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3 . CSUMMARY 

3 ..-- At the request of DS/POP/AFR, DS/POP/FPSD and USAID/Somaliao Mr.' Monteith
 
participated as a member of a 4-personteamestablished by the American Public
 

'- Health Association (APHA) "to assess the present status of AID population
assistance to Somalia and the climate for acceptance of a national family 

, 

planning program. The development of a national family planning program in 2 
Somalia Isinits very early stages, with muixed prospects for the future. 

'Child 
 spacing to recognized inSomalia as-a permissible and desirable health < 
3 -. ­ fertility to enhance social and economic development isnot. There 15 a 


- -demand for child spacing services in-Somalia, but this demand is largely 
-. 

unmet. The unavailability of contraceptives and the Ministry of Health's 

conservative attitude toward family planning have acted as obstacles to the 

3 

-establishment 
 of services. There isapotential for developing a family 
33 planning program inSomalia but itwill have to be a broad-baed, 

­

~ 3--. --.
 conservative, expensive program, providing services inthe context of maternal
 
and child health. Although laying the groundwork for a national program will
be a slow and difficult process, AID can take steps toward this end. They
include:
 

(1)continue to strengthen and extend primary health care, including

family planning, to all Somalia,.................................... 
 .... . ...............-...............
+
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S3-33.... .... 3h,33-333++(2) procure through an intermediary donor, i.e. Pathfinder, Family3-' 
-3 ~ ~ ~ i 333333'.-nd~33333--3-j ... >3 3333~33- 3~3Planning International Assistance MFIA) or International Planned -



57 

Page 	 2~ William H. Foege, MoDs ~~ 

<~Parenthuod Federation (IPPF). sufftcientquantities of ontraceptives
to ensure their oontinuous availaebility, 

()assist the Ministry of Planning indeveloping a data baselon which an
 
- objective case for, a national family planning program could be made., 


A detailed report of the team's findings was submitted to the APHlkon March< 
le, 1981t and will be made avail.able-to AID/POPG 5and to FPED/CDC afterfinal A 
typing.PRPS
 

I. 	 PLACES, D~ATES, AND PROEOF TRAVEL 

At the request of DS/POP/AFR, PS/POP/FPSD9 and USAID/Somalia, to 
participate as a member of a 4-person team established by the American
PublicHealthAssociation to assess thestatusof AID population and
 
falypanning,.asi sanole-to..-Soali a .__Th ePED/CDC- memb er--of-the -team-7­

*was Mr. Richiard S M'H iontithProgr m alyst PEB. This travel wasin 
accordance with the Resource Support Service Agreement (RSSA) between the 
Offioe of Population, AID, and CDC/FPED. 

II. 	PRINCIPAL CONTACTS 

A. USAID/Somalia 

1. 	Mr. Michael Adler, Mission Director
 

2. 	Mr. Arjuna Abayomi-Cole, Health and Population Officer
 

3. 	Dr. Rukiya Mohammed Self, Family Health Initiatives Project
 
Coordinator
 

1' -. B. Ministry of Planning 	
. 

1. M4r. Hussein Celeste Fabiye, Director General
 

-2. Mr. Aril Mohammed Farah, Director, Department of Statistics 


C. Ministry of Health
 

1. 	Dr. Ahmed Mohammed Hassan, Director Gneral.
 

2. 	Dr. A.S. Abbas, Director, Department~or Maternal and Child
 
Health and Nutrition
 

3. Dr. M.A. Oulaid, Directoro Department of Primary Health Care 

*4. Dr. Wareame All, Director, Benadir H1orpital 

5. 	b.Homsan, Department~of Planning and Statistics
 

i 

5 

. 
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~~~:1. Mr. Olaf Svennevikq irelotor, u D,evelopm~ent.Programme (~UNDP)
~Mr. C. BonannI', U.N,-Isternational Children's Emergency R~elief 
Fund (UNICEF) Repreaentative,1,7_ 

3. r'ohn Cipolla,f Medical Servioesl~nutns Inc. (MSCI) Team

Leader 
 ram4


4.Ms Laura Alobelli,,Johns'opins Pormfor International

Eduoation~in Gyfel@o~gy~afld Obstetrics (.1tPIEGO) Consultantj


6. Mrs. ItaKel, IPPF Consultant 
6 r-sman Ali Jama, Director GeneralMinistry of Eduaton >U~>~47.1Ms Musaaged Galaad Ahmned, Chairperson, Somali Democratic' ~ Women's Organization 4 44 

III-. SCOPE OF WORK~ '. 

The American Public Health Association (APHA) team was oompoe (of Dr.Willard Boynton, pubglic health physician; Dr.. M.Nizamuddin, Ph.D,
 
'. demographer, POPLABS; Ms. Fr'an Simmons, Ph.D6 Candidate indemography,


Princeton University; and Mr. Richardi 8. Monteith, K.P.H.0 ProgramAnalyst, FPED/CDC. The purpose of the team's visit to Somalia was toasses$ the present status of AID population assistance to that country,assess the climate for acceptance of a national family planning program,and to make recommendations for a country strategy for population
assistance. 

The team briefed the USAID/Somalia Mission Director and Health and
Population Officer on its findings before departing Somalia. The team
also briefed AID and APkIA Officials inWashington, D.C, on March 13,* 1981. 
 A detailed written report of the team's fi.ndings and
recommendations was submitted to APHA on March 18, 1981, and will be: 
report will only summarize the team's major findings and recommendations. 

4...IV. HIGHLIGHTS OF FINDINGS AND RECOMM~ENDATIONSI 
A. Genera
 

Somalia is an archtypical developing country# additionally burdenedby the Sahelian drought, a border war resulting in perhaps one
million refugees and a faltering, soialist planned economy. Itis,
a
large country of 637,000 square kilometers* averaging six persons
per square kilometers.* The country Ishot and dry with only a
small
 
percentage of land suitable for agriculture. .Perhaps 75 percent ofthe population are poor nomads or* semi-nowmads largely engaged Inraising goats,' cattle and camels. Per capita income is US $120 peryear. The people are racially homogenous and primarily Muslim, Aone party, socialist government is highly organized down to the
village level. 

#NOTE: All statistics should be considered estimates and vary with source, 

4 
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The population of Somalia is about four million, plus one million

ethnio Somali refugees from Ethiopia.~ Twenty-five percent of the
 
population lives in Mogadishu, the capital, A birth rate of 48 per
* 	 thousand and a death rate of 20 per thousand gives a natur4d increase
 
of 2.8 percent, The iaternal mortality rate is more than 100 per
100,000 births and the infant mortality rate isaround 150 per 1,000
 
births. Approximately one third of children born alive die before

reaching the age of five. The population isyoung, with 45 percent

less than 15 years of age. 

Health problems abound, and the health status of the population is
 
poor.*, Malnutrition isextensive with studies showing almost 40
 
percent of children with second and third degree malnutrition. With 
little safe water, sunitation, or knowledge of hygiene, diarrheal 
diseases take a high toll of children. Tuberculosis affects one 

tha o r anent 	 o-p A eulaon
 
have positive sputums. Sohistosomiasis, malaria and childhood
 
infections are 	common.
 

Health services in Mogadishu are fair, but primitive in the 15
 
regions outside tMogadishu, even by LDC standards. There is a dearth
 
of resources in general, 
a lack of trained staff, insufficient

medicine, supplies, non-functioning equipment, intermittent
 
transport, and 	little information feedback for management. Although

the Government of Somalia (GDRS) recognizes the need to strengthen

health services, health now receives less than two percent of the
 
total budget.
 

The GDRS plans to provide primary health care for all by the year

2000. AID, through a contract with Medical Services Consultants,

Inc. (HSCI). will assist the Ministry of Health (MOH) inestablishing

primary health care Infour of the country's 16 regions while the
 
UNFPA will help establish services inthe remaining 12 regions. AID
 
also proposes to contract with International Training in Health
 
(INTRAH) to assist the MOH in training auxiliary health workers. In
 
summary, the GDRS has the correct concept for delivering primary

health care to the bulk of the people consistent with their socialist
 
philosophy. However, the execution lies largely in the future.
 

B. Population/amily Planning
 

The development of a national family planning program in Somalia is
 
in its very early stages with mixed prospects for the future. There
 
is no national 	population/polioy and it is unlikely there will be one
 
in the near future. Tradition, low population density and an
 
expressed desire for children because of high infant mortality and
 
military needs 	favor a pronatalist policy.
 

*Centers for Visease Control: Fifth Report or the CDC Epidemiolodio Teams to
 
the Somali ilnistry of Healt!i, Atlanta, Ga., November 6, 1980
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However, the Parliament of Somalia has approved child spacing* as a 
health mec3ure for the protection of mothers and children. All
 
government officials we interviewed agreed that child apacing was
 
permissable and desirable, but nobody .uppurtedcontrolling high

fertility to enhance social and economic development, The Director
 
General of the Ministry of Planning felt a population policy would
 
not be considered until a more convincing case for the need for
 
population control could be buttressed by better demographic and
 
economic data,
 

To date, child spacing has depended almost entirely on the custom of
 
nursing ohildren for two years and the absence of men while tending

their herds. MOH offioials recognized that breastfeeding does not
 
always protect against pregnancy for two years, i~d further
 
recognized that the high rate of hospitalization for complications of
" probalobtna'--, 

The availability of contraception through public sector facilities
 
has been minimal. The 10 doctors trained by Johns Hopkins (JHPIGO)

have already trained 20 others and will train 60 more this year.
 
lone of those trained, however, have a regular supply of 

contraceptives. They depend on samples from drug companies, but most 
of their family planning clients have to buy oral contraceptives at
 
pharmacies for two dollars a cycle. The Director of Maternal and
 
Child Health (MCH) of the OH has an undetermined amount of oral
 
contraceptives and IUDs on hand, but to date has not distributed them
 
to the JHPIEGO trained physicians or to the 13 MCH centers and 10
 
Ob/Gyn clinics in Hogadishu under his control. By cabling AID/POP
 
FPSD, the team learned that UNFPA provided the OH through WHO the
 
following contraceptives in 1980: 44,111 cycles of oral
 
contraceptives, 5,600 IUDa and 41,920 condoms. The MCH director's
 
policy is to distribute oral contraceptives and ZUDs only when
 
training of physicians and nurses has been completed. In addition,
 
oral contraceptives will be initially dispensed only after
 
examination by a doctor who visits a given MCH clinic only two days
 
per week.
 

On the positive side, the 10 doctors trained by Johns Hopkins are
 
enthusiastic to do family planning and only need a good supply line.
 
Their leader estimates there are 10,000 contraoeptors in Somalia
 
despite the severe restrictions on supplies. Host of these, however,
 
have had to purchase their contraceptives at pharmacies so use cannot
 
be verified by clinio reoore.. IPPF trained 12 nurse supervisors in
 
service delivery last year and is currently training 12 MCH nurses,
 
with a promise from the MOH that contraceptive supplies will be made
 
available to MCI centers with a trained nurse.
 

1Doo'ttials preferred to use the words "child apacing" rather than "family

planning" because for them the latter was synonomous with "birth control,"
 
"population control" and "genocide."
 



There is a doemand for child spacing In 3the demand is
largely unmet. The team w~as told repeatedly that as many as half of 
Pospartum pationto rquot help for spacing ohildren A they wishto"root," The IPPF 00onsultant the team met.3vrveyad 06 women at home
last yeor and found 64 of them desiring contraception to space their
children, The medical noeed forspacing Is supported by the very highmaternal and infant mortality rates andmalnutrition In children, 

There are certain favorab tl t, 
 alp6tne e
, ,t ll

TheS omali Democratic oments Organio i on(SWO)' p oi el,
political and social organizetion that reaches to the village level.
It is favorable toward childspacing and could instruct women on
child Opacing inetheir orientation centerso TheFamily Life Programof the Ministry or Education could be utilized siuilarly. Finally,
the ORS and MOH haye the desire to build a network of MCe services 

In sunary, a need for family planning exists In Somalia. There is apotential for developing a program but itwill have to be a
bryadbasedoqonservativo, expensive program, providing services inthe context of MC , An aggr03iv41eprogram sharply focused on
population control would not be acceptable at this time. 
Itshould
be noted that Itwill be a slow and perhaps difficult process to.establish the climate and experience necessary for a real national 
population/family planning program In Somalia, 
 However, AID can takestepi to increase the availability or child spacing services In
 
Somlia and to lay the groun Aorfor ,a national program. Thesesteps are outlined below. 

C. Recommendations 

1, AID should continue-to strenthen and extend the health care deliver

;aYs vt ealthe
b t-orde MLmar 
 e u 1 P n to
all Somalia, 

For the most part family planning servicez; will be provided as oneelement of MCII services sinc, this Isthe only generally acceptedmechanism InSomalia, Therefora, it Isincumbent upon AID to ensurethat MSCI and INTRAH Include child spacing Intheir training.
team detected a reluctance on the part of IMSI to Include family 
The 

plannIng because of the fear or alienating counterparts.
 

Only a small quantitj of those contraceptives, which were donated bythe IJKPA, are reportedly on hand inthe country. USAID/Soaaltiesprovided a limited amount to the family planning effort inSomalia,but the combined UNTPA stock and UMAD's contribution Is notsufficient to meet current demand and to ensure continuous

availability of contraceptives.
 



3.
3 	Both AZD/W and LUSAID/Mogadishu should coordinate witii IPPF inthe
 
Propurement o contraceptive aIuDp-',L.OL,,
 
IPPF isplaying a pioneering rolein tre.aning nur3e 3upervisr . in 
fmily plann andrrractu ttingome ontraceptiveo intorl ..
 
clinics where they ould be used,,WAID will need tQocoordinate

contraceptive supplies with IPPF and might Induce ZPPF <to supply
injctbleprogesterone while AD supplies oral contraceptives and 
condoms. Injectable prog-aterone in nh ptableinSoaliadan
desirable as a postpartum contraceptive inapopulation with> 
widespread; malnutritlon, sinceitdoes not'decrease lactation
 

4, The JHPIEOO Reproductive Health TrainingPogram should be evaluated
 
to assess -itsigmot on increasing the .availability of family

14anning GErVIOGS inthe countryu * 

The 	 JHPIEQO program is the pioneer in establishing aervio@ o ,.in the 
country. However, the physician training has not resulted in anappreciable Increase In the availability of contraceptive services 
especially Inthe regions* The reasons shoulid be investigated and
JHPZEGO'a program modified Ifjustif'ied. 

5. MIISAZomalia should inveatigstg-the reasons behind the delay in
 
Implementation of the Primary Health Care Project, and provide the 
necessary assistance to exDedite Its Imlementation.
 

This project Isthe main vehicle to extend maternal and child health
and 	 family planning aervices to rural areas, but by conservative 
estimates t eproject will be 15 months behind it original schedule 
once It gets Into the field, 

.. 

6. 	 UID/mal roleof *so nt inshould clearly define t 	 .paticipa

tema t Helt Cae Poot an e timiflnoteirT
 
Inteventon.The proposed role ofrNR in the project isnot 
O Pea owev 	 its Intervention appear to beor the timing or 
coordinated with other project participants. In addition, INTRAH iay
duplicate training already underway by IP+. 

7. 	 The orooie . UP studies to be done by the Degartaent of Social 
en. Ovsiyo onlaa a Patfhe Fail ealt


In tiatkive Projecto should be -strengthened by providtnK technical
 
q__ "iU32insittin schasCDC, Or
rm 	 Wesi ihusc 

It is the team's Pr4'essional judgment that the Department or Social

Sciences doea not have the expertise to conduct a scientifitc sample
 
surveyv without ttchnical assistance. 

So 	 AID shoulg oeooe, through an oxporienced Intermedtari- such as 

aggroortatttoveramntol atoncies.
 

Contraceptive# (orals and condoms) are openly sold in pharmacies
Indicating that 3omalia has no laws restricting their Importation or 

http:aIuDp-',L.OL


aora-th@.-counter 3a -la, Presently, pharmacies are the primary 
source of contraceptives in the country. It would be worthwhile to 
explore the possibility of a,08$ which, ifimplemented, would reduce 
the 	cost of contraceptives to the public,
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9. The Dartment of Planning and Health Statistics of the M40H should be 

strengthened to provide anadequate information system sothe Somalia 
healthcare systemoan be made morerespoI ­nsiv
u-e-to thehealth needs of 

Presently, little data are collected and analyzed by the MOH11. An
* 	 NCH/Family Planning reporting system will be essential for effective 

management. 

10. 	 The health education componentof the Somali Women's Democratic 
Orvganization- training- rogr am- hould-be -utn-izedor-communica in­
family health/child spacing information. District level workers who
 
ar: 	 resgonsible for health information should be trained in 
techniques of disseminating and promoting child spacing information.
 

Since all women are encouraged 'to attend the SWDO orientation 
centers, a heallh component which informs women of child spacing
practices has the potential for reaching many women inneed of 
services, Attention should be given to the preparation of materials
such as Posters and audiovisual aids inthe Somali language which 
will be sensitive to the culture of the country. Training should' 
begin first in the orientation centers of Mogadishu where 140F clinics 
have trained 	staff ready to discuss and dispense contraceptives,

subsequent training could include other districtsas lIC clinic
 
staffs become trained infamily planning services.
 

11. 	The familZ life tiacher trainers of the Women's Education Center.
 
Ministry of Education, should be given inservice training in-family

health to include child spacing and reproductive health,
 

The 	c-irrioulum of the teachers who teach family health education
 
currently does not include child spacing and reproductive health' 
topics. Teacher trainers should be given a course in these topics
for the purpo3e of training teachers in the field. In the long run, 
the curriculum for family life teachers should be modified to include 
reproductive health and child spacing. 

12. 	Aseries of family hoalth/child spacing programs should be developed 
for use by tho Ministry of Information's radio erograms on health. 

Given the importance of the radio as a tool in the dissemination of
 
information In Somalia, the preparation and release of program on
 
child spacing have the potential for reaching many people, The 1O1H
 
already airs 	health programs on national radio. Orgamization with
 
expertise in the development of media materials, such as the
 
University of Chicago, should be used to provide technical assistance
 
to the OH.
 

mailto:aora-th@.-counter


Pge' 9 -il a H.Foege, M.D.A ~ ? J A AAA A.AAA? 

13. Asitac 

naioa 

should 

pouation2A2 

A4give to> 

poliAcy. 

th Rt a Aehe'rudokfra 

,AA? ' 2 AA <'4A 

Altoug the 
grudwrforapPaul w bea sen 

population prgrm 

is AADRnot~ red 
lc 

InA"A addtio 

be 

a 

pouato 
stre 

ulm"onr 
RAI coul 

Aa 

Ao Apolicy now 

acceptable. 

wt 
asis 

the 

An Aol VI, Abe 

Ao AnaAexeln 

AhOPi 

13 ocAssince datha be ghivento thse a p ulton paolthicyor.
 

nationalhar MooitytA
oua.o 



