengthen the capacity of health authorities to take responsibility for logistics 

planning and monitoring, by implementing LMIS or parts of the system. 

9. Strengthen HMIS, including data collection tools and training, analytical ca-

pacity and quality control of data (building block 6), 
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10. In 2016, UNICEF should carry out the MICS survey indicated in the Pro-

gramme document to get data for the outcome indicators (building block 6), 

11. Make the HSAT fully functional through proper staffing and training, and 

make better use of their analytical capacity (building block 6), 

12. Based on the capacity building by a DFID funded facilitator, JHNP should re-

quest the NGO implementers to provide cost estimates for service delivery in-

terventions. 

Regarding the future, the MTR recommends that: 

13. Donors, UN organisations and other stakeholders should support a joint pro-

gramme with procedures in line with the Paris Declaration on Aid Effective-

ness regarding the use of government systems, including a strong role for the 

Somali authorities. 

14. Discussions among stakeholders about modalities for continued support to the 

Somali health sector needs to continue with some urgency in order to provide 

continuation of the EPHS to those districts where the EPHS has been rolled 

out. 

15. A gender assessment should be carried out to give an overview and analysis of 

the gender context and in particular in relation to health issues. Programming, 

particularly of BCC should be informed by the analysis. 
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Annex 1 – Terms of Reference 

 

Terms of Reference for the mid-term review of the Somali 
Joint Health and Nutrition Programme (JHNP) 

 

1. Introduction 
The Somali Joint Health and Nutrition Programme (JHNP) is an UN-led pro-

gramme overseen by the MoH government of Somaliland, Puntland and the Fed-

eral government of Somali together with a steering committee chaired by UN Res-

ident Coordinator/Humanitarian Coordinator. The programme receives core fund-

ing from Sweden, Finland, UK and Switzerland and programme funding from 

USAID. AUSAID has provided humanitarian core funding for one year (2012). 

The programme had an initial six months phase (February 2012 to July 2012) and 

is now on its continuation phase. 
 
The total budget for the programme is estimated to be 1,521,617,956 SEK 

(236MUSD). Sweden’s total contribution during the period 2012-2016 is 

274MSEK plus 4.6MSEK for support towards baseline survey for South Central 

Zone. Four other donors (Finland, UK, Switzerland and USAID) are further con-

tributing to the programme of which UK is the largest contributor. The programme 

is being implemented in nine regions across all Somali zones covering a population 

of more than 5 million. 
 
The overall objectives of the programme are to increase the use of reproduc-

tive, maternal, new-born and child health and nutrition services in these nine 

regions. 
 

The expected results of the programme are the following: 

 Improved governance and leadership at all levels of the health sector 

 Skilled health workforce for quality RMNCH and nutrition services 

 Increased RMNCH and Nutrition services 

 Improved access, availability, quality use of essential medicines, vaccines 

and medical equipment  

 Improved access, availability, quality use of health information systems and 

management 

 Progress towards equitable and efficient health financing systems 

 
2. Purpose, objectives and scope 
The main objectives of the mid-term review are to assess the progress 

of JHNP against expected results as well as assessing the relevance, 
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efficiency, effectiveness of JHNP in relation to: a) global health priori-

ties; and b) Somali health sector priorities. 

The scope of the mid-term review 
The consultants will be required to review/assess the following questions: 

 Analysis of the relevance of JHNP in relation to global, regional and na-

tional health sector priorities – to what extent is the objectives of the JHNP 

contribute to the national health sector strategic plans as well as the New 

Deal and the Somali compact? 

 Analysis of the progress and achievements of JHNP in relation to expected 

results 

 Analysis of the extent to which JHNP objectives will be before the end of 

the agreement period 2016 

 Analysis of the progress of JHNP towards full MoH ownership and leader-

ship of the programme 

 Analysis of the performance and efficiency of JHNP in terms of utilization 

of funds vis-a-vis achieved results – the extent to which costs of the activi-

ties can be justified by the results 

 Analysis of other ongoing UN interventions (health, humanitarian food se-

curity/nutrition, WASH) as well as the Joint programme on local govern-

ance (JPLG) and their direct/indirect effects on JHNP 

 Analysis of the efficacy of programme structure and systems to manage 

and support PCA’s (programme cooperation agreement/implementing 

partners) with regard to results reporting, financial management, procure-

ment and monitoring and evaluation 

 Review of the implementation of the risk analysis, mitigation and 

 management processes established within JHNP including that of PCA’s 

(programme cooperation agreement/implementing partners) , risk assess-

ment, mitigation and management 

 Analysis of the joint donor funding mechanism for JHNP 

 Analysis of the linkages and possible synergies with global initiatives and 

 funds such as the Global fund, GAVI, etc. 

 Analysis of the linkages and possible synergies with humanitarian pro-

grammes 
 
Based on the above information, the consultants should reflect on the comparative 

advantages of JHNP in relation to other initiatives and provide inputs on the way 

forward to enhance future relevance and performance. The mid-term review is ex-

pected to give concrete and realistic recommendations with regard to future direc-

tions and management of the programme. 
 

 

3. Methodology and timing 
The mid-term review is financed by Sweden. The consultants will provide Swedish 

Embassy, Somali Team a work plan with clearly defined timeframes addressing the 
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scope of work. The assignment will commence no later than April 13, 2015. The 

consultants shall have an inception meeting with the Swedish Embassy, Somali 

Team in Nairobi, JHNP donors, UN agencies, implementing partners and agencies 

involved in JHNP. The consultants are expected to visit JHNP field sites during the 

period March 13 – March 27, 2015. Before the consultant team leaves from field 

visits, they shall orally present their findings to the Somali health ministries, UN 

agencies, implementing partners and other relevant stakeholders. 
 
A draft report shall be submitted to the Swedish Embassy in Nairobi no later than 

June 20, 2015. The draft report should not exceed 30 pages and include an execu-

tive summary of maximum 5 pages including recommendations for strategic direc-

tion of the JHNP as well as appendices. The executive summary should be able to 

be read as a standalone document. Sweden, Somali health ministries, JHNP donors, 

and UN agencies will provide comments to the draft report no later than 15 days 

upon receiving the draft report. 
 
The final report shall be submitted to Sida/Sweden no later than July 20, 2015. 
 
The contact person for JHNP and the mid-term review at the Swedish Embassy, 

Somali Team in Nairobi is Barni Nor, e-mail: barni.nor@gov.se and telephone 

number: +254 (0) 735 506 089 
 

 

4. Consultants specifications 
The work requires a team of minimum three consultants (two international and one 

local consultant). The consultants need to not only have experience in assessing 

health services in low-income countries, but also have experience in work-

ing/conducting mandates in fragile and complex aid contexts, where both humanitar-

ian and development instruments are being used and where humanitarian and devel-

opment access/space remains limited. Considering the focus on maternal and child 

health, looking at the gender responsiveness of the programme remains critical, and 

as such consultants will need to bring the necessary gender sensitivity and expertise 

needed for this assessment. The specific experiences required for the evaluation 

team includes but is not limited to: 
 
Team Leader / Health Governance Specialist (international): 
 

 Post Graduate degree preferably advanced degree in international development, 

health policy and planning, public financial management, governance, human re-

source management, health economy 

 Minimum of fifteen years’ experience in health financing and management/ gov-

ernance/ monitoring and evaluation 

 Should have a strong understanding and experience of monitoring and evaluation 

principles and practices 

 Should be able to coordinate the monitoring & evaluation efforts, including plan-

ning, budgeting and interfacing with the partners 

mailto:barni.nor@gov.se
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 Experience in designing strategies and policies 

 Development and implementation experience with programmes in health sector 

 Strong analytical and professional report writing skills with publications and expe-

rience using quantitative and qualitative data 

 Excellent report writing skills 

 
Health System Specialist (international): 

 Post graduate degree in public health / social sciences 

 Minimum of ten years’ experience of working / assessing health system and health 

programmes in developing countries 

 Experience in system analysis and monitoring and evaluations of large programmes 

 Experience in designing strategies and policies for health sector 

 Development and implementation experience with programmes in health sector 

 Strong analytical and professional report writing skills with publications and expe-

rience using quantitative and qualitative data 
 

National Public Health Specialist (national): 

 Post graduate degree in public health 

 Minimum of seven years’ experience in Health System, Social Sector, RMNCH 

and nutrition issues 

 Knowledge of Social sector, RMNCH and nutrition programmes of the Somali pub-

lic sector / donors / partners 

 Knowledge of best practices and regional social sector, RMNCH and nutrition pro-

grammes and projects 

 In-depth knowledge of the Somali context with a focus on health and social sector 

 Strong analytical skills with proven experience. 
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Annex 2 – Inception report 

Available as separate document. 
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Annex 3 - Output 3 indicators assessment 

 

Indicators Reported Achieve-
ment42 

Target Comment 

3.1 Proportion of health facili-

ties providing EPHS services 

in all selected regions under 

JHNP 

NWZ: 76,9% 

Central south zone: 

17 districts of Banadir 

and Galgaduud 

NEZ: 59,5% 

(44/74) 

Roll out EPHS in all 

selected regions in 

2013 to ensure that 

more than 85 per cent 

of the facilities in 

selected regions are 

providing EPHS  

Health Facility 

survey in 2015 will 

provide data. 

Target could be 

achieved in 2016 

3.2 Proportion of public health 

facilities providing round-the-

clock emergency obstetric care 

services 

56 per cent (78/139) 

of the RHC and 

MCH/HC providing 

basic CEmOC ser-

vices(6 regions);  

9 hospitals providing 

comprehensive 

CEmOC  

60% of targeted 

health facilities offer-

ing 24/7B EmOC 

services 

More than 8 targeted 

regions have at least 

one 24/7 CEmOC 

hospital 

Health Facility 

survey in 2015 will 

provide data. 

Target probably 

achieved  

3.3 Health facility utilization 

rate (number of visits per per-

son per year) 

Overall in 6 targeted 

regions more than 0.4 

visits per person per 

year.  

The target is that by 

2016 this figure will 

be increased to one 

visit per person per 

year. 

 

Although data is 

uncertain, it is 

clear that the target 

is not reached. 

Difficult to calcu-

late the population 

3.4 Number of children im-

munized for measles 

Somaliland: 41,540 

Puntland: 34,270 

Central South Zone: 

60,858 

Somaliland: 25,500 

Puntland: 28,000 

Central south zone: 

18,500 

 

Vaccination data is 

fairly reliable. 

This target has 

been reached 

3.5 Number and proportion of 

women receiving multiple 

micronutrients during preg-

nancy and lactation 

Somaliland: 34,691 

Puntland: 28,754 

Central South Zone: 

30,130 

Somaliland: 60,500 

Puntland: 38,000 

Central south Zone: 

37,000 

Data from the 

HMIS, probably 

under reported. 

Overall target not 

reached but could 

be reached by 2016 

3.6 Proportion of women initi-

ating breastfeeding within one 

Total number only – 

no percentage: 

Number of mothers 

initiating breastfeed-

Data from the 

HMIS, probably 

 
                                                                                                                                           

 

 
42 It is important to note that the achievements based on the HNIS data do include data from all facili-

ties, weather supported by JHNP, other organisations or not supported at all. 
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Indicators Reported Achieve-
ment42 

Target Comment 

hour of birth  Somaliland: 17,989 

Puntland: 16,046 

Central South Zone: 

8,851 

ing within one hour: 

Somaliland-22,000; 

Puntland - 22,000; 

Central South zone - 

20,000 

under-reported. 

Target not reached, 

but could be 

reached in 2016  

3.7 Number of health facilities 

offering birth spacing/family 

planning services  

Total number s: 

Somaliland: 35  

Puntland: 74  

Central South Zone: 

19  

Number of MCH/HC 

offering birth spacing 

service: 

Somaliland - 40; 

Puntland - 55; 

Central South Zone - 

30 

Health Facility 

survey in 2015 will 

provide data. 

Target could be 

achieved in 2016 

3.8 Number of regions with at 

least 90 per cent coverage of 

Integrated Management of 

Acute Malnutrition (IMAM)  

Somaliland: 2 

Puntland: 1 

Central South Zone: 1 

7 regions Health Facility 

survey in 2015 will 

provide data. 

Target could be 

achieved in 2016 

3.9 Number of communities/ 

villages declaring abandon-

ment of Female Genital Muti-

lation (FGM)  

In Central South 

Zone, 54 communi-

ties declared aban-

donment and 27 mo-

bilized/ committed to 

declare 

20 newly engaged 

communities and  

In total > 220 com-

munities engaged to 

declare abandonment 

of FG over the Pro-

gramme period  

Target is not met 

3.10 Percentage of pa-

tients/clients satisfied with the 

provision of services from the 

health facilities   

No data >90% of the pa-

tients/clients satisfied 

from services 

No evidence that 

target has been met 

3.11 Percentage of mothers 

and caregivers attending Out-

Patient Therapeutic Pro-

grammes with good 

knowledge for sanitation and 

hygiene  

No data 20 per cent by De-

cember 2013, rising 

to 45 per cent by 

2016. 

No evidence that 

target has been met 
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Annex 4 - Assessment of outcome indi-
cators 

Indicator Baseline data  Latest availa-
ble data  

Target 2016 as defined in 
the Programme docu-
ment/latest Logframe 

1. Proportion of Institu-

tional deliveries attended 

by a skilled birth at-

tendant (doctor, nurse, 

midwife or auxiliary 

midwife) in three Somali 

zones - Disaggregation 

by location  

 

Proxy indicator: Annual 

number of institutional 

deliveries in MCH/HC 

in all three Somali 

zones" 

Somaliland: 30.6% 

(Of all deliveries 

18.8% in public facil-

ities, 11.7% in private 

and 67.3% at home) 

Puntland: 12.7% 

(MICS 2011) 

Central south Zone (3 

regions): 46.6% 

(53.8% in Banadir; 

27.4% in Galgadud 

and 21.8% in Lower 

Juba) (BLS 2014) 

Somaliland: 

44,649 

Puntland: 

18,280 

Central South 

Zone: 14,201 

 

 

Somaliland: 45%  

Puntland: 19% 

Central South Zone: 38% 

 

Somaliland: 49,000 in 

MCH/HC 

Puntland: 22,000 in 

MCH/HC  

Central south Zone: 18,000 

in MCH.HC 

2. Contraceptive preva-

lence rate (CPR) in all 

three Somali zones  

 

Proxy Indicator: Number 

of birth spacing clients 

visiting MCH/HC in all 

three Somali zones 

Somaliland: 9.8% 

Puntland: 2.6% 

(MICS 2011) 

Central south Zone (3 

regions): 9.8% 

(Banadir: 10.4%; 

Galagadud: 9.3% and 

Lower Juba: 7.5%) 

(BLS 2014) 

Somaliland: 

11,862 

Puntland: 3,203 

Central South 

Zone: 10,830 

 

 

Somaliland: 28% 

Puntland: 14% 

Central South Zone (3R): 

14% 

 

Somaliland: 16,000 clients 

visiting MCH/HC 

Puntland: 6,500 clients visit-

ing MCH/HC 

Central South Zone: 14,500 

clients visiting MCH/HC 

3. Proportion of children 

(12-23 months) having 

received Pentavalent III 

/DPT43 III containing 

vaccine in all three So-

mali zones 

- Disaggregation by 

location 

 

Proxy Indicator: Number 

of children <5 yr im-

munized for 

DPT III coverage: 

Somaliland: 10.8% 

Puntland: 7.2% 

(MICS 2011) 

Central South Zone 

(3R): 34.7% (Bana-

dir: 43.8%; Gala-

gadud: 27.4%; and 

Lower Juba: 21.3%) 

(BLS 2014) 

Somaliland: 

77,335 

Puntland: 

30,001 

Central South 

Zone: 62,535 

 

 

Overall Pentavalent III cov-

erage: >35% 

Somaliland: 30% 

Puntland: 25% 

Central South Zone(3R): 

45% 

 

Number of children <5yr 

immunized for Penta III:  

Somaliland: 80,000  

Puntland: 33,000 

Central South Zone: 60,000 

 
                                                                                                                                           

 

 
43 Diphtheria, Pertussis and Tetanus vaccine 
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Indicator Baseline data  Latest availa-
ble data  

Target 2016 as defined in 
the Programme docu-
ment/latest Logframe 

DPT/Pentavalent III in 

MCH/HC in all three 

Somali zones 

4. Proportion of acutely 

malnourished children 

under five years who are 

treated through routine 

services, integrated with 

hygiene education in all 

three Somali zones  

 

Proxy Indicators: Num-

ber of moderately and 

severely malnourished 

children managed 

through routine services 

in MCH/HC in all three 

Somali zones 

The baseline figure is 

40 per cent (obtained 

through the most 

recent nutrition sur-

veys 

Somaliland: 

98,843 

Puntland: 

26,846 

Central South 

Zone: 97,205 

 

 

60% 

 

Children <5 yr managed for 

malnutrition in MCH/HC: 

Somaliland: 55,000  

Puntland: 30,000  

Entral South ZoneZ: 75,000 
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Annex 5 – Results from survey to TCG 
members  

This survey was distributed to TCG members, including alternating members in No-

vember with a reminder in early December. There are 14 voting and non-voting 

members of the TCG including one alternating member from the donors. There were 

7 responses to the survey with 2 or more responses from each stakeholder group: 

health authorities, UN organizations and donors. 

 

1. The TCG has worked well in assuming responsibility for technical oversight 

of programme delivery across all three Somali zones 

I totally agree I agree I neither agree 
or disagree 

I disagree I totally disagree 

xx xxxx xx   

 

Comments:  

- Although the TCG decisions are made by consensus, but the Somali Health 

Authorities show ownership of JHNP 

- TCG discusses and resolves most issues and proposes solutions related to 

oversight of the program implementation 

- Discussions in most cases is not technical but rather for decision-making 

and endorsement. Also participation is not consistent 

- TCG is used for seeking endorsement by donors on controversial discus-

sions, hence the progressive absence of donors. 

 

2. The TCG has worked well as a decision making body, particularly prioritiz-

ing interventions to be funded through JHNP  

I totally agree I agree I neither agree 
or disagree 

I disagree I totally disagree 

x xxxx xxx   

 

Comments: 

- Sometimes priorities are decided as UN interests based on their mandates 

and functions 

- Yes, as long as the prioritization is concerned. However, decisions are en-

dorsed by Steering committee 

- Sometimes prioritization is not based on evidence and on technical basis 

but on resources or zonal affiliation for health authorities 

 

3. The TCG has worked well in making budget allocation decisions across 

thematic areas and the three Somali zones 
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I totally agree I agree I neither agree 
or disagree 

I disagree I totally disagree 

xx xx xx xx  

 

Comments:  

- Each Health Authority was pushing their priorities based HSSPs 

- Difficult, but all allocation decisions are made in consensus 

- Sometime allocations are not based on technical basis and evidence 

- Consequences of the service delivery prioritization on the system building 

component that makes JHNP setup unique have not been sufficiently taken 

into consideration, hence the current conclusions on the weak implementa-

tion of capacity building and system’s building activities.  

- TCG has failed in making clear that the proposed budget was most proba-

bly unrealistic from the onset and has continued suggesting budget alloca-

tions as if additional funds were still to be committed to the programme.  

- It is important to note that predictability of funds has been guaranteed by 

the donors from the onset. 

 

4. Personally, I have a good knowledge of the status of programme implemen-

tation across the three Somali zones. 

I totally agree I agree I neither agree 
or disagree 

I disagree I totally disagree 

x xxxx  xxx  

 

Comments: 

- EPHS implementation has constantly caused problems. Nevertheless, im-

plementation of CEmONC, integrated community reproductive health out-

reach campaigns, midwifery schools functioning among others in the vari-

ous zones is pretty straight forward 

- Not very clear for me across the 6 building blocks across the 3 zones. That 

said, the JHNP website is a good stop centre to get more information 

- The information made available by JCU reflects a more optimistic (bi-

ased?) situation, than the one pictured by other implementing partners,  

- Would need more analytic information on the status of the programme im-

plementation, challenges and lessons learned. 

 

5. I have been able to influence the decisions taken in the TCG about priority 

interventions and budget allocations 

I totally agree I agree I neither agree or 
disagree 

I disagree I totally disagree 

x xxxx xx  x 

 

Comments:  

- It happens sometimes 
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- A case in point is that of integrated community reproductive health out-

reach campaigns that was recently considered and adopted as a priority in-

tervention. Influencing budget allocation is not an easy task in the midst of 

conflicting priorities and limited funds. Nevertheless, with using very clear 

and concrete examples and explaining every detail including the pros and 

cons of not having sufficient budget for a planned intervention, one has of-

ten succeeded in getting the attention and approval of TCG 

- Contributions by some donors seem to be considered as rather insignificant  

 

6. The JCU has worked well in coordinating and facilitating the work of the 

TCG 

I totally agree I agree I neither agree 
or disagree 

I disagree I totally disagree 

xxx xxx  xx  

 

Comments:  

- Really I appreciate how the JCU worked during this program  

- JCU has done a good job to bring together all the stakeholders and facilitat-

ing the work of TCG 

- Sometime JCU goes too far instead of facilitating and letting the TCG sets 

the pace and decides.  

- JCU dominates the discussion instead of making it more participatory for 

the TCG members. In some meetings, agenda items are so packed and 

sometime rushed through 

- JCU has done an excellent job to bring together all the stakeholders and fa-

cilitating the work of TCG 

- The JCU has been promoting the “biased” practices described in previous 

comments 

- Rather well, but there is a lack of analytic and transparent information shar-

ing of the challenges encountered in implementation, 

- Overall, the problem is more in the health sector coordination and JHNP 

donor coordination. The donors are not organised, there is no clear lead 

donor in the sector (or leadership structure) and the secretariat provided by 

the WHO is very weak.  
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Annex 6 – Detailed findings for outputs 

Detailed achievements of outputs 
 

Output 1: Improved governance and leadership at all levels  

a) Core health sector policies, frameworks, strategies and plans 

Three Health Sector Strategic Plans, HSSPs, were finalised in early 2013 along with 

three zonal AWPs for 2013. The development of the HSSPs were supported by the 

UN organisations and the same consultancy firm was used for all of the HSSPs. The 

structure and content as well as the results framework and all of the HSSPs follow the 

structure and content of the JHNP programme document, although the HSSPs go into 

more detail. Much of the text in all three HSSPs is identical. The HSSPs are all costed 

in the same way, using the Essential Package of Health Services (EPHS) costing tool 

and the “OneHealth” costing tool44. The private sector is not included in the HSSPs, 

mainly due to the lack of information and cooperation from the private sector. 

At zonal level, a planning process to develop annual work plans is in place, as report-

ed during interviews. Puntland reports that this is done in a consultative process with 

stakeholders and that plans are being implemented, whereas Somaliland reports that 

plans are not being implemented because of complex procedures and lack of consulta-

tion between the UN and the government for fund release and allocation. Other policy 

developments are: 

 A joint Somali Health Policy developed through a consultative process during 2013 

and 2014, approved by the three Ministers of Health, 

 Human Resource policies and plans, finalised by March 2014 , 

 National Costed Plan of Action for Nutrition in Somaliland and Puntland and a Nutri-

tion Plan of Action in Central South Zone, 

 Drafts of Female Genital Mutilation/Cutting (FGM/C) abandonment policy and legis-

lation, developed with the Puntland authorities in 2013 and the policy was approved 

in February 2014, 

 A Community-based Health Care strategy, developed in 2014 and approved by 

Health Advisory Board (HAB) in April 2015,  

 The development and launch of the Infant and Young Child Feeding Action Plan, 

supported through provision of operational costs for the MoH in Somaliland and 

Puntland.  

 
                                                                                                                                           

 

 
44 OneHealth Tool: Supporting integrated strategic health planning, costing and health impact analysis. 

WHO 2013 
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 Other policy and strategy developments funded by the JHNP include a Micro-nutrient 

Strategy, a Reproductive Health Strategy, an Expanded Programme on immunisation 

(EPI) Policy, Standard Treatment Guidelines and an Essential Drugs List. 

Regarding the implementation of the policies, strategies and plans, most of them have 

been adopted in 2014 or early 2015 and there is not yet much evidence of implemen-

tation. As reported at zonal interviews, implementation is slow due to lack of re-

sources and trained personnel. 

b) Health Sector Coordination at Central/Nairobi, Zonal and Regional level 

There is a structure for coordination of the JHNP, with a Steering Committee (SC), a 

Technical Coordination Group (TCG) and Zonal Working Groups (ZWG) in each 

zone. The functioning of the governance structure is analysed in chapter 2.4.2. 

c) Leadership and management training 

A plan to strengthen governance, leadership and management within health authori-

ties has been developed in a participative process with support from GFATM. The 

draft plan was finalised in 2013. The cost of implementation of the plan was estimat-

ed to USD 11 million45. Considering the high cost, the health authorities decided not 

to implement the plan, other than a top level training programme with international 

short courses and e-learning Master of Public Health courses, long-term technical 

assistance and capacity-building through ‘learning by doing’. 

The zonal health authorities identified three areas for long-term technical assistance, 

RH advisors, Monitoring and Evaluation (M&E) advisors and advisors to support 

contracting of EPHS. Selection of M&E advisors took place and they came on board 

in early 2014. Examples of capacity-building through ‘learning by doing’ along with 

system development include: roll out of EPHS and Comprehensive Emergency Ob-

stetric Care (CEmOC), planning and budgeting, management of HMIS, monitoring, 

supervision, involvement in research and capacity-building activities and leading the 

coordination.  

The HAs reported in zonal interviews that training needs assessments have been car-

ried out and that mid-level managers have been trained in Somaliland, while imple-

mentation of the training plan is slow in Central South Zone and in Puntland.  

d) Assessment of the indicators 

There are 2 indicators for Output 1: 

 Core Health Sector Policies, Frameworks, Strategies and Plans in place 

 Health Sector Coordination is functioning at Central/Nairobi, Zonal and regional level 

The MTR finds that through the support of the JHNP and the UN agencies, a sound 

planning process is being implemented in the three Somali zones. The planning pro-

 
                                                                                                                                           

 

 
45 A Programme for Improving Governance, Leadership and Management Capacity of the Three Health 

Authorities in Somali. Mannion Daniels Limited. February 2013. 
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cess includes all stakeholders and all elements of planning, including assessment of 

the sector, prioritisation, planning, costing, budgeting and follow-up, although the 

process is still being developed.  

Although planned policies, strategies and plans have been developed, it is too early to 

assess their implementation, with the exception of the HSSPs (see above). There is no 

indicator for the leadership and management training, which is the weak segment of 

Output 1. The capacity building plan was deemed to be too expensive, and although 

some training is conducted, it is not done with a clear objective and oversight. Alt-

hough the two indicators can be expected to be reached by the end of 2016, the MTR 

judges that this output will not be fully achieved in the absence of a comprehensive 

programme implemented for leadership and management training. 

Output 2: Skilled and trained public health workforce produced and distributed equita-

bly to deliver RMNCH and nutrition services within the EPHS framework 

a) Proportion of public health facilities having skilled health care providers ac-

cording to EPHS guidelines  

This part of Output 2 has focused on developing HR policies and strategic plans, reg-

ulating salaries and introducing HR tools for planning and management as necessary 

instruments for the equal distribution of staff to health facilities. The programme doc-

ument states: 

“The human resource deficit in all regions is significant. Acute skilled staff shortag-

es; structural fragmentation; insufficient and distorted incentives to motivate staff; 

limited supervision; and mostly ad-hoc management arrangements are factors across 

the Somali zones. Although shortages are present across all regions, rural areas and 

the Public Sector are most affected.”  

 To improve the situation, JHNP started by developing HR policies for Central South 

Zone and Puntland as well health workforce strategic plans, developed with support 

from JHNP. The three health authorities decided to formulate a single Somali HR 

policy for all three zones. A combined policy has been drafted and is expected to be 

discussed, finalised and approved by HSC and HAB in 2015.  

 Work on a standard salary scale for public sector health workers started in November 

2012. The “Review of Compensation, Salaries, Incentives and Benefits for Health 

Personnel in Somali” report was finalised in March 2013 and all stakeholders en-

dorsed the report. The JHNP decided to follow the recommendations and adopted the 

recommended middle salary scale for all facilities supported by the programme. The 

MoHs have not yet adopted any standard salary scale.  

 Development of the HR database, workforce planning tools and performance ap-

praisal system in North West Zone (NWZ46) or Somaliland were supported by 

HCS/THET and are being implemented successfully and have been shared with the 

health authorities of North East Zone (NEZ) or Puntland and Central South Zone for 

adoption.  

 
                                                                                                                                           

 

 
46 Both NWZ and Somaliland as well as NEZ and Puntland are used in the report  
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 At zonal level, all Health Authorities (HAs) report having a Human Resources Policy 

and Plan and a Training of Health Workers Plan. Somaliland has an in-service train-

ing policy since 2009, revised 2011 and currently being reviewed. Trainings that are 

funded by JHNP are implemented in all zones. A Joint Somali HR Policy has also 

been developed. 

 Regarding the supervision system, strong leadership is required at all levels to im-

plement a supportive supervision system, the “back bone” of a well-functioning 

health system in any country. The intention from JHNP and UN organisations has 

been to support health authorities to assume responsibility for supervision. Tools, 

protocols and plans have been developed with support from WHO and GAVI, but 

implementation remains weak.47  

The MTR recognises that the activities for this output, to create an HR infrastructure, 

including a HR information system, is needed to get information about the current 

distribution of the health work force and to develop the HR tools, before being able to 

implement staffing standards and improve the situation, particularly in the rural areas. 

However, the indicator as it is formulated, as well as the output objective, concerns an 

actual improvement in the availability of skilled service providers across the three 

zones, and there is no evidence to assess these achievements.  

b) Number of health workers securing professional accreditation 

In Somaliland, a National Health Professions Commission (NHPC) was formed under 

an act passed in 1999. After its formation in 2001, the HNPC was non-functional un-

til 2008 when efforts were made to reconstitute it. In January 2013, the Somali presi-

dent signed into law an amendment of the Health Regulatory Act. The commission 

has been operating with the support of the Tropical Health and Education Trust 

(THET) under the Somali Health Consortium. In addition, the commission received 

JHNP support through WHO. By the end of 2014, NHPC has pre-registered 964 

health professionals of an expected total of 2,227 doctors, qualified nurses, qualified 

midwives and technicians (43%). The commission has also completed pre-assessment 

of three health training institutions and five health care facilities in 201448.  

The HR plans for Puntland and Central South Zone identified the need for the for-

mation of Professional Health Associations to address the processes of certification 

and registration of health professionals. An assessment for the legislative framework 

was completed by WHO/JHNP and a NHPC act is expected to be finalised in 2015, 

but there is a need to build capacity for the implementation and registration of health 

professionals in both Puntland and Central South Zone.  

In Somaliland, 40% of professional health workers were accredited during the last 4 

months - through the President’s initiative. NHPC has existed since January 2013. 

Since then they have had several activities but did not have their own premises or 

proper budget until this year. They recently started with a mapping process and as-

 
                                                                                                                                           

 

 
47 Interview with UNICEF 9 October. 
48 JHNP APR 2014 



 

60 

 

A N N E X  6  –  D E T A I L E D  F I N D I N G S  F O R  O U T P U T S  

sessment of staff in health facilities and training institutes. However, NHPC for now 

can only deal with public health institutes and not private institutes. NHPC liaises 

with the Medical Doctors Association; Somaliland Midwives and Nurses Association 

and Somaliland Laboratory Association. The main challenge was reported to be that 

health workers who opt to work in the private sector do not care about accreditation – 

and paying registration fees. The accreditation target could possibly be achieved in 

2016. 

c) Number of additional Public Sector health workers trained in RMNCH and 

nutrition by accredited training institutions (Nurses, Midwives, Community 

Midwives, CHWs, and Clinical Officers)  

This component of Output 2 focuses on supporting national training institutions.  

 The JHNP initially provided partial financial support to 6 midwifery schools across 

the Somali zones from funding received in July 2012. Through UNFPA, at the end of 

2014, support has been extended and provided to strengthen 11 public midwifery 

schools in all three zones: 4 in Somaliland, 5 in Puntland and 2 in Central South 

Zone. Support involved running cost of schools for midwifery training and the sti-

pend for students for basic midwifery and post-midwifery training. JHNP supple-

mented UNFPA’s core resources to ensure that the students were adequately support-

ed. In 2015, support had been extended to a total of 16 midwifery schools. By Octo-

ber 2015, 284 students had completed their basic midwifery training (24 months) and 

381 were being trained with UNFPA/JHNP support. In addition, 86 students have 

completed their post-basic midwifery training (18 months) and 64 are being trained.  

MoH Somaliland reported in interviews that trained nurses do not return to govern-

ment health facilities after completion. Instead they seek work in the private sector in 

order to get regular and higher salaries and not have to work in remote areas. Their 

chances of promotion in the private sector are higher as no accreditation by the 

NHPA is needed. If this is a general problem, bonding for some period of time after 

graduation could be considered. 

 Additional short training courses have been conducted in modern contraception and 

birth spacing counselling, maternal and child health services and basic emergency 

obstetric and neonatal care. The Ministry of Health in Somaliland, with the technical 

assistance of THET, has developed a curriculum and are rolling out training of com-

munity health workers (CHWs). JHNP, through WHO, is providing technical support 

to Puntland and Central South Zone to develop a similar training curriculum.  

 The ‘Somali Health Policy’ and the ‘Community-Based Health Care Strategy’ sug-

gest that instead of over 17 differently named sets of community health cadres, with a 

wide range in the selection criteria, skills and services, the CHWs should be standard-

ised to only two cadres. A slightly revised role for the CHW at the Primary Health 

Units and a community-based Female Health Worker (FHW) providing an integrated 

package of community health services (health, nutrition and water, sanitation and hy-

giene).  

 The health authorities decided to scale up the intervention of community-based 

FHW/ ‘Marwo Caafimaad’ in JHNP regions. WHO then updated the ‘Compendium 

to Implement Community-based FHWs Programme’ and operational plan in 2014 

and the same was approved by the three health authorities in 2014 and zonal level 

planning workshops were held in all three zones, followed by sensitisation sessions at 

regional and district level and selection of FHWs and supervisors candidates in JHNP 

regions. Master trainers have been trained and all three zones have completed the se-

lection of more than 300 FHW candidates for the training. A combined training of 
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trainers (ToT) for all three zones has been planned in Hargeisa in April 2015, after 

which training of FHWs and their supervisors will start at regional level.  

 JHNP supported training for nutrition and hygiene promotion in both Somaliland and 

Puntland. Training was conducted in each zone and individual agencies are being 

supported to ensure roll-out to field level staff.  

d) Assessment of the indicators 

There are 3 indicators for Output 2. 

 Proportion of public health facilities having skilled health care providers according to 

EPHS guidelines  

 Number of health workers securing professional accreditation 

 Number of additional Public Sector health workers trained in RMNCH and nutrition 

by accredited training institutions (Nurses, Midwives, Community Midwives, CHWs, 

and Clinical Officers)  

The first indicator as well as the output objective itself refer to an actual improvement 

in the availability of skilled service providers across the three zones. Information 

about the achievements is supposed to be collected through the health facility assess-

ment currently carried out. The target is that 80% of facilities in selected regions have 

HR as per EPHS standards (level depending on zone). There is no current data in the 

progress reports to assess the achievements. Only Somaliland reports in zonal level 

interviews that all health facilities have skilled health care providers as per the EPHS 

standards, according to reports from HR officers at regional level that have detailed 

information HR information, verified through monthly and quarterly meetings. 

For the second indicator, there is only a professional accreditation body, in Somali-

land that has by end of 2014 pre-registered 964 health professionals of an expected 

total of 2,227 doctors, qualified nurses, qualified midwives and technicians (43%). 

The target for 2015 is that in Somaliland 60 per cent of public sector and 50 per cent 

of private sector professionals are registered. There is no information on private sec-

tor professionals’ registration.  

In Puntland and Central South zone, NHPC acts are expected to be finalised in 2015. 

The revised target for 2016 is that national associations for validating health profes-

sionals have been established. In Puntland, the Health Professional Act has been ap-

proved and Puntland medical association and midwifery associations have been estab-

lished, but no accreditation taking place yet. 

The target for the third indicator is the completed training of 480 community mid-

wives in 9 Community Midwifery schools. By October 2015, 284 students have com-

pleted their basic midwifery training (24 months) and 381 are under training with 

UNFPA/JHNP support. In addition, 86 students have completed their post-basic 

midwifery training (18 months) and 64 are under training.  

Somaliland has an ambitious five year programme of upgrading all health staff, in-

cluding a programme of training community auxiliaries to be qualified nurses, with 

85% of them trained so far with combined funding from the government and UNFPA 

and with assistance from THET. Both Puntland and Somaliland report having func-

tional schools for midwifery training. 

Only one of the three indicators, the training of public sector health workers in 

RMNCH and Nutrition, will most likely be achieved. This output will therefore most 

probably not be achieved. 
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Output 3: RMNCH and nutrition services are accessible, available, affordable and uti-

lised 

a) Roll out of the Essential Package of Health Services (EPHS) 

JHNP focuses on implementing the EPHS and its six core programmes of health care 

delivery at regional hospitals, referral health centres, health centres/MCH centres, 

primary health units and the communities49: 
i) Maternal, reproductive health and neonatal health 

ii) Child health  

iii) Communicable disease control & surveillance  

iv) First aid and care of critically ill and injured  

v) Treatment of common illness  

vi) HIV, Sexually transmitted diseases & TB 

The objective of JHNP is to cover 49 districts within 9 regions, with a total popula-

tion of 5.9 million people (about 50% of the Somali population). Quality health ser-

vices will be provided - for free – to a large number of the Somali people. It is not 

possible to cover all districts in the 9 regions because of conflict or the security situa-

tion generlly.  

The roll-out only started at the end of 2013 due to the meticulous preparations need-

ed, with assessment/situation analysis of the health system, micro-planning, selection 

of implementing NGOs, review of the process at zonal level, prioritisation, review of 

the proposal, agreement and signing of Partner Collaboration Agreements (PCAs). In 

2013, EPHS started in Nugal region in Puntland and in Togdheer region in Somali-

land. Introduction of EPHS continued in the other selected regions (Bari and Mudug 

in Puntland, Awdal in Somaliland and Galgadud and Benadir in Central South Zone). 

Sanaag and Lower Juba remain to have the EPHS rolled-out due to delays in selecting 

the implementing partners and for security reasons. Sahil in NWZ, Karkar in NEZ 

and Gedo in Cental South Zone were covered under the DFID funded HCS pro-

gramme. 

In September 2015, the programme covered 39 districts in 6 regions with a popula-

tion of 4.3 million (34.6%) of the Somali population. The programme claims that 

77% of the targeted population is covered. This may not be completely accurate, as 

geographical access is still an issue for many people. An assessment report from 

201350 reported that in the Gedo and Galgaduud regions, 90-93% of health facilities 

were not able to provide an estimate of their catchment population. The programme 

also claims that EPHS is functioning at 212 health facilities, equivalent of 90% of 

existing health facilities in the three regions. This could not be verified by the MTR 

 
                                                                                                                                           

 

 
49 The four additional programmes of EPHS are : i) Management of chronic disease and other diseases, 

care of the elderly and palliative care; ii) Mental health and mental disability; iii) Dental health; iv) Eye 
health. 

50 EPHS Assessment Analysis Report of Health Facilities within Gedo, Galgadud and Banadir regions of 
Somali. Assessment conducted by Ministries of Health with reporting support from Merlin Somali. July 
2013 
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since the health facility assessment planned for 2014 is only currently being conduct-

ed.  

Information collected by the MTR during visits to HC/MCH/RH51 facilities (see An-

nex 6) show that according to the respective officers in charge, all of the six EPHS 

core programmes and first aid services are usually available. The findings correspond 

to information from interviews with implementing partners in the field and are con-

sistent with HMIS data, although there are know quality concerns. Three of the health 

facilities reported not having family planning services, a couple reported not having 

BEmOC/CEmOC services and a few of them did not have nutrition services. Almost 

all of the health facilities reported that the services provided responded to the health 

needs of the population.  

Most common achievements and challenges reported at health facilities (of 36 facili-

ties visited)  

Achievements Number of 
HF reporting 

Challenges Number of 
HF reporting 

Increased delivery, labour com-

plication attended to an early 

stage , haemorrhage, anaemia 

and pre-eclampsia can be han-

dled, reduction in MMR 

11 Infrastructure not suffi-

cient 

11 

Increase coverage of EPI 9 Insufficient supply of 

drugs, delays of supply, 

drugs prescribed are 

bought in the market. 

9 

Increased treatment of malnour-

ished children, reduction of se-

vere malnutrition 

9 Delays of salary resulting 

in demoralized staff, lack 

of emotional support 

7 

Community awareness, broke 

down barriers between HC and 

communities, working with 

CHWs 

4 Referral hospital to far 5 

  Lack of Ambulance 5 

 

Most commonly mentioned positive factors from staff interviews, contributing to 

implementation of the EPHS, are free drugs and consultations, skilled and knowl-

edgeable staff, availability of feeding programmes for pregnant women and children 

and increased community awareness.  

“Our achievements are availability of essential drugs that can cover more basic cli-

ents, all provided health services offered are free of charge, free meals for admitted 

patients by Daynile General Hospital, initiation of IMAM52 section, establishment of 

CEmOC and BEmOC section, engagement and inclusion of district TBAs in Barwaqo 

 
                                                                                                                                           

 

 
51 Health Centre/Mother and Child Health Centre/Rural Health centre 
52 Integrated Management of Acute Malnutrition 
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Health Center, expanded coverage of EPI services and provision of safe motherhood 

awareness” (Barwaqo Health Center). 

Negative factors commonly mentioned were shortages and delay of supplies, low 

salaries and lack of transportation to the hospital. The fact that free medicines were 

mentioned as a positive factor and delay of supplies, including medicines, were men-

tioned as a negative factor is not necessarily a contradiction, but this is discussed 

more in details in chapter 2.25. 

b) Nutrition services 

There is still a high residual level of acute malnutrition in the Somali zones. An esti-

mated 214 700 children under the age of five are acutely malnourished53.  

Nutrition is not fully integrated in the health system, although implementing JHNP 

partners also provide nutrition services. Due to the hign level of malnutrition and hu-

manitarian needs, other organisations are also providing nutrition services, even in 

JHNP areas. Nutrition supplies, including those for JHNP areas come from humani-

tarian funds.  

There is a separate, well established system for nutrition reporting. According to 

UNICEF, there is significant improvement in the supply and the UNICEF monitored 

stock-out has gone down from 9% in October 2014 to 0.7% in September 2015. 

c) Assessment of the indicators 

Given the broad scope and large number of activities involved in service delivery, the 

programme document includes eleven indicators to monitor this output as assessed in 

Annex 3. 

Most of the indicators are measured through the HMIS, as outlined in the SOP 004 

and agreed by stakeholders and with the purpose of supporting the government sys-

tems, not introducing separate programme-specific M&E systems. 

Collection of HMIS data for most of the indicators is done at the facilities and sub-

mitted to the regional health office, and regional HMIS reports are submitted to the 

zonal level every month. There is no direct relation between the data collected 

through the HMIS system and the achievements specifically achieved by the JHNP 

since the HMIS collects data from all health facilities. There are also, as mentioned 

below, considerable weaknesses in the reporting and a weak system for quality assur-

ance of the data.  

 In a presentation last year, the Health Systems Analysis Team (HSAT) found that 

timely HMIS reporting continues to be a challenge across the zones. There are im-

provements in Central South Zone, but volumes are very low54. 

 Apart from the responsibility of health authorities to perform quality control of the 

HMIS data, the UN organisations also have the responsibility to review and analyse 

 
                                                                                                                                           

 

 
53 2015 Global Acute Malnutrition (GAM) report 2015 
54 HSAT Power Point presentation. August 2014  
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the HMIS reports. The MTR have received evidence that the HMIS information is 

analysed regarding trends and development in districts and regions, but no evidence 

of quality checks55.  

 As reported in chapter 2.2.6, the HMIS assessment report from 201456 found that 

there was a basic HMIS functioning in the three Somali zones. Technical weaknesses 

in the national HMIS are compounded by very limited human resource capabilities 

and critical limitations resulting from the software (excel) currently used for manag-

ing information.  

 The Steering committee meeting on 11 April 2014 mentions that the TCG had decid-

ed that HSAT will do an independent review of HMIS data and will present that on a 

quarterly basis to all stakeholders on a district by district basis. This decision has not 

been implemented and there is no independent assessment of the quality of HMIS da-

ta currently being collected. 

Looking at the achievements of the indicator targets in the table in Annex 3, the MTR 

finds that two of the eleven indicators have been achieved in 2014; the number of 

Basic Emergency Obstetric Care (BEmOC) and Comprehensive Emergency Obstetric 

Care (CEmOC) facilities (indicator 3.2) and the number of children immunised for 

measles (indicator 3.4), although as mentioned above, data from the HMIS does not 

only reflect JHNP achievements.  

 Third-party monitoring57 has been carried out at five birthing facilities (two located in 

hospitals, two EPHS set-ups for service delivery, and one set-up for Mother and 

Child Health (MCH) service delivery), situated in five districts. It was reported in 

four of the five visited centres that there had been dramatic improvements in 

healthcare provision and access to maternal and neonatal services for women, and 

there was evidence that two of them have strong working relationships between 

MCH’s and SRCs. 

 Negative findings relate to the lack of resources, specifically necessary and modern 

equipment (i.e. for care of preterm babies, comprehensive emergency obstetric care) 

and medical supplies not keeping up with the growing demand. This was the case in 

three of the five facilities monitored.  

 Third party monitoring indicates that there is a need to do more about the capacity of 

staff. Only one of the facilities monitored had fully trained staff, the other four re-

quested more frequent trainings and capacity building.  

 Feedback from respondents of the third party verification exercise at the two hospi-

tals highlighted both staff and beneficiaries’ satisfaction towards the project. Benefi-

ciaries felt that the hospital really supported the poor who could not afford medical 

services from private hospitals. However, one hospital reported a very high rate of 

foetal deaths (estimated at 50%) due to lack of necessary equipment. 

 Planned activities at three monitored facilities were verified as fully executed, and the 

quality of work (measured against expected standards) was deemed by respondents as 

adequate to high. Two of the facilities had greatly improved and formerly non-

functional MCHs are now operating, equipment was sufficient, the supply of medi-

 
                                                                                                                                           

 

 
55 HSAT Power Point presentation. August 2014 
56 National HMIS Assessment Report (Final Draft). 16th January 2014 
57 The MTR received copies of the third party monitoring reports, financed by DFID 
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cines was reliable and staff were qualified and experienced. The third MHC was 

functioning relatively well compared to before with more staff and a regular supply 

of medicine, however the improvements have led to a growing demand for services 

that cannot be fulfilled within the current capacity. 

Targets could possibly be reached for another five indicators by the end of 2016, for 

health facilities providing EPHS services (indicator 3.1), women receiving multiple 

micronutrients (indicator 3.5), women initiating breastfeeding (indicator 3.6), health 

facilities offering birth spacing/family planning (indicator 3.7) and coverage of Inte-

grated Management of Acute Malnutrition (indicator 3.8). 

The JHNP Progress report 2014 extimats the health facility utilisation rated to about 

0.4 with some variations between regions. The target of reaching a health facility uti-

lisation rate of 1 visit per person per year has not been reached. The method used by 

JHNP is using the HMIS data for calculating the number of visits and the Population 

Estimates Survery of 2014 for the denominator. Calculations are made for each JHNP 

region and includes only public health facilities.  

The indicator target for breast feeding will most likely be achieved as more deliveries 

take place in health facilities, where encouraging breastfeeding is a standard proce-

dure, but caution is advised about attributing the results exclusively to JHNP. 

Findings from the field visits include the following: 

 The weak demand continues to be an issue for birth spacing services. Training of 

trainers has been conducted in all three zones to assist in rollingthis out.Third party 

monitoring confirms the availability and provision of these services (counselling and 

contraceptives) in the five facilities visited. There is an adequate e-supply and a vari-

ety of contraceptives free of charge, to include oral pills, condoms, implants and in-

jections.  

 Staff at four of the five visited facilities reported understanding their role and con-

firmed their commitment to patient confidentiality. Patients likewise reported that 

staff are well-trained, competent and trusted. Staff in the fifth facility had not been 

trained in family planning.  

 A positive finding is an increased number of female health workers. Recruitment of 

staff is done by or with the consent of the MoH. Some staff receive salaries from ex-

ternal sources, and two of the facilities reported delayed salary payments as a prob-

lem.  

 The facilities report that increasing numbers of women are accessing birth spacing 

services, although there is still unwillingness by beneficiaries and husbands to accept 

the use of birth control services even when needed. 

 A commonly mentioned challenge was low/insufficient salaries and delayed pay-

ments of salaries (delays reported for Daynile hospital, Daawad, Qarxis, Kalkaal and 

Shaafici HC in Nugal region and Garsoor and Central MCH in Mudug) for 3-7 

months), reported from 28 of the 36 visited facilities, reported to lead to low motiva-

tion and less creativity. 
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The target for the indicator about communities/villages declaring abandonment of 

FGM/C has not been reached and seems to be far from being reached in 2016, alt-

hough progress has been made58. FGM/C consequences for reproductive health can 

seriously complicate women’s delivery and outcome, apart from the dangers of doing 

the FGM/C. Somaliland has signed an “Anti-medicalisation Act” that would prevent 

conducting FGM/C in public health facilities. 

No organised patient satisfaction surveys have been undertaken, but the MTR con-

ducted a limited survey with about 10 patients at every visited health facility (see An-

nex 7). The percentage of positive responses are shown in the diagram below. 

Results from the MTR limited patient survey 

 

As shown in the diagram, there are only two questions with a lower than 80% agree-

ment, or positive responses. The question about timely attention indicates that pa-

tients are not always satisfied with the time they must wait before being attended. The 

question about knowledge about nutrition indicates insufficient efforts to communi-

cate with patients. 

Overall, the MTR judges that the indicators for service delivery are well chosen, alt-

hough using the HMIS data for programme specific achievements may be misleading. 

JHNP annual reports include some efforts of calculating the attribution from the 

JHNP (see chapter 2.2.7). For several indicators targets were initially set as percent-

ages but later revised to numbers. Efforts to calculate achievements at district level or 

higher, need to take into account all health facilities operating there, whether public 

or private or supported by JHNP or other organisations.  

The MTR can verify that targets for two of the eleven indicators seem to have been 

achieved in 2014, the number of BEmOC and CEmOC facilities (indicator 3.2) and 

the number of children immunised for measles (indicator 3.4). For another five indi-

cators, targets could be achieved at the end of 2016. It should be noted however, that 

the margin of uncertainty in the data is considerable. For the last indicators, there is 

 
                                                                                                                                           

 

 
58 FINAL APPROVED Revised Logical framework - August 2015 
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no evidence of progress. This output is not expected to be fully achieved at the end of 

2016. 

Output 4: Equitable and efficient health financing system is in place 
The output objective is to have robust health financing framework and harmonisation 

of financial support in place and the intention of the JHNP is to improve equitable 

health financing systems resulting in efficient and transparent mechanisms, increased 

sustainability and greater budget allocations for health priorities, based on accurate 

data.  

a) Health financing Framework 

There were no specific health financing activities supported by the JHNP in 201259. 

During 2013, there was a workshop on health financing. The recommendations from 

the workshop were to have a gradual approach, first focusing on obtaining a better 

understanding of the health financing situation and second, formulating a national 

strategy for health financing60.  

 The first recommendation, to get a better understanding of health financing, was ini-

tiated in 2014 by trying to conduct a Health Public Expenditure Review (HPER). It 

proved to be difficult to collect data and many of the respondents were not able to 

provide the requested data. It was recommended that no further health financing ex-

ercise should be undertaken until “…the potential users of the report show both will-

ingness to contribute and capacity to absorb the results”61. 

A roadmap for health financing work exists, but the first step was to be a National 

Health Accounts (NHA) study, which would need input from a household expendi-

ture survey at the estimated cost of USD 2 million. Funding for this could not be pro-

vided by JHNP, since the health sector was only one of the sectors to be included in 

the survey. Consequently, few of the outputs have been achieved since work on fi-

nancing came to a halt. 

b) Proportion of national budget spent on health 

The development of the indicator is shown in the following table. 

Proportion of national budget for health62 

 Target Achieved 2014 
Somaliland (NWZ) 6% 4.5% 

Central South Zone 6% 0.2% 

Puntland (NEZ) 4-5% 2.5% 

According to the data in the table, the targets for the indicator have not been achieved 

in any of the zones, although there has been considerable progress in Somaliland. It 

should be noted that this is budget data and does not reflect actual expenses. 

 
                                                                                                                                           

 

 
59 JHNP Annual report 2012 
60 JHNP Annual report 2013 
61 JHNP Annual report 2014 
62 PPT presentation by JCU for Health systems review Mission September 2015 
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c) Assessment of the indicators 

There are 2 indicators for Output 4: 

 Robust health financing framework and harmonisation of financial support 

 Proportion of national budget spent on health 

As analysed above, targets have not been achieved for either of the indicators. No 

pro-poor evidence based health financing strategies have been developed and will 

presumably not have been developed for any of the three zones by 2016. The work 

with developing National Health Accounts has come to a halt.  

Only Somaliland is on track to allocate 6% of the budget to the health sector.  

Output 5: Improved availability and quality of essential medicines, vaccines, nutrition 

commodities, medical equipment and physical structures 

a) National drug policy 

Standard Treatment Guidelines, Essential Drug List and National Drug Policy were 

all approved by HAB in September 2014. The National Drug Policy was endorsed by 

the FGS in October 2015. 

Somaliland has a National Drug Policy since 1993, reviewed in 2014. It is being im-

plemented and a Food and Drug Authority was established with the approval of the 

parliament. The policy covers both the private and public sector – but still has failed 

to reach the private sector. There are almost 700 pharmacies in Somaliland, operating 

with no control. The National Drug Policy in Puntland is not implemented. 

b) Drug quality control system 

Work on strengthening pharmaceutical registration, quality control and development 

of drug regulatory authorities are not part of the JHNP, but developed through sup-

port from WHO’s regular programme. There is, as reported from zonal level inter-

views, no functioning drug quality control system in any of the zones. There are min-

imal structures and guidelines for drug quality control in Somaliland, but these are 

not functioning due to lack of staff.  

c) Logistic management information system (LMIS) 

The original target was that by 2016 the Logistics Management Information System 

(LMIS) would be fully implemented, functioning efficiently and monitored in all 

three zones, and that minilabs would be in operation to monitor drug quality. The 

target was later revised to the National Drug Policy and National Treatment Guide-

lines being in place. 

d) Availability of medicines, reproductive health and nutrition commodities and 

supplies 

JHNP supplied medicines and other supplies are mostly procured by UNICEF and 

delivered by UNICEF to implementing partners for distribution on a quarterly basis 

to health facilities. The Somali Governments are not involved in the physical han-

dling. UNFPA is procuring equipment and supplies for maternity wards, delivery 

rooms and postpartum wards, as well as surgical/anaesthetic equipment for CEmOC 

facilities. UNFPA also provides RH commodities to health facilities through health 

authorities. 
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The JHNP progress reports contain details of what has been procured by the pro-

gramme, the UN agencies and by other agencies (GAVI, GFATM). There are howev-

er no reports on the actual availability of medicines and supplies at the health facili-

ties. Information from the field visits indicates disruptions in the supply of medicines 

and nutrition commodities. All of the 36 JHNP supported health facilities visited by 

the MTR teams reported that medicines were free of charge. In the group discussions 

with patients, non-availability of drugs was mentioned at 12 of the 28 facilities were 

group discussions were held, in many cases resulting in patients buying the medicines 

from the private sector. According to progress reports, the main constraint is shortage 

of funds in JHNP to procure essential medicines, vaccines, reproductive commodities 

and supplies.  

It should also be noted that there was a serious shortfall in availability of medicines 

and nutrition commodities in 2014 as limited funds were allocated for the activity in 

JHNP. This activity was also not prioritised in the HSSPs as MoHs and stakeholders 

assumed that medicines would continue to be available through humanitarian support. 

However, there was a significant decline in humanitarian funding and more pressure 

on JHNP to allocate funds. The JHNP SC took corrective measure and allocated 

funds for purchase of medicines for the EPHS health facilities. There is still a risk of 

shortage of medicines in non-JHNP areas because of declining humanitarian funding 

and JHNP is procuring medicines only for EPHS facilities. 

 JHNP is trying to mitigate the risk of shortage of medicines by not including new 

health facilities until sufficient stocks are ensured, by supplying medicines and sup-

plies directly to implementing partners, by moving away from procurement of kits to 

procurement of individual drugs, and by having regular meetings with implementing 

partners to assess usage of medicines and realistic forecasting to avoid any gaps.  

 Lack of medicines or delay in supply was reported at 6 of the 36 health facilities vis-

ited by the MTR 

 There is a significant reliance on ‘push’ systems63 for commodities resulting in over-

stocking in some areas and therefore expired stocks at multiple levels in the field 

making disposal more challenging64. The programme is encouraging health authori-

ties to have oversight of the distribution, storage and availability of medicines in 

health facilities, although they do not participate in the actual handling of the medi-

cines. Logistic capacity is being built with support of the GFATM.65 

 Central South Zone and Puntland report to have no system for monitoring the availa-

bility of medicines in the stores, while Somaliland has a system but the interviewees 

could not give information on frequency or nature of stock-outs, however on the So-

maliland Joint annual Review (JAR) this year, MoH reported that no stock-outs on 

vaccines were recorded in 201566. 

 
                                                                                                                                           

 

 
63 A push system delivers pre-determined quantities of drugs at certain times, contrary to a pull system 

where the health facilities have to submit an order for the medicines they need 
64 Malaria concept Note November 2014 
65 Interview with UNICEF 9 October 
66 MoH JAR Presentation 13 October 2015 
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In addition to the JHNP, UNICEF, UNFPA and WHO are also providing support 

through other programmes (such as GAVI Health Systems Strengthening funding, 

bilateral agreements, regular agency funds and Global Fund) that significantly con-

tribute to JHNP outputs and objectives. The Global Fund and UNFPA regular re-

sources, for example, have contributed significantly to the work under output 5. 

e) Water, Sanitation and Hygiene (WASH) facilities 

While rolling out EPHS, funds were approved for minor refurbishment of health fa-

cilities including provision of WASH components at the health facilities. However, 

considering financial constraints, very small amounts were allocated for repair and 

maintenance of health facilities including basic WASH interventions.  

Significantly more funds would be required to implement proper WASH interven-

tions, not only in health facilities, but also in the surrounding communities. The status 

of WASH standards will be reviewed in 2015 through the ‘Health Facility Assess-

ment’ exercise. DFID recently conducted third party monitoring of WASH standards, 

highlighting the need for improvement in WASH services in EPHS facilities. 

 Five EPHS health facilities have been assessed by the third party monitoring regard-

ing meeting WASH standards. Four of the facilities confirmed availability and func-

tionality of latrines and washing facilities, while one had insufficient toilets and two 

lacked showers. The availability of suitable drinking water was uneven; three had a 

reliable source of water for safe consumption, while two did not, which compelled 

staff to spend personal money to buy water for patients.  

 Verification findings confirmed that health workers at a majority of the facilities vis-

ited were keen to observe general hygiene and sanitation standards, although not all 

had received formal training or guidelines on WASH. 

 All five facilities had functional waste management systems although some were not 

used fully, mostly due to lack of guidelines and formal training for staff, something 

that was requested by several facilities.  

Overall, improvements have been made on WASH in the five monitored EPHS facili-

ties, but needs remain in terms of training and basic facilities.  

f) Assessment of the indicators 

Output 5 has 3 indicators: 

 National Drug Policy and quality control procedures in place and being implemented 

 Availability of medicines, commodities, vaccines and supplies in EPHS health facili-

ties in selected regions  

 Proportion of health facilities meeting EPHS standards in having WASH facilities 

A National Drug Policy has been developed and endorsed by the FGS in October 

2015, but is not yet implemented. There are no functioning systems for drug quality 

control. 

 Medicines, commodities, vaccines and supplies are procured and distributed, but 

funding is not enough to meet the needs, particularly if EPHS is rolled out to remain-

ing regions.  

 There are no functioning systems in place to regularly monitor stock-outs and short-

ages.  

 The programme has not been monitoring the indicator about WASH facilities, since 

funding for this has not been prioritised.  

The MTR could not find evidence of any of the indicators being achieved and subse-

quently, the output is not expected to be met in 2016. 
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Output 6: Improved availability, quality and use of health information that covers dis-

ease surveillance as well as management information system  

a) Health management information system (HMIS) 

GFATM provides most of the support for the design and implementation of HMIS in 

all three zones. JHNP is involved in filling the gaps in HMIS implementation. In 

2014, JHNP provided support to print HMIS tools and supported capacity strengthen-

ing efforts for the Ministries of Health HMIS and Nutrition Units in the three zones 

on integrated nutrition analysis across various health and nutrition information sys-

tems.  

 Support has been provided through the GFATM for the reintroduction of the HMIS 

in 2009 and ongoing strengthening and training for improved health sector reporting, 

including malaria indicators. Central and regional level staff have been trained in the 

HMIS. Routine data collection is occurring in all three zones, with the strongest im-

plementation in northern regions.67 

 To date HMIS is rolled out in 14 out of 21 regions. A HMIS review was undertaken 

in 2013. The HMIS assessment report68 identified strengths and weaknesses of the 

national HMIS and presents a number of recommendations for improving the system. 

The assessment found that there is a basic HMIS functioning in the three Somali 

zones. There are important technical weaknesses in the national HMIS, compounded 

by very limited human resource capabilities and critical limitations resulting from the 

software currently used for managing information.  

 There are also a large number of other health information systems that are operating 

to serve the needs of other health programmes and projects. The detailed recommen-

dations of the assessment report are slowly being implemented.  

All three zones report in zonal level interviews that a main achievement is that the 

HMIS is in place – staff have been recruited - and functioning. 85% of functioning 

health facilities submit reports on time in Somaliland, 95% in Puntland and 40% in 

Central South Zone according to the interviewees. They also report challenges of in-

sufficient data quality audits, feedback sessions and lack of capacity and motivation 

among health workers to do the reporting. 

b) Health Systems Analysis Teams (HSAT) 

The HSAT unit was established in 2012 under a Memorandum of Understanding 

(MoU) between DFID and UNOPS. The support ended in 2013. The HSAT was re-

vived with JHNP funding in 2013. A new HSAT team leader was selected and ap-

pointed in 2013. The work plan of HSAT was developed and shared with all stake-

holders. The HSAT analyst and technical officers are in place in Somaliland since 
March 2014 and in Puntland since March to December 2014 when she resigned in early 2015.  

HSAT team leader, WHO and health authorities are working on recruiting a replacement for 

HSAT technical officer in Puntland 

 
                                                                                                                                           

 

 
67 Malaria Programme Review, 2014 
68 National HMIS Assessment Report (final draft). 16th January 2014 
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 In August 2014, HSAT/JHNP supported a consultative workshop in Kampala to re-

view and discuss critical issues affecting Health Information System and explore 

ways to strengthen it. It was agreed to establish ‘Delivery Teams’ in each zone com-

prised of the zonal HMIS Officer of MoH, zonal HSAT technical officer and zonal 

M&E advisor, along with research staff to develop a common understanding of the 

needs, regularly review/ verify HMIS and other health data, conduct analysis, carry 

out spot checks of health data and identify the links between HMIS, M&E and re-

search.  

 The SC meeting on 11 April 2014 mentions that the TCG have decided the HSAT 

will do an independent review of HMIS data and will present that on a quarterly basis 

to all stakeholders on a district by district basis. According to information from JCU, 

conducting analysis of HMIS data at district level on a quarterly basis was not feasi-

ble to do centrally, due to the large number of districts and as all HMIS reports are 

not available on time. Instead that sort of district analysis should be done at zonal 

level with support of HSAT technical officer and the MoH. This, however, would be 

in conflict with the intention of having an independent review of the HMIS data.  

 Interviewees at zonal level in Puntland report that HSAT was useful for presenting 

data for decision making and programming as well for monitoring of JHNP results, 

although no core HSAT staff was recruited. In Somaliland, the HSAT team was use-

ful for ensuring efficient flow of information. In Central South Zone a HSAT tech-

nical assistant was recruited only in August 2015, so there are no achievements yet. 

 HSAT has successfully completed and shared with MOH and partners the health sys-

tems analysis framework for the Somali health sector, analysis of the Leadership and 

governance building block, the Service delivery building block, the Health infor-

mation building block and the Human resource for health bundling block, as well as 

drafted research agenda for implementation research and ToR for research commit-

tees    

c) Joint Annual Review (JAR) 

JHNP and stakeholders supported the Somali health authorities to carry out a joint 

annual review and planning exercise. The process started in July 2014 at zonal level 

with the involvement of regions and other stakeholders. Technical support from KIT 

Royal Tropical Institute/WHO was made available for the activity. Information from 

JHNP, GAVI and HCS was shared with the health authorities and overall annual 

workplans drafted. Programme-specific rolling plans were then developed consider-

ing zonal priorities.  

 The overall JHNP rolling plan, incorporating all three zonal rolling plans, was final-

ised in a workshop held in Nairobi and approved by the Steering Committee in No-

vember 2014. JAR was conducted in all 3 zones and annual workplans for 2015 de-

veloped.69  

 Reported challenges in Puntland are; the lack of funds for the JAR, that senior deci-

sion makers from the UN and NGOs do not attend the review meetings, and that 

there is no regional level for review meetings.  

 Another set of JARs took place in September/October 2015 to review reports for 
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2014 and develop plans for 2016. 

d) Monitoring and evaluation system and tools 

JHNP, and stakeholders have agreed to and adopted a Standard Operating Procedure 

(SOP 004): ‘Monitoring and Review of Joint Health and Nutrition Programme’. It 

sets out processes which use the existing HMIS mechanism and does not replace, 

duplicate, or change the Terms of Reference of HMIS officers within the MoH/UN 

agencies. The SOP empowers the existing zonal MoHs, including the regional and 

district health offices. It also seeks to decentralise programme monitoring and over-

sight to the JHNP’s ZWGs.  

 Health authorities, with the support of WHO, initiated the work of developing a So-

mali Monitoring and Evaluation Framework with three Zonal M&E plans. ToRs were 

developed, agreed and a consultant identified for the work. 

 UNICEF has developed a mechanism to collect health facility data on selected indi-

cators directly from EPHS implementing partners to compare key results from the 

HMIS data. This along with monitoring visits is expected to verify the soundness of 

HMIS data through triangulation. This system is expected to be fully operational in 

2015 in EPHS regions.  

 Central South Zone and Puntland report in zonal level interviews that there is no 

functional M&E process, while it exists partially in Somaliland. They reported there 

has been no training of data compilation and report writing within JHNP implement-

ed areas.   

e)   Assessment of the indicators 

There are three indicators for Output 6, assessed below. 

 Percentage of regions and public health facilities submitting timely, complete and ac-

curate reports to zonal Health Authorities 

 Health Systems Analysis Team fully functional, serving the Ministry of Health and 

partners 

 A functional Monitoring and Evaluation mechanism established for JHNP 

The original target for 2016 was that there will be 90 per cent reporting in the selected 

regions. This was later revised to 85% in Somaliland and Puntland and 60% in Cen-

tral south zone. Overall, 59.3 per cent (1,454 reports) of the expected HMIS reports 

(2,976 reports) in the six JHNP/EPHS regions were submitted. 92% of the expected 

reports in Somaliland, 83% in Puntland and 41.2% in Central south zone were sub-

mitted in 2014.70 

HSAT is increasingly producing and presenting information from the HMIS data in 

health sector reviews and other meetings at zonal and central level. The MTR team 

has received several of the presentations showing good analytical capacity. Based on 

the field visits, interviews and documents, the MTR finds that the HSATs are func-

tional, although not ’fully functional’ in any of the zones. HSATs do important work 
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to analyse and present HMIS data, but the full expected outcomes, to provide high 

quality analysis for decision making, have not yet been developed. 

Although both Somaliland and Puntland report during the zonal interviews that there 

is no functioning M&E system, regular Annual Reviews are undertaken, analysing 

progress according to data from the HMIS and developing annual workplans. 

Overall, for this output, the MTR finds that it should be possible to reach in 2016, if 

funding is made available to strengthen the HMIS system and to make the HSAT 

teams fully functional. 
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Annex 7 – Summary of district field interviews 

PART 1: Interview with Officer in Charge of 

the Health Facility being visited 
          

                            

Health 
Facility 

Essential Package of Health Services (EHPS) 

Table 4:           
Trained 

Staff 

Table 7:            
Positive 
Factors 

Table 8:       
Negative  

Table 11: 
Additional 

Needs    

Table 15: Obstetric Care 
Table 19: Integrated Man-
agement                       of 
Acute Malnutrition (IMAM) 

Table 24: Achievement 
and Challenges regarding 
supply of Nutrition Com-

modities 

Table 
1: 

Ser-
vices 

Table 
2:Challenges 

Table 
3:Achievements 

Achieve-
ments 

Challenges 
Achieve-

ments  
Challenges 

Achieve-
ments  

Challenges 

                        

  Shangani 

Health 

Center 

No 

Fami-

ly 

Plan-

ning 

Supply Delay, 

Lack of Out-

reach Ser-

vices, Lack of 

role of Com-

munity Health 

Workers 

Reduction of 

Maternal Mor-

tality, Increase 

Delivery, Initia-

tion of ANC, 

Increased treat-

ed, Malnour-

ished Children 

4 Mid-

wives       

2 Nutri-

tion 

Nurses 

Accessibil-

ity, Free 

Drugs/ 

Services, 

Increased 

Awareness, 

EPI Ser-

vices 

Stock De-

lay, Salary 

Delay 

Building for 

the Health 

Center 

(Currently 

renting) and 

Ambulance 

for referral 

of critical 

cases 

Increased 

Deliver-

ies, Train-

ing of 

TBA, 

Referrals 

to Hospi-

tals 

Home 

Deliveries 

by un-

skilled 

attendants, 

Outreach 

Community 

Awareness, 

No Ambu-

lance 

Increase 

number of 

treated, 

Communi-

ty Aware-

ness, 

Building 

of ware-

house, 

Increment 

of Cure 

rate about 

87% 

Lack/ Loss 

of follow-

up of the 

patient, 

supply gap, 

Outreach 

Building 

of Ware-

house, 

Increment 

of Cure 

Rate 

about 

87% 

Delay of 

Supplies, 

Loss of 

follow up 

of patients 

as patients 

move-

ments. 
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Daynile 

General 

Hospital 

  

Lack of Out-

reach Ser-

vices, Lack of 

Role of 

Community 

Health Work-

ers, Lack of 

Sufficient 

Health Educa-

tion Promot-

ers, Barwaqo 

Health Center 

uses a rented 

facility, Lack 

of Staff bus 

for Borwaqo 

Health Center 

and Poor 

Client access 

to the Daynile 

Hospital due 

to long dis-

tance. 

Reduction of 

Maternal and 

Child Mortality 

and Morbidity, 

Increased MCH 

Services particu-

larly EPI, In-

creased number 

of patients 

visits, Commu-

nity Awareness 

about severe 

cases and urgent 

Self-Referral, 

Utilization of 

Family Planning 

Services Initiat-

ed, Increment of 

District Health 

needs coverage 

particularly 

Barwaqo Health 

Center, and 

Increased com-

munity aware-

ness to utiliza-

tion of EPHS 

services 

16 Mid-

wives     

45 Nutri-

tion 

Nurses 

Availability 

of essential 

drugs that 

can cover 

more basic 

clients, all 

provided 

health 

services 

offered are 

free of 

charge, free 

meals for 

admitted 

patients by 

Daynile 

General 

Hospital, 

Initiation of 

IMAM 

Section, 

Establish-

ment of 

CEmOc and 

BEmOc 

Section, 

Engagement 

and Inclu-

sion of 

District 

TBAs in 

Barwaqo 

Health 

Center, 

Expanded 

coverage of 

EPI Ser-

vices and 

Provision of 

Short and 

delay of 

Supply, 

Long Dis-

tance and 

Poor trans-

portation to 

Daynile 

Hospital 

and MCH, 

Lack of 

Outreach 

services, 

Poor desire 

of Local 

health 

authorities 

and Family 

Planning 

slow pro-

gress. 

Intensive 

Care Unit, 

Advance 

Delivery 

Equipment 

and Mid-

wife Kits 

and Neo 

Natal Sec-

tion 

De-

creased 

Maternal 

and Child 

Mortality. 

Family 

Planning 

usage 

increased 

and Re-

ferring of 

compli-

cated 

cases 

Lack of 

ICU De-

partment, 

Lack of 

Neonatal 

Depart-

ment, Lack 

of Commu-

nity 

Awareness 

and Lack of 

some ob-

stetric 

emergency 

medicines 

and equip-

ment 

Increased 

number of 

treated 

cases, 

Increased 

communi-

ty aware-

ness about 

malnutri-

tion and 

increased 

number of 

patients 

admitted. 

Lack of 

Transporta-

tion, Sup-

ply short-

age, Short-

age of 

Staff, Lack 

of outreach 

Services, 

Lack of 

enough 

IMAM 

stock for 

Barwaqo 

Health 

Center and 

Admission 

n of Severe 

cases in 

Daynile 

Hospital. 

Increased 

cured 

number, 

Increase 

communi-

ty aware-

ness 

about 

malnutri-

tion, 

Treatment 

of admit-

ted severe 

and com-

plicated 

cases, 

Follow-

up of the 

referred 

cases for 

Barwaqo 

Health 

Center 

Supply 

Order 

delay, 

Supply 

scarcity at 

the end of 

the month, 

Lack of 

supportive 

equipment 

i.e. Bed 

Nets, B/P 

Measure-

ments, 

Absence of 

Health and 

Nutrition 

education 

promoters 

in 

Barwaqo 

Health 

Center 

Daynile 

Hospital 

MCH 

  

3 Mid-

wives       

6 Nutri-

tion 

Nurses 

Advance 

Delivery 

Equipment 

and Mid-

wife Kits 

and Neo 

Natal Sec-

tion 

Barwaqo 

Health 

Center 

  

3 Mid-

wives       

5 Nutri-

tion 

Nurses 

Public 

Owned 

Facility for 

Barwaqo 

Health 

Center, 

Recruitment 

of ObGyne 

Specialist 

for 

Barwaqo 

Health 

Center, 

Supply 

Stock, Staff 

Bus, Ad-

vance De-

livery 

Equipment, 

Midwife 

Kits and 
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Safe Moth-

erhood 

awareness 

in Barwaqo 

Health 

Center 

Neo Natal 

Section. 

              Dharken-

ley HC1  

  

Delay of the 

Drugs, some-

times insecu-

rity happens 

at somewhere, 

Not estab-

lished district 

Health Com-

mittee, Not 

made assess-

ment if Steer-

ing Commit-

tee, Dental 

and Eye 

Department 

were required 

to establish 

health centre 

Number of 

delivery carried 

out is increased 

with no compli-

cations. 

3 Mid-

wives       

3 Nutri-

tion 

Nurses 

24 Hours 

Staff Work, 

Free Medi-

cation and 

Consulta-

tion 

EPHS use is 

not uniform, 

weak EPHS 

Guiding 

principle 

No Basic 

kits being 

deliver to 

MCHs 

Initial 

Opening 

Obtain 

Safe 

Delivery 

kits, 

Medi-

cines, 

Incen-

tives, 

Women 

attending 

to first 

ANC visit 

is increas-

ing 

Shortage in 

the delivery 

of equip-

ment, Lack 

of Ambu-

lance, Lack 

of refresher 

training 

every 3 

months. 

Reduced 

number of 

children 

suffering 

from 

malnutri-

tion and 

morbidity 

Get de-

faulter 

children, 

Security 

and short-

age of 

supplies. 

Supply 

Continues 

No Chal-

lenges 

Dharken-

ley HC 2 

  

3 Mid-

wives       

4 Nutri-

tion 

Nurses 

Availability 

of qualified 

Staffs and 

Free Ser-

vices 

  

Dental 

Health and 

Vision 

Health 

  No de-

faulter 

cases 

exists 

No SC 

exists in 

the District 

Supply 

Continues 

No Chal-

lenges 

            

   

Ex-

Ambula-

toria 

  

Lack of Am-

bulance most-

ly at night, 

Shortage of 

Drugs and 

Supplies. 

Utilization of 

Immunization is 

increasing well, 

Seeking Health 

behaviour at 

Patients is 

3 Mid-

wives       

3 Nutri-

tion 

Nurses 

Free Con-

sultation 

and Medi-

cation, Free 

Delivery 

Services 
  

Establish-

ment of Eye 

Health 

Depart-

ment, and 

Training 

Increased 

number of 

pregnant 

women 

those 

carried 

Few Mid-

wives Staff, 

Lack of 

Ambulance, 

TBAs 

encourag-

Target was 

to treat 

1,100 

Children at 

the District 

level 

Referral to 

SFP 

Supply 

Continues 

Not Chal-

lenges is 

exit when 

it comes to 

the sup-

plies 
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Barwaaq

o HC 

  

Lack of Syr-

ups intended 

to under five 

children, not 

enough staff 

salary 

adapted, In-

creased patients 

attending to the 

Health Centres, 

Broke down 

barriers from 

communities to 

the Health Cen-

ter, Patients 

Satisfied and 

Improved ser-

vices 24/7 days 

3 Mid-

wives       

3 Nutri-

tion 

Nurses 

conducted 

by qualified 

staff, staff 

come on 

time, the 

centre 

operates 

24/7 days 

Plumpy Nut 

Distribution 

  

Center for 

Profession-

als 

out deliv-

er at the 

Center, 

No com-

plications 

exist due 

to earlier 

detection 

and num-

ber of 

ANC 

Visits in 

Health 

Center 

which 

was 

targeted 

1,360 

achieved 

5,381 

ing preg-

nant wom-

en to stay 

Home 

reached to 

2,640 

    

              Odwaine 

  

Delays of 

Salary, Sup-

plies, Inade-

quate power 

supply, No 

enough PHUs 

at Borders 

and Occa-

sional short-

age of Com-

modities 

EPHS increased 

all services, 

Increase in 

number of pa-

tients visiting 

Health Centres, 

Decrease in 

malnutrition, 

anaemia and 

death observed, 

Increase in EPI 

mobile teams, 

Defaulters-

Malnutrition 

decreased, 

Increase in 

Health Facility 

deliveries (preg-

nant women) 

3 Mid-

wives       

1 Nutri-

tion 

Nurse 

Good Ser-

vices, Free 

Services, 

availability 

of free 

medicines, 

well trained 

staff, feed-

ing pro-

grammes 

(EPHS, 

WFP) for 

pregnant, 

lactating 

and under-

five 

  

More MCH 

Facilities, 

More PHUs 

needed and 

need for 

PHUs and 

MCH at 

Borders 

Decrease 

in Mater-

nal Mor-

tality, 

Decrease 

in pro-

longed 

labour, 

and de-

crease in 

pregnan-

cy related 

problems. 

Inadequate 

transport 

for remote 

areas, 

Referal 

hospital too 

far, extra 

ambulance 

needed. 

Timely 

manage-

ment of 

severe 

acute 

malnutri-

tion-which 

was not 

there, 

Follow up 

and home 

visits 

carried out 

by mobile 

teams 

Still chil-

dren 

brought to 

health 

facility 

late, Health 

Education-

more IEC 

materials 

charts, 

posters, 

pictures, 

boards 

absent.  

Stocks 

main-

tained 

most 

times, 

Estab-

lished 

weekly 

distribu-

tion 

Sometimes 

supplies 

delayed, 

when the 

demand is 

high (dur-

ing 

draught) 

supplies 

did not 

suffice 
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and Antenatal 

Care Strength-

ened. 

Lughaye 

  

Referral 

Hospital is 

too far, MCH 

Facility Space 

is small, 

Labour ward 

too small and 

not enough 

beds and No 

Doctors. 

Prevention of 

Low birth 

Weight Babies, 

Malnutrition in 

Children re-

duced, More 

deliveries at the 

facility, reduc-

tion in Maternal 

Mortality, facili-

ty is open 24 

hours with 3 

shifts, Mobile 

Teams working 

well, Prevention 

of prolonged 

labour and Ante 

and Post Natal 

Care improved. 

4 Mid-

wives        

8 Nutri-

tion 

Nurses 

Free Ser-

vices, Staff 

Awareness, 

Available 

Staff Salary, 

Enough 

Staff, Func-

tioning 

Mobile 

Team, 24 

Hours shift, 

and EHPS 

Acceptable 

  

Needed 

Doctors, 

More elec-

tricity 

(Solar 

energy light 

bulbs are 

not strong 

enough), 

Electric 

Fans, Mos-

quito Nets 

for Labour 

and post-

natal ward, 

and Ambu-

lance 

Able to 

provide 

24/7 Staff 

Shift 

No power, 

solar light 

too weak 

and func-

tional short 

time so if 

mother 

some late 

night for 

labour, then 

comes the 

big chal-

lenge.                                                

No success 

yet in pro-

moting 

birth spac-

ing 

Weekly 

Food 

Distribu-

tion in-

cluded in 

the WFP. 

Manage-

ment of 

Malnutri-

tion 

though 

outpatient 

Therapy, 

Prevention 

of SAM 

from 

Moderate 

acute 

malnutri-

tion (WFP 

Supple-

mentary 

Feeding 

Pro-

gramme)   

In both 

Health 

Facilities, 

Regular 

Monthly 

Supply, 

Reduction 

in MMR 

and Pro-

motion of 

Health of 

Mothers 

Over-

crowding, 

too many 

patients, 

often 

stocks run 

low at the 

end of the 

month. 

Garbo 

  

Lack of Am-

bulance, 

Referral 

Hospital is 

far, Labour 

Ward is small 

and lack of 

Beds 

Complete im-

munization, 24 

hours shift and 

prevention of 

LBW, preven-

tion of acute 

malnutrition and 

reduction in 

MMR 

2 Mid-

wives       

7 Nutri-

tion 

Nurses 

Free Ser-

vices 

    

Not provid-

ing round 

the clock 

Obstetric 

Care 

Managing 

treatment 

of Malnu-

trition 

through 

OTP, sam 

Reduced, 

Supple-

mentary 

feeding 

pro-   
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gramme 

for preg-

nant and 

lactating 

mothers- 

reduced 

maternal 

mortality. 

Ali Hay-

dy 

  

Drought, 

Lack of Am-

bulance, No 

ward for 

pregnant 

women, be-

fore and post-

delivery, 

referral hospi-

tal very far. 

Increase cover-

age of EPI, 

Reduction of 

Maternal Mor-

tality, Reduction 

in severe acute 

malnutrition, 

Labour compli-

cation attended 

to early stage, 

and treatment of 

common illness, 

injuries are 

provided. 

2 Mid-

wives       

3 Nutri-

tion 

Nurses 

Free Ser-

vices, More 

Community 

Awareness 

about 

EPHS, 

Mobile 

Team Func-

tion well 

  

Doctors, 

Larger 

space, More 

effective 

and effi-

cient elec-

tricity, 

qualified 

Laboratory 

Technician 

  

Very Hot 

Some more 

efficient 

cooling 

system 

needed, 

Ambulance 

not enough 

as hospital 

is too far. 

No Birth 

spacing in 

fear of 

infertility. 

Early 

prevention 

of SAM, 

Reduction 

in Child 

Deaths, 

IMAM 

Services 

are regular 

  

Received 

monthly 

supply 

regularly, 

and re-

duction of 

low birth 

weight. 

Supply 

delayed 

sometimes, 

over 

crowded 

number of 

clients too 

many 

Baki 

  

Labour Ward 

very small, 

No Doctors, 

No referral 

Hospital in 

Baki or Close 

by, Drought 

increases the 

demand of 

services, No 

Ambulance. 

EPI first time as 

a result of EPHS 

2 Mid-

wives       

4 Nutri-

tion 

Nurses 

Free Ser-

vices, 

Health 

Promotion 

activities, 

Increased 

community 

awareness 

of mobile 

clinics and 

CHW, 

Screening at 

Community 

level possi-

ble, More 

skilled staff.   

Doctors, 

Larger 

space, More 

effective 

and effi-

cient elec-

tricity, 

qualified 

Laboratory 

Technician, 

More on the 

Job Train-

ing, more 

beds for 

labour 

wards.    

No Birth 

Spacing, 

Close 

pregnancy- 

leading to 

malnutri-

tion and 

early child 

death 

Early 

prevention 

of SAM, 

Reduction 

in Child 

Deaths, 

IMAM 

Services 

are regular 
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Burao 

(SRCS) 

  

Not many 

challenges 

except for no 

Bemoc or 

Emoc services 

building/ 

Space too 

small 

EPI Coverage 

increased more 

pregnant women 

deliver at MCH, 

Reduced Mater-

nal Mortality, 

Trained and 

qualified staff 

increased, in-

crease in mater-

nal and child 

nutrition ser-

vices, and child 

acute malnutri-

tion, both severe 

and moderated 

decrease. 

2 Mid-

wives       

2 Nutri-

tion 

Nurses 

Provision of 

Services 

within 

EPHS, 

qualified 

staff, avail-

ability of 

supplies, 

Staff are 

respectful, 

MCH Good 

location 

  

Additional 

Toilet for 

Patients, 

MCH area 

very small- 

no waiting 

area, more 

health 

education 

activities  

Health 

Facility 

deliveries 

increased, 

Maternal 

mortality 

de-

creased, 

qualified 

midwives 

are avail-

able, 

Emoc and 

CeMoc 

services 

increased, 

TBAs 

deliveries 

reduced. 

Midwives 

not enough, 

shortage of 

overall 

staff, inad-

equate 

water sup-

ply, poor 

hygiene and 

sanitation, 

no steriliza-

tion of 

equipment. 

Reduction 

in Malnu-

trition with 

better 

manage-

ment, 

Number of 

defaulters 

decreased, 

and more 

positive 

attitude 

towards 

the treat-

ment of 

SAM and 

MAM 

Increases 

demands of 

commodi-

ties with 

increasing 

population 

  

Occasional 

delays in 

receiving 

commodi-

ties, In-

crease 

population, 

supplies do 

not suffice 

Burao 

(HPA) 

  

Important to 

Note: IP-HPA 

has not been 

functioning 

for 3 months 

or more. PCA 

not signed 

and real rea-

son not 

known, but 

was told by 

the MOH-

HPA EPHS 

manager in 

Burao is not 

competent. 

The EPHS 

manager was 

in Hargeisa at 

the time of   

1 Mid-

wife         

1 Nutri-

tion 

Nurse 
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our visit. 

    

Other Chal-

lenges: EPHS 

services 

decreased, No 

effective 

Feeding 

Programme, 

Staff Salary 

have been 

delayed for 5 

Months, No 

regular Water 

Supply, No 

Waste Man-

agement, No 

effective 

sterilization of 

equipment, 

Some equip-

ment are lost, 

No Roof, No 

Windows, no 

proper drain-

age, Drugs 

prescribed is 

bought in the 

market.                       
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PART II: Group Discussion together with all 

available staff 

      
         

Health Facili-
ty 

Table 26: Opinion 
expressed as to 
optimum mix for 

providing services 

Table 27: Salary for 
Health Workers 

Table 28: Health 
Workers/ Doc-

tors works 
outside Public 

Sector 

Table 29: EPHS 
increased Gender 
Equality of Access 
to Health Service 

Table 30: What are the 
barriers to eradicate FGM 
and how can they over-

come  

Table 31: What is the best 
thing with this Health Cen-

ter  

Table 32: Are you 
missing any services 
here that they are not 

provided        

Table 33: What has it 
mean to you, that you 

have access to this 
Health Center    

(1) Shangani 

Health Cen-

ter 

All services can be 

covered with availa-

ble staff and re-

sources. The District 

is very small so we 

can give efficient 

services to District 

Population 

Salary is not 

enough, Salary 

must be Increase 

and enough en-

couragement and 

motivation.  

Nobody works 

outside Public 

Sector. Work-

ing hours is 

long enough to 

work outside. 

Only considers 

duty hour. 

Females are most 

beneficiaries of 

EPHS since they 

are the programme 

priorities. Both 

Female and chil-

dren irrespective of 

gender 

Cultural beliefs, miscon-

ception on FGM and 

Virginity, Religious Be-

liefs, Collaboration be-

tween elders and religious 

leaders, Increasing aware-

ness on FGM, hiring of 

FGM Staff to work as 

promoter and education on 

FGM. 

Geographical Location 

(accessibility) free services 

and drugs, availability of 

immunization services, 

Nutrition services availa-

bility for Malnourished 

Children. 

Often we buy drugs 

that are not available 

in the Center. 

Patients appreciated the 

Health Center and they 

express how happy they 

are to have access since 

there is nothing before, 

other express expansion 

of the centre to hospital. 

(2) Daynile 

General 

Hospital 

Yes, the hospital 

provides basic 

Health Services to 

the Population but 

not efficiency. No, 

Barwaqo Center is 

operating in a small 

rented space, Yes, it 

can cover mx of 

efficient services if 

the MCH staff got 

No, Delayed Pay-

ments made us feel 

stress, some have 3 

families, requesting 

PAC to increase 

Salary of Staff, 

Transportation cost 

takes 35% of the 

salary to some, 

salary grade is not 

identical to the load 

No, the Health 

Center takes 

most of the 

Time, it’s for-

bidden, it is not 

allowed to 

employ other 

work and this 

will deemed a 

breach of the 

Contract. The 

Yes, more than 2/3 

of beneficiaries are 

females, Yes, 

females have the 

right to get efficient 

and optimum health 

services, yes, 

Health Education 

topics target mostly 

mothers and girls, 

No females are the 

Lack of enough Communi-

ty Awareness, Lack hiring 

of FGM Abandonment 

Staff, Misconception and 

mistrust about FGM Pre-

vention and Cultural as-

pects towards some re-

stricted families. 

The Center were able to 

conduct CS, it provides 

Health promotion on 

breast feeding, provides 

medicines, food, nutrition 

commodities, iron sup-

plements for pregnant 

women, provides DPT 

Vaccines for children and 

provide birth spacing 

consultations.  

STD Medicines, non-

availability of some 

medicines that we 

need to buy outside, 

mosquito nets and TB 

Meds. 

Happy to have access to 

the centre, sometimes 

lack of transportation 

going to the hospital, 

the staff are emphatic 

and kind and regular 

Nutrition Commodities. 
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(3) Daynile 

Hospital 

MCH 

encouragement, 

Lack of outreach 

services for the 

hospital diminishes 

to reach target goal, 

Yes, improvement 

made towards avail-

ability of essential 

drugs and medicines 

and equipment, 

Currently, the Basic 

services are covered 

but efficient services 

depends on develop-

ing general strategy 

for the Health Cen-

ter 

and magnitude of 

the Job, Low pay-

ment leads to less 

staff motivation 

and creativity. 

Extra time of 

working hours 

can be filled 

with another 

work if the 

facility allowed. 

most neglected 

segment during 

lifesaving and life 

threatening condi-

tions, and No fe-

males don’t know 

their rights and role 

in the EPHS 

(4) Barwaqo 

Health Cen-

ter 

(5) Dhark-

enley HC1  

The Premises is too 

small, does not have 

enough oxygen 

required by new 

born babies No 

suction Machines, 

shortage of supplies 

or drugs. 

No. Salary is not 

enough 

Yes, but not all Most patients are 

females and chil-

dren 

More involvement of 

MOH, local communities 

and NGOs. 

Services needed is provid-

ed by the centre 

Currently not much 

are missing but con-

sider Eye and Dental 

health 
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(6) Dhark-

enley HC 2 

Two Health Centres 

covering whole 

district which has no 

hospital is not 

enough, Some of the 

medications are not 

available which the 

patients has pay 

from outside of the 

centre that they can’t 

afford such as Anti-

biotic Syrup. 

No, Salary is not 

enough to sustain 

family 

Not all, some 

are working in 

private places 

Definitely majority 

of the patients are 

gender 

Traditional beliefs exists 

and we can overcome by 

increasing qualified mid-

wives who make more 

awareness to FGM prac-

tice, involvement of reli-

gious figure is necessary 

and Government should 

produce strict rules and 

regulations against FGM 

practice 

(7) Ex-

Ambulatoria 

It is well and sup-

plies are good, Yes, 

the service is maxi-

mum optimum only 

require the centre to 

be referral 

Salary is not 

enough and not 

enough to sustain 

the family 

Yes, some of 

them works on 

private pharma-

cy when they 

left the job 

Yes, EPHS sup-

ports gender equali-

ty and the centre 

got benefited only 

women and chil-

dren. 90% of the 

patients are women 

and children. 

TBAs are still encouraging 

mothers to conduct their 

delivery at home by un-

qualified personnel, FGM 

was practicing more than a 

century so it requires 

massive campaign for 

eradication throughout the 

country. 

Services needed is provid-

ed by the centre 

Currently not much 

are missing but con-

sider Eye and Dental 

health 

  

(8) 

Barwaaqo 

HC 

(9) Odwaine Staff are well trained 

and available, all 

supplies are availa-

ble, all facilities, 

staff, equipment 

adequate and re-

spond to patient’s 

needs. 

No it does not cater 

to cover for all the 

family needs 

No jobs availa-

ble at the time 

we finish our 

work. 

Gender Equality 

better, more female 

workers, equal 

access to services 

for both male and 

females, No female 

staff and patients, 

disrespected, not 

discriminated, and 

no dishonesty 

observed towards 

females.   

Child Health Services 

strengthened, almost all 

child health related ail-

ments are being under-

stood, responded to and 

handled 

Mostly all services are 

available 
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(10) 

Lughaye 

Yes, the reasons-

adequate equipment, 

trained and adequate 

staff 24/7 services 

provided, Provision 

of all the services, 

EPI Nutrition, Ante-

natal, postnatal care, 

lab assistants, 

among qualified 

staff. However some 

services inadequate 

shortage of drugs, 

cold chain not func-

tioning in GARBO, 

infrastructure not 

expanding, bad 

roads journey to 

referral hospital 

more than 10 hours, 

power inadequate 

wards to small, lack 

of space. 

Most staff are not 

local, and with 

extended and large 

families 

No Yes every patient 

who visit the health 

facility has equal 

chance of EPHS, 

estimated 85%, 

Men or Women get 

free services and all 

treated with re-

spect. Staff consists 

of male and female. 

  

All services within EPHS 

regularly available in both 

health facilities 

No Doctors and Cae-

sarean Section Sur-

gery, Proper Laborato-

ry and Staff, Inade-

quate Drug Supply 

Very Happy to have all 

the services available 

near home this is very 

important for us. 

(11) Garbo All okay with 

current salaries, as 

they are all locals 

No Staff Gender Bal-

ance, Female, Male 

80% 

  Labour Ward too 

small 

  

(12) Ali 

Haydy 

Human Resource is 

adequate, Qualified 

Staff who work their 

best, Enough drugs 

equipment. NEGA-

TIVE Opinion: 

Building infrastruc-

ture, no enough 

beds, chair, weak, 

inefficient power 

supply, and not 

enough ambulance. 

Those with large 

families, mostly 

said no.  

No, as to Con-

tract doesn’t 

allow it. 

Yes, more female 

staff are employed, 

Both shift gender 

balance, free ser-

vices both male and 

female with equal 

service, awareness 

activities being 

targeted both male 

and female 

  EPI Coverage good and 

regular, which was not the 

case before EPHS, Out-

reach Nutrition services 

available, Antenatal and 

labour services available, 

and regular supplies of 

medicines. 

No referral Health 

Center of Hospital in 

the District, Laborato-

ry Technician needed, 

and some missing 

drugs. 

Having access to MCH 

nearby and having equal 

opportunity for services, 

having access to Nutri-

tion and all other ser-

vices always needed 
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(13) Baki Salaries are not 

enough for local 

staff 

    

(14) Burao 

(SRCS) 

Qualified Staff, 

Provision of MCH 

services, all medica-

tion available, EPI 

Coverage and feed-

ing programme 

regular.NEGATIVE: 

Buiding is not con-

ducive for patients 

and population, 

Inadequate staff, 

space too small and 

no separate toilets 

for staff and pa-

tients. no sufficient 

stationary, shortage 

of medicines, inade-

quate water supply, 

porr sanitation and 

hygene, No OTP 

Programme, BCG 

not available, no 

diagnostic test done.  

Not enough to 

provide family with 

needs, health food, 

rent, school fees 

and there is infla-

tion rate 

Most jobs are 

available in the 

morning, and 

those available 

are clan based, 

as well as in-

crease demands 

as there are too 

many health 

professional 

competition. 

Yes, male and 

female have equal 

access to all health 

services. 

  Immunization are availa-

ble, well trained staff. 

Only some drugs are 

not available 

Can access whenever 

we wish and not having 

to pay for any services, 

All vaccines and medi-

nes are available, good 

to have antenatal care 

when i was pregnant. 

(15) Burao 

(HPA) 

Not yet, there is 

still gap, services 

do not respond to 

both sexes. 

  Health Center easily ac-

cessible within short dis-

tance from where we stay, 

Good staff and all services 

are available, free services 

and also get health educa-

tion and counselling. 

No feeding pro-

grammes and some-

times drugs are not 

available. 



 

89 

 

A N N E X  7  –  S U M M A R Y  O F  D I S T R I C T  F I E L D  R E P O R T S  

(16) Ainabo Staff are well trained 

and available, all 

supplies are availa-

ble, all facilities, 

staff, equipment 

adequate and re-

spond to patient’s 

needs. 

No, no other jobs 

are easily available, 

No career devel-

opment, tribalism 

exists in jobs, and 

work places, and 

salaries are not 

enough to provide 

the need of the 

family. 

No, No jobs 

available 

Equal access to all 

EPHS services, re-

emphasis of gender 

equality, mothers 

discriminate 

against daughters, 

i.e if both male and 

female children are 

both ill, the son 

will be brought to 

the centre first.  

  Medicines always availa-

ble, feeding programmes 

for children, pregnant and 

lactating mothers (WFP) 

provides opportunity to 

integrate other activities.  

Sometimes missed 

vaccination, medicines 

and supplementary 

foods. 

Can reach the centre at 

any time, trained staff 

who respect clients and 

provision of health 

education. 

(17) Daawad Yes, gives most of 

the services that 

patient’s needs, have 

different health care 

services to provide 

the clients, Equip-

ment was enough to 

the basic needs, and 

have more resources 

as patient visits in 

the Health Center 

Not enough to 

sustain our family 

with we did not get 

any salary last 7 

months. 

Nobody works 

outside this 

Health Center. 

We have made 

surveys to confirm 

from community 

whether they access 

the health services 

equally, both fe-

male and male have 

equal chance to get 

the Health Ser-

vices. 

Barriers: Cultural Beliefs 

and adaptation of FGM. 

How to overcome; to make 

more awareness and show 

negative impact of FGM, 

Discuss the community 

how to stop FGM, and to 

provide workshops and 

training the persons that 

have been doing FGM. 

Breastfeeding, Medication, 

Immunization, IMAM. 

Blood Bank, Opera-

tion theatre, High 

laboratory services, 

skilled staff, and no-

communicable disease 

drugs.  

It mean a lot to us, we 

access all the health 

needs. 

(18) Qarxis       

(19) Qudus All the staff partici-

pated said, since 

they offered all the 

required health 

needs to the com-

munity, but some 

staff pointed out that 

they face the chal-

lenges of handling 

emergency patients 

who needs referral 

to the other hospi-

tals. 

Not enough salary 

and cannot sustain 

a family.  

No, nobody 

works outside 

the health cen-

tre. 

Yes, it has in-

creased gender 

equality to access 

health services 

because both male 

and female have 

equal chance to 

consume the ser-

vices provided that 

different health 

centre. 

Barriers: Culture, Bad 

Beliefs, and attitude. How 

to overcome: More health 

education, training to-

wards parents and expla-

nation about complication 

of FGM 

Delivery. Immunization 

drugs for malaria. 

Drugs for Diabetes, 

Laboratory services 

and enough Nutrition-

al services. 

It has a big meaning and 

important for us be-

cause we usually get 

most of the health ser-

vice. 

(20) Bur-

salah 
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(21) Garsoor 

MCH 

All the staff partici-

pated said yes, since 

they offer all the 

required health 

services needs to the 

community, but 

some of the staff 

pointed out that they 

face challenges of 

handling emergency 

patients who need 

referral to the other 

hospitals. 

No, we don’t have 

enough salary, 

salary cannot cover 

children’s demand, 

and we have not 

received our salary 

for 3 months. 

No we don’t 

work some 

other places 

outside, most of 

our time spent 

here. 

Yes, it have in-

creased gender 

equality to access 

health services 

because both male 

and female have 

equal chance to 

consume the ser-

vices provided the 

different health 

centres. 

Barriers: Bad cultural 

practices, attitude and 

behaviour, society influ-

ence. How to overcome: 

Increase awareness of 

FGM, training of FGM 

eradication personnel, and 

explain to the community 

about complication and 

risks of FGM. 

Safe motherhood delivery, 

immunization, reduction 

morbidity and mortality 

Transportation, finan-

cial scarcity for refer-

ral, laboratory ser-

vices, hypertension 

drugs, delivery 

equipment and kits. 

It is very important to 

us since we all have 

access health services, 

they cover all our needs 

regards to the service 

they offer. 

(22) Central 

MCH 

(23) Dhusa-

mareb HC 

Efficient Facility 

meets the health 

needs of the com-

munity, available 

vaccines administra-

tion and delivery 

Services, still need 

the following ser-

vices to be added on 

Laboratory, VCT, 

and dental services 

and supply of adult 

drugs. 

All said enough not 

because of the 

following: Family 

size, inflation and 

draught 

All agreed no, 

because of the 

decreased other 

opportunities 

other than their 

current 

Most of the partici-

pants agreed Yes, 

because most of the 

services here are 

related to the wom-

en and children. 

Therefore, women 

benefit most of it is 

the staff and bene-

ficiaries. 

Traditional beliefs, lack of 

awareness and community 

sensitivity. 

Drug dispensing, Plumpy 

nut providing, Easy access 

to health service any time 

you need, respect and 

hospitality of the staff, 

distribution of family 

ration, free delivery ser-

vices, and Health Educa-

tion. 

Laboratory services, 

special care given to 

the paralysed patients, 

Outreach services, and 

Inpatient services.  

To become healthier, to 

bring child when sick, it 

is our health centre 

always open, and it is a 

health centre which is 

incomplete. 

(24) Sahed 

HC 

25) First 

July 

All said Yes, Clients 

most benefits from 

this Health facility 

because previously 

there was no Health 

Center facility like 

Salary not enough 

to sustain the fami-

ly because of large 

family size and 

inflation, cost of 

living in the district 

All the staff 

participants said 

that the health 

workers do not 

have work 

outside public 

100% said yes, the 

implementation of 

EHPS increased the 

gender equality of 

access to health 

service in terms of 

The people in the District 

believed this culture and 

argue that this is the way 

their ancestors used to do 

for the maintenance of 

girls, virginity and absti-

For the good quality of the 

drugs and staff, for the 

management of common 

illness, for the delivery 

services given to our 

pregnant mothers, man-

Laboratory services, 

antifungal drugs, 

ambulance services, 

antacid drugs, Expan-

sion of the waiting 

hall (Dhabbad) Care 

Meeting the basic health 

needs of the people, to 

be healthier and fit, easy 

access to health service, 

No financial stress 

coming from the 
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(26) Dhab-

bad 

this and the people 

especially women 

and children used to 

die because of lack 

of health services. 

This is good and 

quality service being 

provided to our 

community and it is 

also our reliable 

health facility. 

is high. sector.  staffing and the 

beneficiaries, and 

the trainings of the 

community in-

creased the number 

of females in the 

programme. Most 

of the participants 

agreed that 25% the 

programme of 

EHPS increase 

gender equality 

nence from evil acts. It can 

be overcome: through 

explaining the community 

of the dangers of this 

culture and involvement of 

key influential leaders 

among the community 

such as the TBAs and 

religious men. 

agement of malnutrition, 

MCH services, readily 

available drugs, Reliability 

of services, ownership of 

the community and for the 

respect and hospitality of 

services. 

of the adults and 

paralysed patients. 

healthcare service, 

knowledge gain, re-

cruitment and staffing 

of our family members, 

available analgesic 

drugs, and health ser-

vice provision to the 

pregnant mothers and 

the community as a 

whole. 

(27) Kalkaal Mostly is a yes, as 

different facility of 

health needs exists, 

maternal and neona-

tal basic health 

needs such as im-

munization, nutri-

tion supply, most 

medications, equip-

ment are available 

except laboratory 

materials have 

enough staff exclud-

ed home visits staff 

and outreach teams 

and it is basic essen-

tial drugs apart from 

those on non-

communicable 

disease drugs. 

Salary is not 

enough, existence 

of sever gaps in 

salaries, it’s been 7 

months now that no 

salary is received 

April - Oct 

All health 

workers work at 

the centre, none 

outside. How-

ever, no salary 

is made yet. 

Yes, outpatients 

were improved 

equally. All ser-

vices of EHPS 

improved the 

equality both sides 

staff and clients, 

there is no any 

discrimination 

during implementa-

tion of EHPS. 

Ignorance, which can be 

overcome by educating the 

community, lack of orien-

tation awareness cam-

paigns and cultural beliefs, 

it could be buried by 

adapting with the policies. 

People should adapt with 

policies more than the bad 

cultural beliefs.  

Time Management, Ma-

ternal Care, Good immun-

ization, Obstetric care 

Some medications, 

Inactive management 

of abnormal delivery, 

unavailable delivery 

kit, lack of orienta-

tions and follow-up of 

patients, lack of dia-

betic treatment, poor 

quality of laboratory, 

not allow appropriate 

materials of neonatal 

resuscitation, lack of 

digital tests and poor 

referral system. 

To have more Human 

resources, Maintain 

visits of patients to the 

health centre, mostly 

positive response from 

clients, and increase 

number of recovery of 

patients. 

(28) Shaafici 
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Annex 8 – Data collected on malnutrition and birth spacing clients 

Region District Health Facilities 

Number of Acute Malnourished patients 
managed 

Number of Clients Received  
Birth Spacing Services 

Facility data District data71 Diff. % Facility data District data Diff. % 

PUNTLAND 
  

      (1) Mudug 1. Goldogob 1. Qudus 245 
  

470 
  

  

2. Bursalah 66 
  

0 
  

 

2. Galkioa 3. Garsoor MCH 114 
  

664 
  

  

4. Central MCH 55 
  

81 
  

(2) Nugal 3. Eyl 5. Daawad 564 
  

187 
  

  

6. Qarxis 22 
  

152 
  

 

4. Burtinle 7. Kalkaal 283 
  

0 
  

  

8. Shaafici 302 
  

83 
  

TOTAL: 4 District 8 Facilities 1 651 
  

1 637 
  

SOMALILAND 

        (3) Awdal 5. Lughaye 9. Lughaye 723 
  

9 
  

  

10. Garbo 303 
  

4 
  

 
                                                                                                                                                                                                                                              

 

 
71 All HMIS reports from the facilities may not be available at the district and districts may not be able to provide accurate data. The data collected by the MTR at district level have 

been excluded from the table 
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Region District Health Facilities 

Number of Acute Malnourished patients 
managed 

Number of Clients Received  
Birth Spacing Services 

Facility data District data71 Diff. % Facility data District data Diff. % 

 

6. Baki 11. Ali Haydy 550 
  

0 
  

  

12. Baki 733 
  

0 
  

(4) Hargeysa 7. Burao 13. Burao (SRCS) 193 
  

0 
  

  

14. Burao (HPA) 397 
  

71 
  

 

8. Odwaine 15. Odwaine (SRCS) 165 
  

19 
  

 

9. Ainabo 16. Ainabo 203 
  

23 
  

TOTAL:  5 District 8 Facilities 3 267 
  

126 
 

  

CENTRAL 

  
 

     (5) Banadir  10. Abudwakh 17. First July 136 
  

0 
  

  

18. Dhabbad 106 
  

0 
  

 

11. Dhusomareb 19. Dhusamareb HC 109 
  

0 
  

  

20. Sahed HC 120 
  

1 
  

(6) Galguduud 12. Dharkenley 21. Dharkenley 1 505 
  

0 
  

  

22. Dharkenley 2 768 
  

852 
  

 

13. Wardhiigley 23. Ex-Ambulatoria HC 550 
  

1939 
  

  

24. Barwaaqo HC 578 
  

1475 
  

 

14. Shangani 25. Shangani Health Center 727 
  

0 
  

 

15. Daynile 

26. Daynile General Hospi-

tal 
16 

  
31 

  

  

27. Daynile Hospital MCH 488 
  

243 
  

  

28. Barwaqo Health Center 409 
  

239 
  

TOTAL: 6 District 12 Facilities 4 512 
 

  4 780 
 

  

   
  

    GRAND TOTAL 15 District 28 Facilities 9 430 
 

  6 543 
 

  

 



 

 

94 

 

 

Annex 9 – Survey to patients 

                  Survey to patients for Mid-Term Review of Somali JHNP, Question 1-3 

        

                  

Health Facility 

Satisfied and achieved the purpose of visit             
(Table 34)  

The Staff is very friendly and respect    the 
patient                         (Table 35) 

 

Timely attended by a Nurse/ Clinical Of-
ficer                           (Table 36) 

I totally 
agree 

I agree I neither 
agree or 
disagree 

I disa-
gree 

I Totally 
disagree 

 I totally 
agree 

I agree I neither 
agree or 
disagree 

I disa-
gree 

I Totally 
disagree 

 I totally 
agree 

I agree I neither 
agree or 
disagree 

I disa-
gree 

I Totally 
disagree 

Shangani Health Center 5 3 0 0 0  2 6 0 0 0 

 

2 4 2 0 0 

Daynile General Hospital 

21 7 0 0 0 

 

14 11 3 0 0  16 6 4 2 0 Daynile Hospital MCH  

 Barwaqo Health Center  

 Dharkenley HC1  9 0 0 0 0  5 4 0 0 0 

 

6 3 0 0 0 

Dharkenley HC 2 8 1 1 0 0  4 6 0 0 0 

 

4 6 0 0 0 

Ex-Amb. Barwaaqo HC 13 7 0 0 0  13 7 0 0 0 

 

15 4 1 0 0 

Odwaine 7 2 0 1 0 

 

7 3 0 0 0 

 

2 7 0 1 0 

Lughaye 5 5 0 2 0 

 

2 7 3 0 0 

 

6 6 0 0 0 

Garbo (Dadar) 3 4 0 3 0 

 

1 4 0 2 1 

 

2 5 1 0 0 

Ali Haydy 2 7 1 0 0 

 

2 8 0 0 0 

 

0 9 1 0 0 

Baki 8 3 0 0 0 

 

4 6 0 1 0 

 

3 2 1 5 0 

Burao (SRCS) 4 1 1 0 0 

 

3 3 0 0 0 

 

3 1 2 0 0 
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Burao (HPA) 5 4 0 0 0 

 

3 6 0 0 0 

 

5 1 3 0 0 

Ainabo 3 1 2 0 1 

 

3 3 2 0 0 

 

1 5 2 0 0 

Daawad 
15 3 2 0 0  13 5 2 0 0  12 6 2 0 0 

Qarxis 
  

Qudus 
11 5 0 1 0 

 
1 8 0 8 0 

 
1 14 1 1 0 

Bursalah 

  Garsoor MCH 
6 3 0 1 0 

 
8 7 1 4 0 

 
1 1 11 4 3 

Central MCH 

  Dhusamareb Health Cen-

ter 4 5 2 0 2  7 5 1 0 0  5 2 4 2 0 

Sahed Health Center 
  

First July 
10 1 0 0 1 

 
11 1 0 0 0 

 
7 4 1 0 0 

Dhabbad 

  Kalkaal 
12 5 3 0 0 

 
12 8 0 0 0 

 
7 13 0 0 0 

Shaafici 

  Total 151 67 12 8 4 

 

115 108 12 15 1 

 

98 99 36 15 3 

 

Survey to patients for Mid-Term Review of Somali (JHNP, Question 4-6 
       

                  

Health Facility 

Responded to inquiry and ensure clarity            
and understanding                                  

(Table 37) 

 

Good Access to the Health Center        as 
needed                         (Table 38) 

 
Have a good knowledge of Nutrition issues            

and how to feed children                        
(Table 39) 

I totally 
agree 

I agree I neither 
agree or 
disagree 

I disa-
gree 

I Totally 
disagree 

 I totally 
agree 

I agree I neither 
agree or 
disagree 

I disa-
gree 

I Totally 
disagree 

 I totally 
agree 

I agree I neither 
agree or 
disagree 

I disa-
gree 

I Totally 
disagree 

Shangani Health Center 1 7 0 0 0 

 

1 6 1 0 0 

 

1 6 0 1 0 

Daynile General Hospital 

12 10 8 0 0  15 9 4 0 0  7 16 5 0 0 Daynile Hospital MCH 

  Barwaqo Health Center 

  



 

96 

 

A N N E X  9  –  S U R V E Y  T O  P A T I E N T S  

Dharkenley HC1  4 5 0 0 0 

 

4 5 0 0 0 

 

4 5 0 0 0 

Dharkenley HC 2 2 8 0 0 0 

 

7 1 2 0 0 

 

10 0 0 0 0 

Ex-Ambulatoria 
12 8 0 0 0 

 
12 8 0 0 0 

 
15 5 0 0 0 

Barwaaqo HC 

  Odwaine 9 1 0 0 0 

 

7 3 0 0 0 

 

3 6 0 0 1 

Lughaye 1 9 1 1 0 

 

0 8 3 1 0 

 

1 4 1 6 0 

Garbo (Dadar) 1 7 0 0 0 

 

0 3 2 3 0 

 

0 3 1 2 2 

Ali Haydy 1 6 3 0 0 

 

0 7 2 1 0 

 

0 3 2 5 0 

Baki 3 7 1 0 0 

 

4 7 0 0 0 

 

0 6 0 5 0 

Burao (SRCS) 3 2 1 0 0 

 

3 3 0 0 0 

 

3 1 1 1 0 

Burao (HPA) 4 2 3 0 0 

 

4 4 1 1 0 

 

3 2 4 0 0 

Ainabo 3 4 1 0 0 

 

3 3 1 0 0 

 

2 3 2 0 0 

Daawad 
19 1 0 0 0 

 
18 2 0 0 0 

 
14 6 0 0 0 

Qarxis 

  Qudus 
5 12 1 0 0  1 15 1 0 0  0 2 1 8 6 

Bursalah 
  

Garsoor MCH 
1 16 1 2 0  1 13 6 0 0  1 5 1 10 3 

Central MCH 
  

Dhusamareb Health Cen-

ter 4 6 2 1 0  4 9 0 0 0  0 3 1 6 3 

Sahed Health Center 
  

First July 
8 3 1 0 0 

 
7 2 0 2 0 

 
0 1 0 6 5 

Dhabbad 

  Kalkaal 
11 7 2 0 0 

 
6 11 3 0 0 

 
4 6 10 0 0 

Shaafici 

  Total 104 121 25 4 0 

 

97 119 26 8 0 

 

68 83 29 50 20 
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Annex 10 – MTR schedule and list of in-
formants 

A. Nairobi meetings 

 

Day  Meetings/Activities Participants 
17 September Briefing at Embassy of 

Sweden 
Urban Sjöström 

Barni Nor 
Bernt Andersson 
Hassaan Nor 
Zohra Lukmanji 
Jessica Rothman 

18 September Inception workshop (see attached list of participants) 
21 September JCU and HSC office Raza Zaidi, Senior Programme Manager 

Abdullahi Rashid Ibrahim, Programme and Planning Special-

ist 
Joyce Nyaboga, Liasion officer, WHO/ HSC office 

 Joint meeting with three 

UN agencies 
(see attached list of participants) 

22 September OCHA Sofie Garde Thomle, Deputy Head of Office 

 Embassy of Finland Eeva Alarcon 
Ylitalo Aaro 

 Swiss development Co-

operation 
Barbara Profeta  

Veronique Bourquin 
Catherine Wangechi 
  

 Health Consortium for 

the Somali People 
Saba Khan 

23 September DFID Kate Bigmore,  
Milhia Kader 
Mercy Odoy 
Irene Kagure 

7 October Implementing Partners Abukar Samar Mohamed, WARBI 
Solomon Ruto Cherujai, WARBI 
Abpinor Abdi, ARC 
Mowesi Giempiele, IMC 
Christy Forster, CESUI 
Mohamed Ahmed HUSSEIN, IMC 
Silas Ukomu, CISP 
Hassan Shariff, Suisso Kalmo 
Mohamed Abdille Nor, Mercy USA 
Gianpiera Mancusi, Programme Unit Manager, CESVI 
Mohamed Abdullahi Ibrahim, Country Director, IMC 

8 October USAID Nina Bowen, Governance Team Leader 
Grace Miheso 
Fatima Aden 
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Day  Meetings/Activities Participants 
 GAVI/WHO Katia Scheminionek 

 GFATM/Malaria Farhana Zuberi 

 UNICEF/SPMNE Peter Kingori 

 GFATM/HIV Aliou Ayaba 

9 October UNICEF Anirban Chatterjee 

Sayed Ezatullah Majeed, chief of Nutrition 

 UNFPA Achu Lordfred 

 WHO Rizwan Humayun,  

 

B. Central South Zone, People met or interviewed in Galguduud Districts 

 

Day  Meetings/Activities Participants 
10 October 15  First day training for Galguduud Region data 

collectors. 
Hussein Shire Jimale and  
Abdullahi Ali Heyle  

11 and 12 

October 15  
Travel arrangements at morning to Galguduud 

and subsequently travel was on next day   
Hussein Shire Jimale and  
Abdullahi Ali Heyle 

13 October 15 Interviewing  Medical field officer  Dr Abdirahman Omar Hassan 
13 October 15  HC in-charge, discussion and interview  Zamzam Ahmed 
13 October 15 Interview DMO Hamdi Hersi Isse 
14October 15 briefing MTR review JHNP and interview  Mahad Hassan Hussein 
14 October 15 Interview EPHS PROGR MANAGER Abdifitah Mohamed Abd 
14 October 15 Interview HC survices  Ali Mohamed Ahmed 
14October 15 HC in-charge Maryan Malin Abdullahi 
20 October 15 Interview with DMO who was at Mogadishu at 

that date  
Ahmed Mohamed Mahdi 

 

C. Galgadud Zonal level 

 

Day  Meetings/Activities Participants 
01/October 

/2015 

Meeting with Minister and Vice Minister of 

MoH , Galmudug State and briefing them 

about the JHNP-MTR at Galguduud of Gal-

mudug State while she was visited in MOH 

MOGADISHU . 

Naima Mohamed Mohamud (minister) 

and Mohamed Hassan Ali (vice minis-

ter) both at Mogadishu on that date.  

12/October 

2015  

Arrived afternoon and Meeting RMO at Adado 

and discussing to facilitate the process of 

JHNP review at Dhusamared and Abudwaq  

Abdihakin Mohamed Diriye  

 

D. People met or interviewed in Banadir 

 

Day  Meetings/Activities Participants 
26 September 

15 Also 
03 0f Oct for 

data compiling 

and report 

preparation  

with data col-

lectors  

First day training for Banadir Region data col-

lectors  
Banadir Data collectors  
Dr Alia Hassan Rage 
Dr Osman Muhyadin Abdulle 
Abdiqani Ali Ahmed 
Mohamed Ahmed Alasow 
Abdiaziz Hashi Abdi 

Daynile District 
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Day  Meetings/Activities Participants 
27/09/15 Daynile Hospital HIMS and Acting DMO was 

briefed and interviewed  
Dr.Abas Abdirahman shigow 

27/09/15 Project coordinator CEmoc , Physicians 

Across continent (PAC). He briefly discussed 

CEmoc activities in Dayniile Hospital 

Dr.Ahmed Aweys 

29/09/15 EPHS Programme Manager represnting the 

Implementing partner  
Dr.Abdiwahab Haji Mustafa 

29 September  Head nursing barwaaqo HC, interwieved  Sahro Abukar 
27-29 Sep-

tember  
25 patients in Dayniile Hospital, were met  Patients discussed in Dayniile district  

Shangani District 

28/09/15 Shangaani District was visited but no access on 

fistr day 
 

29/09/15 Health centre supervisor and acting DMO of 

Shangaani District 
Adan Abdi Ali 

30/09/15 Aid vision managment Ibrahim Rage, implementing partner  
 

Wardhigley Distrcit 
27 September  Health Coordinator  Dr Hussien Hirey  
27 September  Medical Doctor Dr Abdikadir  
28 September Medical Doctor  Dr Fadumo  
28 September DMO Wardhigle  Hawa Guudow  
Darkenley District 
29 September  DMO Dharkenlay  Sahra Galbeed 
29 September Field Medical Docor  Dr Ibrahim Ali Bashir 
01/10/2015 Medical Doctor  Dr.Mohamed Qalbi 
01/10/2015 Health Coordinator  Hussien Ali Mohamed (Musalini), 

WARDA Partner  
 

E. Central South Zone, zonal level meetings Benadir zonal level  

 

Day  Meetings/Activities Participants 
26 /09/2015 National Reproductive Health (RH), 

Consultant 
Dr Abdikadir Wehliye Afrah 

26 /09/2015 Banadir Regional RH Coordinator  Mrs Deeqo Mohamed Nuur Aliow 
01 October 15  Human Resources (HR) Dept Director  Mohamed Abdikadir Adow 

   
03 Octobar 15 Public Health Dept Director was met 

and discussed 
Abdirahman Abdullahi Ibrahim 

03/10/2015 Vice minister MoH & DG, MoH were 

met collectively  
Mr Osman Mohamed Abdi  
Dr Abdikani Sh. Omar Hassan 

11/10/2015 Human Resources (HR) Dept Director 

discussed  
Mohamed Abdikadir Adow 

11/10/2015 Admin and finance Director, MoH and 

his assistance were met  
Abdirashid Farah Osman 

11/10/2015 Permanent Secretary (PS), MoPIC ,  

PSG consultant for MoPIC 
Abdi Dirshe (PS) and Dalmar Hassan 

Kanyare (Consultant) 
11 October 15 Medical services Director and Human 

Resources (HR) Dept Director , MoH 

FGS 

Dr Abdirizak Yusuf Ahmed and  
Mohamed Abdikadir Adow 



 

95 

 

A N N E X  1 0  –  M T R  S C H E D U L E  A N D  L I S T  O F  I N F O R M A N T S  

Day  Meetings/Activities Participants 
11 Oct 2015 National EPI manager & former Bana-

dir region Health Coordinator and 

acting Banadir Region Health Coordi-

nator, Moh 

Osman Abdi and Mukhtar Abdi 

29/ October 15 HIMS Manager , MoH Ibrahim Mohamed Nur 
On seperate note, her exceelence, Dr Hawa Hassam, the MoH minister was briefed via phone but was 

not met physiclly . 
 

 

F. Somaliland, field visits to districts and health facilities 

 

Day  Meetings/Activities Participants 

11th Octo-

ber 

Courtesy call - Team 2 – RMO Awdal Regional Medical officer - Awdal 

12th Octo-

ber 

Courtesy call - Team 1 – RMO Todheer Abdi Yassin Saleban - – Togdheer  

  In charge – Burao health facility (central 

MCH) 

Narimse Ibhrahim 

  DMO- Baki Abdulrahman Hussein Derie 

 DMO - Burao Adam Elmi Dirie 

 Manager –World Vision International  Abdinasin Hussein 

 In charge – Emergency Obstetric Care Unit 

– Boremo Hospital 

 

 In charge – Nutrition stabilization cntr - 

Borehmo 

 

13t October In charge – Baki HC  Nura Khayam 

 In charge – Al Haydh . HC Shabaan Mohamed 

 In charge- Kenya MCH - Burao Ali Mohamed 

 In charge – EPHS manager - SCRS Al Rashid Farah 

 DMO - Ainabo Mohamed Dahir Barre 

 In charge – Obstetric care unit – Burao 

Hospital 

 

 In charge – Nut stabilization Cntre – Burao 

Hosp 

 

 In charge – Garbo dadar HC - Lughaye Hamad Hassan 

14th Octo-

ber 

In charge – Ainabo Central HF Faduma Ali 

 In charge – Lughaey HC Mwalid Mohamed 

 DMO - Lughaye Ibhrahim Hussein 

 Manager – World vision Abdinasir Hussein (interviewed for 

Baki and Lugaye 

15th Octo-

ber 

DMO - Odweine Abdirashid Mohamed Gahayr 

15th Octo-

ber 

In charge Odweine HC Hassan Yusuf 
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G. Somaliland meetings, zonal level 

 

Day  Meetings/Activities Participants 
10 October    
9am – 5.30 pm Data collectors training Mr Hussein Ahmed (introduction) – Gollis University   

Data collectors: 
Abdiqadir Mohamud se’ad 
Abdisalam Sa’ed Hassan 
Mohamud abdimajid mohamud 
Noura Ali Haddi 
Hani abdi ali 
Warda Abdirahman Hashi 

11 October    
8.30am – 9.00 am  72Introduction meeting in 

the absence of DOP –

MOH. 
Briefing re: MTR – JHNP; 

Data collection in Awdal 

and Togdheer; 
Organize: Meetings with 

various sectors’ heads in 

MOH and stakeholders 

outside of MOH 

Mustafa Dahir -Health sector coordinator – MOH 
Saeed M Soleiman – Strategic Planning – MOH 
Jennifer Kershima – M and E Advisor - MOH 

 

9.00 - 10.30  Director of Public Health Abib Aden Nour 
10.30 – 12.30 National Nutrition manager Dr Ahmed Jama 
14.15 – 16.00 SRCS – Somaliland - 

EPHS 
Mrs Kaltun Hussein Dahir 

12 October    
9.00 – 10.00 Meeting at Ministry of 

Planning 
Osmane Warsame, Head Population and Development – 

Former DG - MOH 
10.15 –10.30 Courtesy call - DG - MOH 73Suleiman Jama Dierie 
10.30 – 11.00  Director of Medical ser-

vices 
Dr Zaynab Magan 

11.00 – 12.30 Ag Director Family Health 

_ MOH 
Dr Mohammed Mussa  

13.00– 14.30 Director of Human resource 

- MOH 
Mr Hussein Ahmed Hashi 

20.00– 22.00  Meeting with World Vision 

International - Hargeisa  
(at Mansoor Hotel) 

Pamela Wesonga – The National Manager 
Abdi Naasi – National Health and Nutrition Programme 

Manager 

 
                                                                                                                                                  

 

 
72 Important to note: No one was aware of my visit prior to my arrival. DOP staff – was informed the same 

morning I arrived at MOH – (just before DOP travelled). The programme we received prior to my coming to 
SL was not shared with anyone 

73 Very new – just been in the positon for 5 days so in process of familiarization of activities including JHNP 
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Day  Meetings/Activities Participants 
13 October    
10.00 – 11.30 74Meeting with DG at Min-

istry of Planning  
Mr Abdirashid Ahmed Guleid 

12 – 14.00pm  Participated in Joint Health 

sector meeting -  
Main objective connect with MOH officials and others for 

side meetings 

Shahid Awan - UNICEF Nutrition specialist, Hargeisa 

Dr Rodgers Busulwa-HIV Programme Manager Rep-

resenting OIC WHO Hargeisa 

Emily Denness, Midwifery Program Specialist,  

UNFPA, Nairobi 
14.15 – 15.00  SRCS – Somaliland for 

more information – as per 

questionnaire for IPs 

Mrs Kaltun Hussein Dahir  

15.15 – 6.15 75Health system analysis – 

MOH 
Mr Adurahman M Aden – Techincal Advisor 

14 October76    

11.00 – 12.30 National Health Infor-

mation System manager 
Mr Abdilahi 

14.00-15.00 Meeting with JHNP  
(at Mansoor hotel) 

Dr Raza Zaidi  

15.30-16.00 Awdal health coordinator  Mr Mohamed Ali (Side meeting) 
17.00-18.00 77Met with MOP – 

Ousmanne Warsame – at 

Mansur Hotel 

 

15 October    
10 – 11.30  Save the children Interna-

tional - Hargeisa 
Mr Mukhtar Mohumed Hassan – Area Representative 
Mr Ibrahim A Hussein – Health and Nutrition Programme 

manager 
12.00 – 13.00 Hargeisa Hospital  

 
Ag Hospital Director (did not get his name) 
Staff - Stabilization Centre 

15.00-16.00 78EPI – Manager - MOH Dr Mohammed Abdirahman 
16.30-17.00 THET - Hargeisa The Manager (did not get his name) 
17.00-17.30 Closing of Health sector 

review  
Special advisor to MOH 

16 October    
16.00-17.00 Gollis University (meeting Mr Hussein Ahmed79 

 
                                                                                                                                                  

 

 
74 Coordinated and organized by Osmane Warsame 
75 Side meeting during the Health sector meeting at Mansoor Hotel 
76 Participated in the meeting most of the day 
77 To have more sense re: role of MOP – and health financing – Ousmanne – as former DG – MOH and now 

with MOP and working with DG – MOP very closely was a good resource  
78 National Drug Authority and supply chain manager was Sick the whole week 
79 Prior to his current position – worked with NHPC, THET and also consultant with JHNP - SL 
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Day  Meetings/Activities Participants 
at Mansoor Hotel 

17 October    
8.00 – 9.30  National Health Professions 

Council 
Dr Lula Jirdeh Hussein 

18 October    
8.00 – 9.15 Director Planning - MOH Faisa Ibhrahim 
9.30 – 10.15 Executive Director – SL 

nursing and midwife assoc 
Fouzia Mohamed Ismail 

 

H. Puntland, field visits to districts and health facilities 

 

Galkayo District 
Day  Meetings/Activities Participants 
13 October and 

20th Oct  
First day training for PL 

data collectors and Subse-

quently data compiling and 

report preparation on 20th. 

Abdifitah Mohamed Yusuf 
Ali Mohamed Salah 
Qali Abdo Naji 
Iman Mukhtar Isse 
Omar Bashir Muse 
Hamdi Abdi Ahmed (Voluntry) 

Khalid Abdulkadir Mohamud (Voluntry) 
14/October /2015 DMO Galkio Hassan Hussien 

14/October /2015 Acting-head of central 

health centre 
Ayaan Abdi Ali 

15/October /2015 Head of Garsoor MCH Mohamed Dahir Gutaale 
15/October /2015 Head of obstetric depart-

ment of Galkio General 

hospital 

Dr Sadaq Aadan 

15/October /2015 Head of nutrition stabiliz-

ing unit general hospital 
Farah Abdi Mohamed 

15/October /2015 Health and Nutrition pro-

ject manager 
Hussien Abbdulahi 

Goldogob District 
17/October /2015 DMO Galdogob Dr Jama Abdule Saleban 
17/October /2015 Head of Qudus MCH Hawa Farah shire 
17/October /2015 Goldogob Hospital Director  Mohamed Abdullahi 
18-19 Octobar  Head of Bursalah MCH Abdirizak Abdi Osman 
Burtinle District 
14 October  Burtinle, DMO Mohud Abdullahi Adan  
14 October  World Vission  Mohamud Said Mohmed  
15 October  Head Shaafi HC Sacido Mohamud Mohamed  
15/10/15 Kalkaal HC Asha Jama Qura 
15/10/15 Hospital manager  Abdullahi Jama Osman 
Eyl District 
17 October 15 DMO, Eyl disrict,  A/Kadir Ahmed dan 
17 October 15 SRCS, Eyl Asha Mohamd  Ali 
18 Ocober  Hosp manager  Head A/lahi Yusud AHMED 
18-19 Oct 15 Qaris  Head, M AZ CADUUR 
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I. Puntland zonal level meetings meetings 

 

Day  Meetings/Activities Participants 
13, 15 & 20 Octo-

ber  
DG, MoH, P/L Dr Abdirizak Hersi Hassan 

13, 15 & 17October Dept of Policy and planning Director  Dr Abdirizak Hassan Isse 

17/October 2015 Minister, MoH, PL Dr Abdinasir Osman Isse 
17/October /2015 PHC Dept Director  Dr Abdirizak Abshir Hesri  

13 &15 Policy and planning  Dr Abdi Kamal  
17, 18 October 15 RH section in charge   Idris Abdullahi Mohamed  
17, 18/October 15 Nutrition Section in charge  Warsame Said Mohamed  
15/October /2015 Rector, Puntland State University 

 (PSU) 
Prof Mohamud Hamud Mohamed  

13, 15, 18, 

19/October /2015 
Dean Faculty of Health Sciences 

(PSU) 
Prof Mohamud Mohamed Hussein  

 20/ Cctober /2015 DG, MoH briefing and updating 

about progress. 
Dr Abdirizak Hersi Hassan 
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Mid-term Review of the Somali Joint Health and 
Nutrition Programme (JHNP)
This Mid-Term Review of the Joint Health and Nutrition Programme in Somali (JHNP) covered the period from February 2012 until 
September 2015. The JHNP was initiated to restore and strengthen the health systems in the three Somali zones through a 
comprehensive, approach among UN organisations, donors and the Somali health authorities. The MTR has found that the JHNP is 
highly relevant in relation to the Somali context and the overall development priorities and framework for Somali. The MTR also found 
that a comprehensive approach to restoring and strengthening both systems and actual service provision in this extremely difficult 
context is possible, although the programme had prioritized the delivery of health services but been less successful in achieving the 
outputs for other building blocks of the health systems.




