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ASSESSMENT

1. Organization of PHC

Primary Health Care (PHC) withlin Somalia has been established
as a department and program within the Minijtry of Health of the
GSDR. Implementation of PHC within rural areas of Somalia is
considered an important national goal by the GSDR and not by the
Ministry of Health alone. | |

MOH organization in Somalia is roﬁionalizod. At the national
level, goals and objectives of PHC and internal coordination within
the Ministry is effected through the Primary Care Program which has
dopartmcntai status within the Minstry, and is headed by a Director.

The an has a Central Coordinating Committee which deals with |
| Ministry wide concerns, and is comprised of dopartncntal diregtors
and other senior officials within the Minintry. The PHC Program
Director is a member of this senior: body.

The country has been divided into sixteen regions for administra-
tive purposes. Each is a Governorate, and in each region thclnon
is represented by a Regional Medical Officer (RMO). Since inception
of the PHC Prcyram (PHCP), an addition t§ the MOH staff at.the
.regional level has been the Regional Primary Health Care Co-
ordinator reporting to the MOH through the RMO, but also directly
to the Director of the PHCP in Mogadishu on PHC matters. This
level, a middle management level, organizes and suporvilcl'
regional rciourcc allocations of MOH staff, money, and material
directed to hospitals, medical care, and PiC. fho Primary Health
Care Coordinator is responsible for those aspects of the MOH PHCP



program involving outreach care to villages and communities,

which ars preventive or curative in character. Resources of
donors and the Ministry are channeled through the Ministry td
Regions, and Districts.

The next level in the MOH structure is the District level.
In most Districts in the country a District Health Center (DHC)
exists which delivers outpatient and some inpatient care. DHC's
usually have from 10-25 beds for inpatient care. Most DHC's are
headed by a District Medical Officer, often have allociaﬁod McR
centers or workers, and have a staff gomplcmont depending upon
sise, population and demands upon on the particuldr DHC.

The next level of care is that of the Primary Health Care
Unit (PHCU) . This facility is planned and does not yet exist,
but will comc into being nationally, largely as a rosult of the
USAID luppo:tcd Rural'ﬂoalth Project. Sixty four PHCU'.I
ltaffid by a public health nurse, a nurse-midwife, and a sani-
tirian, are planned and are léheddled to be built with support
from this project, and staff trained with curricula and in
't:aining centers supported and developed by the Rural Health
Project.

The PHCU level of care has been adopted as a fundamental
feature of the National Health Plan (1980-85) of the GSDR and is
to be implemented country wide over timo. The National Health
Plan, and Rural Hoalth Project outputs are in close.agreement.

Pinally .at the village or community level, Community Health
¥Workers, CHW's) and trained Praditional Birth Attendants (TBA'S)
_are_envisioned as a first line of contact for the Sonali pooplo



with the health care system and as a point of contact through
which EPI and other vertical programs will effect contact with
intended beneficiaries. PHCU staes are to train, manage, and.
Supervise village and community lavel workers (CHW and TBA'sg) .
PACU staff, Cuw's and TBA's are all being trained by project
trainers utilizing RHp developed curricula and staff at Rup
Supported National Training Centers.

Bach level of regionalized care has a somewhat unigue role to
Play in the health care delivery system of Somalia, and llong_wigh
1nfr§ltructurc hecessary will integrate PHC with other levels of care
and iotvicc, and programs whether horizontal or vertical in naturg.
| The team finds no problem with the structural organiszation
Or overall policy of the MOH with respect to Primary Health Care
Proqraﬁ or with the relationship of the USAID supported project.
£0 the Somali Primary Health Care Program. The intent of both
Ministry and project are sound and rational. |

The evaluation teanm assessmant in the pages wvhich follow
will relate to the realities, possibilities and particulars of
implementation of the Rural Health Project and not with Ministry
organization or policy issues per 88. The evaluation team is in
basic aqroaﬁont with the policy and general PHC strategy of the
GSDR and the objectives of the USAID supported Rural Health Project.

- Assessments made and recommendations which follow are being
made in the interest of strengthening and lurthor‘advaucinq thq
implemantation of the Rural Health project and GSDR PHC program.

nany"aspoeén.of RHP organization are treated elsevhere tn'thtl
Teport, and will not be dublicated in this chaptq:. Obsexvatione
with respect £0 AID pealth Sector Pradans. vo—...



reflected in project organization will be assessed and followed by
recommendations in the appropriate section.

The Project Manager/Chief of Party has been heavily involved
in administrative detail, crisis management, and attention to day
to day details better handled by an Adminstrative Officer or
Administrative Assistant which would permit concentration on
large project issues, on planning, and on guiding overall projgcg
progress and accomplishmente. Small details while small and Un-
important can and have consumed a lion's share of the time of the
Chief of Party often to the detriment of other project activities
The team believes many necessary, but time-consuming and required
actions should be delegated. As the RHP is now staffed. there
is no person to whom theée actions can be delegated, ana as a
result insufficient time is devoted to larger issues; to coordina:
tion, facilitation.

The need for a nurse educator, nurse-midwife educator and
sanitarian at each training site is unquestioned. Thece
categories of expatriate faculty will continue to be needed
throughout the Life of the Project (LOP).

A Logistics Officer is also clearly necessary to the project.
The role of such an individual will becomec even more important
as drugs and supplies are to be procured, managed, distributed,
resupplied and maintained. A Somali counterpart is also
essential to work with the supply management or logistics ofticer
‘He/she must be prepared, and have experience sufficient to step

in at project completion and take.over these functions. The MOH
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has appointed a pharmacist for this role, but to the tcam's knowledge
he is not yet in place.

The need for a transportation and vehicle repair specialist
is also unquestioned by the team. The training of mechanics and
drivers and the set-up and operatic)i of a transport system and ve-
hicle repair and maintenance system is Clearly essential to the
operations of the PHC program. Properly implemented, there should
be positive spinoffs for the rest of MOH operations as well.

The team saw no evidence of regularly dccurring lchoduldd tri-
partite mootinqi among MOH, USAID, and MSCI with an agenda, minutes,
and assignment of responsibility for action on particular issues
and problems to speed the implementation process. USAID did hold
Many separate meetings with the MOH and with MSCI in an attempt to
resolve by mediation existing problems. Chronic frictions among the
‘three organizations are cited by USAID as the reason for this approach.

No single agency can act :¢l>ne in RHP project related matters.
'In some matters, one party must take the lead, in others, another.
Very often however all others must assist or contribute. Regulariza-
tion of this process is essential, and joint development of priori-
ties, a consensus, action responsibilities, a timetable, and con-
tinual monitoring by all parties is vital. Such mechanisms insti-
tuted and maintained from project inception in the team's view would
have decreased delays by a third, and possibly up to one-half of
the unproductive periods in question. Comparing USAID projects
4Cross a number of countries, the clear absence of such a mechanism
for project decision making is noteworthy and merits immediate

corrsction. All bear responsibility in this matter.
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During 1982, the USAID Mission temporarily employed the device
of a management committee in an effort to speed up facilities con-
struction activities.

In the team's view one of the most noteworthy deficiencies
in the RHP project has been the sparsity of all types of communica-
tion and inter-communication. MSCI recognizes the need for two
way radio communication between project sites, Lut has not acted
in a timely way to correct this problem. Somalia, unlike a number
of other countries, Puts no substantial bar to installation of such
& system at this time.

We hav§ been led to believe that radio equipment is available,
but has not been given sufficiently high priority in the team's
view. The cost in time, personnel, vehicle wear and tear, and
human frustration in the absence of radio or telecommunications
was noteworthy to the team. Early and prompt rectification of this
Problem should be made a high. priority particularly in view of re-
current fuel unavailability for transportation.

The MOH on its own has recognized the need for a Port Clearance
Officer and is in pProcess of making a personnel assignment. Clear-
ance activities havé consumed much scarce expatriate staff time whic

would be better devoted to other issues and problems.
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a. Qualifications of Project Staff

In addressing the important issue of criteria for selection
Of project staff, MSCI stated in the November 9, 1979 Technical
Proposal that criteria are:

= experience in general development problems and the

training of para-medical staff,
= Trelevant experience in dovclopﬁont problems of
African countries;

= ralevant professional experience in areas relating
to this specific projocé, including health planning,
health training and manpower development, PHN education,
nurse/midwife education, epidemiology and sanitation,
and supply management and transportation; and

= relevant pro?oloional education and training for this

specific project.

In addition to these criteria, the Technical Proposal also
cited awareness of, and abilitv +o respond to, the sensitivitiss
of host country professionals, and the ability to work with AID
staff and to take operational responsibility as important criteria
for selection.

All of the project staff are industrious and dedicated to
their tasks, and all of them work nnder trying conditidn.. A few
of the staff have outstanding qualifications for their assignments
and meet all of the above criteria. A detailed review of the
pPersonnel records (resumes) of the long-term and short-term prpjoct
personnel shows that many personnel who are working on or who

have worked on this project are underqualified or marginally:



qualified for their assignments.

Of the two public health nurse educators currently employed,
only one has an educational backgrcund and experience in public
health nursing and nurse education. The newly-approved public
health nurse educator lacks both training and experience in public
health and his only experience in training health workers was
as a volunteer for 3 months in a Somalia refugee camp.

Neither of the two epidemiologist/sanitarians has received
formal training as an epidemiologist or as a aanitari&n. One is
a physician without specialty training who has supervised sanita-
rians as a regional and district health of!ich in other.countries
and the other has a Bachelor of Science degree in biology; spent
two years in an academic proqram of environmental biology and
worked as a sanitarian in Portland Maine for two years and as a
"water’ engineer” for one year in Somalia.

One of the two nurse midwife educators is a physician with
training in obsetrics and gynecology who has practiced and trained
midwives and traditional birth attendants for many years. The
other nurse midwife educator does not show clear evidence of
nurses training: she received both a certificate in "premature
baby care” and a midwifery diploma in 1961 from hospitals in
two different ﬁnqlish cities. She cites experience in training
auxiliary nurses in midwifery in Libyu from 1963 to 1968 and in
training traditional birth attendants in a Somalia refugee camp
for 6 months in 1981. Her degroe training and the bulk of her

recent experience is in nutrition. As a nurse midwife educator,

her qualifications seem marginal.



The Logistics Officer worked for one year in England maintaining
and repairing pumps, generators and other equipment, and then studied
mechanical engineering for two ycg;a at Rycotewood College in
England. He then worked at Motorspeed Ltd. in England, where he
operated and maintained automatic equipment for one year. roliéw-
ing this, he became a Technical Advisor/Contracg Instructor with
a Ministry of Agriculture project in Somalia from 1980 to 1982.

In this position, he was responsible for the dovolopmint and
implementation of training programs for mechanics and for the
development and 1mp1¢montation of workshop programs for electrical
operators and storemen. The present Logistics Ofticerfhaq neither
training nor experience in logistics, and no knowledge o£~hoaith
service supply systems.

The Av*zmotive Maintenance Specialist has a degree of -
Bachelor of Science in Mechnical Engineering from the Maqua
Ihltitute of Technology in the Philiipinea.&nd has an impressive
record of experience in setting up and implementing automotive
maintenance proqfams and in traihing automotive mechanics. He is
well prepared for this dssignmént.

The Chief of Party haa a Master's degree in Public Health.

He has worked as a sanitarian in the United States for a number
of years. More recently, and following his formal education in
public health, he'worked as a health planner in the Oregon state
health department and, for two years as a Technical -Assistant

in health planning ir an AID project in Liberia. This Chief of
.Pa:ty has not. had training or expericnce in health manpower

training or in primary health care.
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Of the short-ternm consultants who have been prought to
somalia, some have been wcll quali!tbd for their assignments and
gome MSCI employess have been at best, marginally quali!icd for
their missions.

This project is a aifficult developmental endeavor, and needs
technical asgistance from competent pro!csoionalo. The progress
of the project has been poorly gervad by the uneven and appurant;y-
haphazard use ot‘protosoional standards of training and experience.
in the selection of long-term and short-term consultants. I£ the
high standards used in the recruiting of some of the faculty Rad
been applied universally ‘{n this project, many of the p:os.nt
proqrammatic problems would have been avoided. If AID hgd estar
blished for this project job descriptions with education and
experience qualifications, AID could have acted more effectively
in screening and approving job candidates.

The project clearly lacks professional 1eadership, not because
the Chief of party is not dedicated or industrious, but because
he does not have a working kxnowledge of, OF experience in, the

important areas of health manpower training and primary health care



3. Work Plan
| The technical propcsal aubmitt’F‘to A.I.D./Washington by
Medical Service Consultants, Inc. on November 9, 1979 states:

*Project management involvos'moro than scheduling. It is.
intimately tied to project organization, staff qualiticatignl,
and management procedures for internal and external project |
communication. . . ."

."MSCI-has assigned a senior member of its Washington staff
as Project Director. . . . (H]e will assist the team in p:o-.
paring its work plan. . . ."

“The Project Manager and the Field Team will prepare the
project plan which is a more dctgilod version of the proposal work
plan. This plan will be produced in consultation with the USAID
Project Manager and the MONl after daetailed review of the proposed
assignment in Somalia. The detailed plan will be submitted within
three months after the signing of the contract. It will include
specific direction to each project team member detailing his/her
responsibilities, describing the tasks to be performed, co-
ordination required with other team members, and time performance
schedule. This document will be the basis for preparing the
detailed project budget and allocating planned expenditures by
time period."”

The MSCI Chief of Party, Field Team and Project Director
have never produced a work plan. The consultations.cited above

appear not to have taken place USAID/Mogadishu never required
or requested that MSCI submit a work plan.
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The lack of a detailed and performance schedule with fixed
responsibilities is a cgitica1 flaw ip contractor porformando
and in USAID contract management. The result has been erxatic,
unplanned and confused activities; an inability io focus on
projectc goals; a prcoccupation with buildings, vehicles, forms
and manuals while losing sight of the overall mission of the
project; and a tendency toward crisis management.

USAID/Mogadishu also 1acks a strategy or plan of nanaqcnont

gor this project.
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4. Financial Pi.n and Project Implementation

The Mission has 1mplemen£ed this project on an ad ggg basis
without the use of an up to date financial plan or a budget to re-
cord and monitor expenditures. Thif does not present a problem,
because the financial pPlan presented in the Project Paper remains
valid. The pace of annual obligations ($7.8 million through_1982)
has far exceeded the pPace of nroject activities ($i.6 un-earmarked
and only $4.02 million disbursed as of March 31, 1983). Therefore,
it has been possible for Mission management to rely on the budget
and financial plan found in the original project pPaper of January
1979 without the need to revise these documents or to seriously
question the movement of the pProject in financial terms. With
another $7.5 million authorized for obligation before the PACD
of 30 September 85 this is not Iikely to change.

By and large expenditures have been within the estimates in the
1979 project p&per budget which allows for contingencies and in-
flation compounded at ten percent. The MSCI technical assistance
contract has already utilized a 10% increase in a November 1982
amendment which raised total TA costs from $4.4 million to $4.83
million. Even though the start of the construction of the primary
health care units and the remodeling of the district health centers
is tiiree years behind schedula recent cost estimates for these
buildings indicate the task will remain within the budget. Other
lesser line items are expected to hold steady at this time. 1In
spite of the apparent comfortable financial margin that this evalua-
tion has noted it is entirely possible that greater time and effort
spent on an up dated budget would prove valuable in revealing

either hidden problems or'opportunitiei for imaginative re-programirn
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USAID/Somalia has not been lorceful enough in assuming even
the most elementary responsibilities of project 1mplemehtation.
Individu#l players, within AID and the MOH, have come and gone yet
the management difficulties within the project remain almost as
though neglect and ineffectualAattempts'at problem solving were
a project tradition. We note that other projects within the Mission
portfolio are reported not to suffer to the degree this health
project does.

We believe this unfortunate behavior thch is shared to a large
extent by the MSCI contractor and representatives of the MOH is
rooted in poor communication both written and oral. For example,
the record shows only one general Project Implementation Letter:
(P1L) being issued under the project (July 12, 1979); there is noth-
ing on record to acknowledge GSDR compliance with conditions pre-
cedent. Other forms of written communication between theAMission
and the MOH or MSCI have been sparse and.not very useful in convey-
ing .ideas and decisions. On the other hand written communication .
from MSCI and the MOH has been no better. The written record or
course is not critical if de facto working relationships are satis-
factory. However, interviews during this evaluation indicated that

day to day contact between AID, MSCI, and the MOH is not at all gooc



This non-communication has resu}tcd in such things as a three
year delay in placing orders for some essential project commodities.
It also resulted in a year delay in preparing the concrete slabs
for the prefabricated buildings.of the training centers. We also
found that as of this date there is still no common understahding
between the MSCI contractor and the MOH with respect to the control
of project vehicles, the use of PL 480 local currency counterpart,
and the control system to be used supplying drugs under the project.
USAID/Mogadishu has not been effective'in‘resolving the misunder-
standings. The recent establishment of technical review and project
coordinating groups with the MOH may bé a first stép in resolving
communication problems.

In spite of weak management from USAID/Mogadishu, inflexibility
in theApart of MSCI, and delays within the MOH with site preparation
and student selection, after nearly four years a bare bones foun- |
jation has been put in place'for a primary health catgvsystem in
Somalia. However, the system is far from "institutionalized."”

How far the project goes beyond this point will be determined when
the fundamental problem§ described above are resolved. We wish to
make it clear that the basic idea of primary health care through the

GSDR is still sound and that financial constraints are not apparent.
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S. Training
Thc training activities set forth for Phase I of the project

are. intended to produce tutors, txpined supervisors, (midwives
and public health nurses) community’hcalth workers and rraditional
health attendants.

The project also provides for additional training.activities
to include:

- Participant training;

- Orientation of other health workers to rhe primary health

care system;

= Continuing education for preu;ously'traincd'pcrconnel‘

The following is a list of health worker training completed to
date.

Tutors 13
Trainers 81
CHWs 18
TBAS _30
TOTAL 142
In Addition
Orientation Training S6
Particinatory Training 1

Even though a number of curricula have been developed by the
members of the project team no effort has been made to combine -
these into standardized uniform curriculum for each training
category and to identify core courses.

Moreover the Technical Advicoralscem to have different 'ideas

veqaarding the design and content of a curriculumg The most . common
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view is that it is a topical outline. 1In Baidoa the Sanitarian/
Epidemiologist Educator uses the topical outline of the manual as
a curriculum. The hanual is usei for reading assignments, and the
didactic sessions constitute discussions of such assignments.

It is a fact that the manual is the only available reading re-
source and will remain so until project bobki, now on order, arrive,
The midwife uses a curriculum that was given to her and presumably
developed by her predecessor. The public health nurse uses the
topical outline of the manual. The public health nurse feels

that the topic of school health cannot be hddreséed by the program
and that school visits are impossible to plan and implement.

Only after much insistence did h§ admit that it was important

and ought to be included inspite of the difficulties. In Burao
there is a "Curriculum for the Course for nurse/midwives in
Primarg Health Care Units," pfopaged by'the'midwife tfainer;

This documen: is the composite of a iopiéal outline, a list of
nonteaching objictives, a breakdown of prdg;am ;nto hours allotted
for each course and some teaching methodology; The public health
nurse has developed a curriculum which entails a detailed list of
teaching objectives, relevant content, clearly stated téaching
methodology aﬁd evaluation tools. The content covers the séopc

of primary health care adequately addressing such importané
components as teaching and learning, physical assessment, school
health and health education. She finds the public health manual
inadequate as a guide for practise and vague in providing infor-
mation on some important primary health care topics. She uses her

own texts as reference material.


http:texts.as
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Th§ Technical Advisors were unaware of MOH approved curricula,
job ana;ysil and description for each cadre to be trained. These
are contained in a document titled "Job Description and Curricula
for Various Categories of ‘Health Care Workers"™. 'In an interview
the MOH stated that this is their mandate for primary health care
education in Somalia. |

A detailed perusal of the MOH document yiilded'topical out-
lines for the training 0f CHW and TBAs and a general topical
outline torlany primary healgh case worker.

There is no evidence that the MSCI project team did a needs
assessment in‘preparation for developing the curriculum. The projec
paper (page 10) specified "The first activities will invqlve
developmenf of a curticulﬁm based upon analysis of tasks to be
performed by the various workers” It is not clear how MSCI
brepared for MOH a document titled "Primary Health Care Tilks to
be taught to Primary Health Care Trainers”. The document states
no specification by‘category of personnel and does not address the
topics of physicai assessment and school health. MOH was speci-
fically asked if it desired physical assessment as a component of
the Public Health Nurse curriculum. The feply was not only
affirmative but it said that this was an expectation of MOH
contained in the curriculum

The only mention of physical assessment in the non-document
is ih examination of the pregnant woman and examination of the
newborn. It is clear that the MSCI project team and MOH have not
availed themselves of an opﬁortunity to discuss nuances, ambiguity

.bt'nxitnth:protation..of,.apzj.nion- or facts.in the curriculum



Another aspect of curriculum design which has been ignored
is the development of a philosophy for primary health care training.
This exercise would have been of pecessity a joint endeavor be-
tween the TAs and the Somalis with a 100% input of ideas by the
Somali with TA acting as facilitators thereby enabling a worthwhile
learning experience which would strengthen the students interest
and confidence in the program.

The Technical Advisors seem to understand a course outline to
mean an outline of the entire program. it is a synopsis of the
content objeétives activities and requirements of each course in
the program.

Incomplete course outlines are ‘therefore embodied in the
curriculum prepared bj the public health nurse in Burao and to
a lesser cxtnﬁt the nurse midwife instructor in Barao.

Xil TAs have developed and used evaluation tools for the
didactic aspect of the courses. However the system lacks uniformit
and proper record keeping. Evaluation and monitoring of clinical
experience is unstructured and for the most part unrecorded. .

Apart from being an integr2l part of any competency based
Qducafionil program these records are necessary as a basis for '
coqtinued edﬁcation (refresher courses) and to determinc degree
of supervision and guidance necessary for student or graduate.

They 21s0 serve as a permanent record of competence achiavemant
and talent‘and are useful in the selection of candidates for
special assignment and training.

All the Technical Advisors seemed painfully aware of students

" attandance. Bome were quite concerned about absenteeism  However



class attendance has not been made a criteria for successful
completion of a program. Even if this were so it would be relegated
to futility by MOH's disragard for scheduling in assigning candi-
dates to classes in a less than timely fashion. 1In one case an
instructor was sent additonal students seven weeks after the course
started.

For various reasons the MscCI Project team has been able to
do little suporvilion.of students. It is generally accepted that
the team has a moral and professional if not contractual responsi-
bility to achieve quality confrol and continued education by
supervision of graduates and by monitoring the multiplier effect
of training.

Some TAs bpelieve that senior medical staff view their
supervisoiy activity as usurping their authority or meddling
in their areas of jurisdiction. To avoid the very familiar
conflict betweon training and service they forego supervision
in the field. Others are willing and have had their efforts
thwarted by lack of transportation and other constraints. The
lack of planned interval between courses is probably the greatest
impediment to field supervision.

The training staff in Burao have 'been enterprising enough
to liaise with Primary Health Care Coordinator in giving course-
related supervision. 1In Preparation for this the P.H.C. coordinator
is boing oriented to the curriculum and will be participating in
teathing.

The Technical Advisors have tried "to develop and use course

,eh.dulol, lawlv-r some.difficulties ancountered:in administarine=.
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| the programs dictates their abandonment. Some of these difficulties
are late arrival of students and the sclection of unqualificd
candidates for training. Despite these difficulties if procedures
are adhered to they may lend ltnéﬁrc and seriousness to the program
possibly evoking a like response.

Some physicians havc'pa:tic:lpatod in training as guest
lecturers but there is still a paucity of effort to involve
. community leaders such as the police, political administrators,
elders, veterinary service teams and representatives of organiza-
tion involved in health and social services.

A product of the training activities has been the development
of 4 manuals in draft or final edition for the sanltation/epi-
dcnioldqist, public health nurse, community health worker and
traditional birth attendant. The manuals need revision and
editing of content, adaptation to Somali culture (including
nomadic 1life), onvironn.htal conditions, and detail.

rhe midwife's manual does not address the !ollqwing factors:

- female circumcision as it affects the anatomy and physio~

logy of the internal and external genital organs;

- maternity care to nomadic populations;

- preparation of the home for delivery:

- cultural and envifonmental conditions or practices that

create high risk:.

- prepared childbirth (natural)i

- effects of circumcision on the second and third stages of

labor:

- performance, repair and care of episiotomy)
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= perineal tears as a complication of labor and the puerpereum

- effects of cultural practiﬁfl on the antepartum, intramartum

and post partum periods;

= complete post partum assessment before 'discharge.

The public health nurses manual represents a departure from
the established fornmat, is not detailed enough to be regarded
as a manual, and is vague if not remiss in its recognition'of basic
primury health care components and concepts.

The following are omitted:

= community resources |

- collaboration with allied health services

The public liealth nurse mManual states, “every family visited
should have a record”. The manual however dool not offer a detaile«
list of what is to be recorded on a home visit.

The section on communicable diseases makes no reference to
geographic location, estimated incidence or prevalence (high,
low) in Somalia.

The couﬁunity health ybrkorl.manual needs to be edited for
grammar.'lyntax, vocabulary and pictofial illustration.

The sanitarian/epidemiologist manual ;l fairly well adapted
to Somalia, dotailcd and simple. It needs some minor corrections
for clarity.

The MOH is now in the process of putting together a revised
drat ofltho'manuals == the product of a 21 day conference held
during October to November 1982. These will be field tested for
lix'nonthsg then edited, approved, and sent for final printing.and
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distribution. The manuals presently in circulation are therefore
not final but do represent an exercjse which despite heavy expendi-
ture of time and expertise has beonnvery poorly executed.

The usci project team has has very little if any participation
in the process of selecting candidates for tfaining at any level
and have not observed the use of objective selection criteria in
~some cases. The MSCI team believes that its role ii primarily
advisory but feels slighted or ignored when after expendihg much
time and effort in training counterparts, those trainees are over-
looked in preference to others who lack prior or superior education,
experience or orientation when selections for participant training
abroad are made.

The Cuw,élassés show a preponderance of males and the consensus
of opinion among Somalis interviewed is that female patients will
willingly accept services from male health workers. What may be
io:q important though is effectiveness not acceptance. Effective-
ness can only be measured over time.

The usefulness of training TBA's as CHW's has also been posited
but has not been given serious consideration.

Some of the Technical Advisors have brought to this project
a repertoire of skills and experiences which can be pooled and
utilized for each other professional education and edification
and could eliminate the need for having some outside consultants.

In spite of the fact that many skills exist within the MSCI contract



team there is a general lack of savoire-faire in curriculum
design and planning.

. The services of a short-term #ducational consultant is not
only necessary but was indicated in a USAID/Mogadishu letter and
MSCI's reply, since the accomplishmedt'of tasks requested and
promised was not forthcoming from the contract team. An educational
consultant was not used hance accomplisﬁment of some of the tasks
that would lend structure, ease of evaluation and coordination;to
the training have not been effected.

' In spite of the many difficulties'enqountcred by the MSCI
trainers the following achievements are coﬁmendahle:
= The MOH has designated the two training sites as the
national centers for primary health care training.
= A number of primary health care workers have been ﬁrained
for other reéions.
- MOH has expressed ratisfaction with the work 6f the
Atrainora.
- Graduates interviewed expressed satisfaction with the
training. ,
- The public health nurse in Burao is outstanding in her
understanding of training requirements and in her efforts
to meet those requirements in the face of social and

professional frustrations.



6. Health Services

Although Somalia was a partiq}pant in the Intcrnational
Conference on Primary Care held in Alma Ata in 1978 and is a
signer of the Alma Ata Declaration, officials in the Ministry

of Health state candidly that primary health care started in
Somalia with this project. Since the signing of the A.I.D.

. Project Agreement in 1979 other donors have begun supporting.
regional primary health care pro_ :cts. |

In this project, the MSCI was to:

1. Assist the Ministry of néalth in the conceptunl development
of the Primary Health Care Program;

2; Assist the Ministry of Health in preparing the professional
paraprofessional and supportive personnel required to direct,
manage and staff a Primary Health Care Program;

3. Work with the ﬁihistry of Health to devise and implement

i development plan for primary health service in the project
regions, including a system of health information and planning,
and a system of supply and logistics for all necessary commodi-
ties including pharmaceuticals; and 4

4. Collaborate with the Ministry of Health in tle development
of continuous primary health care system for nomadic groups.

There is modest evidence that MSCI has assisted the Ministry
of Health in the conceptual development of the primary health
care system. The MSCI team did preparé two papers, "The Es-
tablishment of the Primary Health Care. Delivery Systim of

Somalia® and "The Infrastructure of the Primary Health Care
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Pelivery System in Somalia. Review of available project documents
and interviews with principals in the Ministry of Health, AID
Mission and contractor's unit ind}catc that there have been
few discussions of health servicJ;, other than discussions
cantered around training needs (see Section 6), commodities
and logistics (see Section 8), anad faciliticn/qonstruction (see
Section 9). Issues relating to the development of a system
for integrating existing vertical services such as MCH, extended
immunization and malaria control into the Primary Health Pro-
gram have not been addressed by this project.
The assistance to the Ministry ot'ueaith in preparing personnel
for the Primary Health Care Program is discussed i{n section 6 above.
The contractor has not worked cffectively with the Ministry
of Health in ‘the development of management support systems for
primary health care.

In the area of health information systems and health planning,
the project. staff has collectcd reporting forms currently used
by the hospitals, departments and special programs of the Ministry
of Health, reviewed the functions and level of training of the
Division of Statistics, and conducted a twenty eiaht hour train-
ing course for five assistant statisticians and a forty hour train-
ing course fnr eight statistical clerks. 1In addition, the proj-
ect Chief of Party has recommended to the Ministry of Health
that reporting of births and dcaths be made mandatory and that a
list of twenty seven (27) rebortable diseascs he adopted by the
Ministry. The project has developed many forms--for activity
planning, activity reporting, patient records, births, deaths,

morbidity, community assessments, and health facility assessments.



These forms are used in the project's training activities, but nome
of the forms have been adopted by the Ministry of Health and none
are in general use. There is no system of information (data)
transmission, collection and analysis. There has been no attempt
to iupport health planning through the provision of mortality,
morbidity, utilization, or community assessment information. of
the information'collected by project trainees and gradyates, none
other than activity reports has reached the Mogadishu_office of
the project and none has been analyzed at the two training sites,
As of this date, there is no health information system. The
development of a syétem of supply and logistics is discussed in
Section 8 below. | »

In support of the task of developing an approach for delivering
health services to nomads, described in the Prnject pPaper as
one of the,largest and most important. tasks in the project,
the contract brought two short-term consultants, an epidemiologist
and an anthropologist, to Somalia for a cummulative total of
approximhtely twelve months beginning in December 1981. Each
consultairt submitted a written report to the Chief of Party. No
action has followed these reports. The Chief of Party hih not
discussed approaches for delivering health care to nomadic groups
with the Ministry of Health or with the USAID Mission. The Chief
of Party has developed no proposais or option papers on the subject.
In interview he stated that he has not addressed this issue and
has no plans yet for addressing it.

Projsct-employed personnel can identify the sites of assiqnmﬁnt

of nurses, midwives and sanitarians who have completed ﬁhq project's



training programs at Baidoa and Burao. Illowever, the project
gtaff have no awareness of how the trained personnel are perform-
ing or precisely what they are doing in their assignments. There
are at least three reasons for this lack of follow-up, which is |
mentioned here because it is an important element in determining
and maintaining an acceptable .level of quality of care:

1. There are severe transportation problems caused by inoperable
vehicles, fuel shortages and rough terrain;

2. The training school faculties fecel they are administratively
restrained by MOH from making field visits to prowide continuing
technical guidance to graduates; and

3. There is.no scheduled time between graduating classes for
follow-up and/or retraining.

This has contributed to the discontinuity which exists be-
tween the Primary Health Care Program of the Ministry of Health
and the training of trainers for éhat program;

The failure of USAID/Mogadishu to provide pharmaceuticals
and other health servige supplies has forced the Ministry of
Health to be dependent on other donors to provide clinical
service materials to the project scrvice area. This is a con-

straint which severely limits health care within this project.
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7. Commodities and Logistics

A. Commodities

The commodity and supply inputs to the project, consisting
of vehicles, drugs and medicines, equipment and supélies, and
other commodities such as cold chain equipment, warehouse equip-
ment and health education equipment, were .initially to have been
managed directly by USAID/Mogadishu in order to ensure prompt
‘action.’

USAID/ﬁogadishu moved promptly to procure vehicles. Unfor-
tunatelf, the.first.order of passenger vehicles ordered wvere
Chevrolet Suburbaﬂs with automatic transmission, air conditioning,
four-barrel carburetors and normal suspension. They proved to be
6nsuitab1e for travel condltions in Somalia. Their éize, mech-
anical complexity, and suspension specifications limited their:
usefulness and caused constant breakdowns.

USAID/Mogadishu appears never to have prepared a Project
| Inplementation order/Commodities or to have taken any other
action to determine ﬁhe precise needs for drugs and medicines,
and for equipment and supplies for health workers and training .
centers. As a result, after 3 years of project activity, no
drugs or medicines for primary health care have arrived, no
equipment or kits have arrived for thelpublic health nurses, mid-
wives, sanitarians, community'health workers, or trained birth
attendants, and no training materials or audiovisual equipment

have arrived for the two training centers.
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In recoqnition'of this scvere problem, the USAID Mission
and MSCI moved on November 1982 through a contract revision to
transfer the responsibility for commodity procurement from USAID
to MSCI. Orders have now been placgd for the needed commodities.

The second shipment of vehicles has sinoe arrived and the
problem of vehicle suitability has epperently been,solved,with
a shift from the Chmvrolet Suburban to the smaller, simpler,
more durable, a agile, and economical Jeep CJ-7 and cJ-8. The
remaining complaint expressed by projecct personnel who have re-
ceived the new vehicles is that they gshould be equipped with
sturdier tires.

To date no-classroom equipment nor clinical supplies have
arrived. While the.contractor has placed the orders, no extra-
ordinary steps are being taken toward an early solution. MSCI
has not moved to purchase quickly in the U.S. and ship the most
urgently needed classroom meterials .and equipment. Although
several MSCI.personnel, including the Project Director and the
project Manager, have traveled between Washington and Mogadishu
in 1983, no one has'brought equipment and/or supplies with them.

b. Logistics

The project paper gseta forth and the contract with MSCI
requires that MSCI will work with the Ministry of Health to
develop a system of supply and logistics for all necessary'commo-
dities including pharmaceuticels.

The Project Manager and the Supply Msnagement Specialist

(Logistics Officer) have concentrated their efforts oni



1. Development of a Logistics Center

2. Development of a vehicle Maintenance Program

The contractor has designed a’warehouse-garage with facili-
ties for storage of medical supplies inclusive of cold chain
provision, warehousing of vehicleispare parts, storage of ﬁraining
supplies, 2 print (or reproduction) shop, food storage, vehicle
mainten#nce, and training for mechanics. The Ministry of Health
has provided a gsite and has arranged for construction funding
with PL-480 and commodities Import program funding. Chronic :
problems of building material ghortages have slowed construction
so that the puilding period has been prolonged and the currently
projected completion date is June 15, 1983.

These facilities seém adequate for the needs of this4project
and for the Priméry Health Care Proéram needs of the Regions
immediate to this project, but this Logistics Center wili not be
adéquate to serve the nationwide primary health care development.

_The‘Logistics officer has designcd a system of vehicle
assignment, accountability, and preventive maintenance, complete
with recording and reporting mechanisms. This system has not yet
been placed in effect.

Four drivers have been trained in routine (preventive) main-
tenance and six mechanics are being trained.by the Logistics
officer and the Mechanic Training Officer for major repair work.

procurement has been a serious problem in the history o:
this project. USAID was derelict in not placing appropriate

orders (Project Implementation OrderSICommodities) in -a timely
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fashion. Three years elapsed hcfore action was taken to procure
training equipment, supplics, and hcalth care materials.

Appropriate technology was ignored in the choice of automobiles,
and the Project Implementation Ordcr/Commodities for the prefa-
bricated training center buildings were incompletely done, with
inadequate attention to detail of specification. As a result,
the classroom building, intended to accommodate three classes
simultaneously, is a one-room structure with no provision for
storing books, periodicals, audiovisual equipment, and with in-
adequate ventilation. The students dormitories were drdergd
without attention to mﬁlelfemale housing requirements, normal
living space requiirements, lighting and vnntilaﬁion requirements,
or the need for a common room or shaded outdoor area for the
students. The prefabricated buiidings ordered for counterpart
housing and the cafeteria were 5im11ar1y underplanned. No storage
facility was provided. The contracé ecmployees- housing with
central airéconditioning seems suited to the environment, but
the remaining buildings seem to be designed for a more témporate
climate.

MSCI and USAID have experienced some difficulties in the
receiving of vehicles and. spare parts. Received goods are repor :ed
to have been on the docks for long periods of time before posses-
sion could be taken. Slowness in taking physical possession of
delivered items has been a contributory factor in losses of air-
conditioners and othér equipment for the prefabricated buildings,
tires, automotive spare parts, and other shipped commodities.

Storage, handling, transport, inventory, accounting and
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ordering of supplies through the project have not yct omerged as
real processes because of thc dearth of commodities. Methodo-
logies and subsystems have not yet: beun devised.

In summary, while some of the physical components orf a
logistics and supply system are developing, the project has not
yet developed a comprehensive logistics system.

A problem which has surfaced is the allocation of vehicles.
It is important bacausckit is symptomatic of a large issue which
will hav.'to be resolved promptly if the supply/logistics develop-
ment is to have value for this projcct and for the Ministry of
Health.

The contractor's Project Manager expresses the inflexible
opinion that he must have and.maintain complete control o§cr all
vehicles qnd commodities purchased under the contract. The
Director General and other officials of the Ministry of Health
cite the Project Paper statement that the bulk of the vehicles
are intended for Ministrv of Health need and also point out that
the logistical system for the project should not duplicate the
supply and logistical system of the Ministry. The Project Manaé.:
asserts that he must have a separate and parallel supply system
entirely under his control.

It is apparent that a separate and parallel supply line
within this project will not assist the Ministry of Health in
developing its capabilities to support a primary health care
system. It is equally apparent that it would be counter produc-

tive for the Project Manager to continue to maintain physical
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control of all project vchicles. This practice has already proven
counter productive: only contract employees have been assigned
new CJ-7 and CJ-8 vehicles.
8. Facilities/Construction

AID retained responsibility for managing the construction
and prccurement components of the project. Assembling a construc-
tion progress chronology was attempted through several file
reviews, interviews and discussions. Firm dates for events were
not found in available documentation but were determiged by in-
terviewing these familiar with the event, Or present at the time.

progress for each of the construction components in the PP
7il be discussed 1n.this chapter.

National PHC Training Centcrs (Baiodoa and Burao)

prefabricated buildings for hoﬁsing field staff at the
Training Centers were suggested in the PP. USAID interpreted
this to mean prefabricated units for all buildings in the training
cen’.er, and placed orders for prefabricated classroom, dornitory,
and cafeteria buildinas as well. Three classrooms were speci-
gied for each training center in the PP. Onea classroom was
actually ordered by'USAID for each training center. There is a
need for four classrooms at ecach site. Scheduling and teaching
problems will continue until additional two or three classrooms
are constructed at each site.

construction of the'Traihing Centers has presented opera-
tional, logistical, contracting, coordinative, managerial and

implementation problems which, are not all yet corrected. h
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number of deficiencies romaih to be corrected, and though now
the remaining deficiencies are of smaller magnitude will continue
as irritants and impede progress untdl corrccted.

The purpose of this review is to review and detail mile-
stones and a chrondlogy to p@rmit suggestions for correcgivo
action to follow in recommendations. |

It is important to bear in mind that health manpower project
outputs are dependent upon, And follow from two fully operational
trainin§ sites and teaching centers. It is important that these
centers be functional. A partial chronology of construction

: rglaﬁed milestones follows.

Training Center Construction Chronology

Project Agreement signed June 28, 1979
USAID order fdr'pretabricated bldgs July 31, 1979
prefabricated buildings shipped May 4, 1980
Arrival of prefabric#ted buildings in

uogadishu- : May 31, 1980
Customs clearance by USAID June 22, 1980
Containers delivered to Baidoa August 1, 1980
Containers delivered to Burao 'Angust 12, 1980

MOH attempts to obtain signed contract
with Somalia Custodial Corps to erect May 1980 to Jan 1981

Rain damage to contents of containers-Burao June 1981

panelfab construction advisor arrives for - .
first of six return trips Nov 9, 1981

Work begins by Somalia Custodial Corps
on foundation slabs in Baidoa Nov 27, 1981

Panelfab team departs wiunout construc-
tion. Dacember 22, 1981



One three bedroom unit erectcd-Burao Jan 26, 1982
Two of nine slabs poured-Burao Jan 30, 1982

Slabs reversed, backwards, plumbirdg
holes 1n‘wrong places-Burao July 21, 1982

Health officer reports 2 units erected
Burao August 6, 1982

Slab demolition, report and 6 buildings
erected-Burao . - August 15, 1982

Teaching staff '(Buraoc) move into par-
‘tially completed housing ‘ Sept 10, 1982

Wiring, plumbing defective, dormitory
and partitions incompletc (both sites) December 29, 1982

Teaching staff moves into partly com-
pleted housing and compound - Baidoa April 14, 1983.

Primary Health Care Units (PHCU'S)

The project provides for construction of 64 one story PHCU's
with attached living quarters. Construction of these units has
not yet begun. |

| Design of these units was found to be an issue on which only
recently has a specific decision been reached. Contractor (MSCI!
Mission Health Officer, and MOH all have had somewhat different
notions of an acceptable design. An architectural firm was
engaged in Kenya £o draft a design whicy proved unrealistic
economically, and also in terms of availability of local materia
This plan has now been shelved in favor of a design which the
Ministry and Mission believe to be suitable.

The MOH is preparing a request for bids.at this writing fo:
18 PHCU's to be constructed in Bay and Togdheer regions ‘(which

include Baidoa and Burao districts.), The Director General of



the MOH and the Director of tho Primary llcalth Care rrogram in
meetings with the team on April 18th and April 29, 1983 stated
that tenders would be published inhe next two to three weeks
for bids, that a single firm in the privito sector capable of
undertaking all 1S PHCU's would be selected, that close inspec-
tion would be b:ovided by the Ministry, and that completion of
construction of the 15 PHCU's is planned by November 30, .1983.
A timetable for building the romainin§ 49 PHCU's has not'boon |
firmed up, but we were assurcd by Ministry officials that re-
maining PHCU's would be completed by the Projqét completion
Date (PACD) of September 30,'1985.
It was suggested, though not explicitly stated by Ministry
officials that the private contractor qblected‘to construct
the first 15 PHCU's would have a good chance of bging awarded
the bdlance-of the PHCU's if performance on the initial PHCU's
was latilthctory and timely. Informal inquiry canagt; thq:e
are at least two contractors in country of size sufficient to
undertake tuéh a task. Both are joint venturcs, bﬁt soma1i owned.
The team believes the MOH will make cvery effort to ensure h
that PHCU's are comﬁleted before PACD, and has no reason at
this point to believe this is not possible. Our assessment is
that delays in the teaching center consttuction component occas-
sioned through use of a gove:nment'GSDR-Cqstodial Corps Construc-
tion Agency, and the many attendant problems which followad hgvo
ltron91y4not1vatod‘tho MOH towards moving to a private construc-
tion firm with proven capability so as not to endanger continued

support on the part of the USAID mission for this project component
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pistrict Health Center Renovation
| Renovation of 16 district Health Centers is provided for
in the PP. This activity is to be fonitored by USAID. At the
time of this evaluation a firm plan had not been put. forward by
the Ministry in writing, but they have intimated they would
prefer to build two or more new District Health Centers where
they do not presently exist, or where facilities are so unsatis-
factory as to fail to warrant renovation. At time of the team
visit none of the DHC's had ‘either been renovated or conatructed
by the project.

Mission and Ministry have not yet had substantive discussion:
on this aspect of the construction program leading to.an agreed
upon plan with cost projections developed fbr each agreed upon
DHC site.

Tt is the stated intention of both USAID and the MOH that
renovations and/or construction of DHC's will be carried out
in the Bay and Togdheer regions. The evaluation team believes
this to be a sound plan. |

The MOH will continue to expand the PHC program subject
to availability of funds, supplies and personnel. To have a
working model system in at least two ragions, with the experienc-
of deVeloping shem .will make it possible for the MOH to act
expeditiously when other dohors-express interest in supporting
aspects of Somalia's DHC program or wish to invest resources in

its DHC physical infrastructure.



Hoalth Posts

Another element of the construction component is that 6£
256 health posts of simple lc-=al c¥nstruction to provide a base
of operation for CHW's and TBA's at the community level.

since the time the PP was written, the MOH has come to feel
that health posts can be provided most effectively through in-
volvement and participation of village health committees, and
through self-help activities in which Qillages build bé provide
the spaceAin which the CHW's work, or in some instance through
making space available in presently constructed buildings.

As CHW's and TBA's are trained, they are being deployed.
Their deploymen£ will be treated elsewhere in this report.
suffice it to say that construction of health posts to date has
not proved prob;ematic for the project though none have been | |
built by it. Drugs and supplics, also treated elsewhere in thii
report have been 2a much greater impediment’ to the project and
PHC program.

Recommendations

General Revision Plan

As the assessment above indicates, this project is beset
with chronic problems and the performance of USAID/Mogndishu
and the contractor have fallen short of initial expectation.

The evaluation team is uﬁanimous in the conviction that
there is a'need in SOmélia for a project strongly oriented to

mcet the manpower development needs of primary health care.
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The health problems documented in the Project Paper exist; the
Ministry of Health has selected Q;Primary Health Care Program

as the principal vehicle for improving the health status of

the people, beginning in rural areas; other donor agencies are.
providing supportive activities; the training of health personne
~is a salient need; and the MInistry of Health expectts this proj=
ect to provide two national health training centers.

The serious project problems cited above in the project
assessment must bc corrected with revision of the project acfivi
strengthening of the project staffing, and redesign of the pro-
grammatic methodologies. The project must also be more effec-
tively coordinated with the Ministry of Health, other donor-
supported projects, and with USAID.

The evaluation team gnanimously recommends that this projec!
be focused on the development of the training centers at Baidoa
and Burao as national training centers which will be able to
meot the quantitative and qualitative nceds for public health
nurse traincr-cupcrvisors, nursc midwlifc trainer-supervisors,
and sanitarians. This dovelopmental activity will require some
staffing chanqes to provide a tochnical assistance faculty whicl
is able to assist Ministry pcrsonnel in the design and implemen:
tation of sound task-oricntcd, competency-hased health personne
training programs. The revised training programs must he more
responsive to the specific primary health care needs of Somalia
and tho faculty must be provided with more appropriate training

resources (books, periodicals, audiovisual equipment, films.



caze study material, etc.) to allow .the training centers to move
away from the rather static rote decture method of teaching,

A good clinjcal training Program requires a health service

fore the evaluation team recommends that the Regions of Bay and
Togdheer, where the training centers are located,‘should be fully
developed with primary health seivices to provide optimal curative,
preventive, and promotjve care, to serve as training sites, and
to provide a model of primary health care.

To.enable this project redirection it is recommendaqg that a

series of actiong take place:

Power training, The success of this project is dependent unon

Competent professional leadership,

2. At the end of the current training cycle the Project Director

againsgt thosecriteria. Where indicated, new faculty should be

Promptly recruited and enployed,



3. At the end of tha current training cycle, the two training
schools should not accept the next training classes until MscCI,
the Ministry of Health, USAID, Uniadf and other significant
organizaﬁions have acted together to design curricula. adopt
training methodologios, competency testing standaras, student
selection criteria and érainihg schedules for ého training of
public health nurse supervisor-trainers, nurse midwife super-
visor-trainers, and sanitarians. With the strengthened training
program and strerigthencd faculty, the two training centers
should then return to full operation.

4. MSCI, MOH and USAID should promptly develop and implement

a plan for the construction, equipping, supplying and staffing
of the fifteen Primary Health Care Units to serve Bay and
Togdheer Regions. A plan should also be developed and implemen-
ted to construct/renovate the District Health Centers and to meet
their equipment., suéply and staffing needs..

§. At the end of the current training cycle, MSCI should
rectuit a Logistics Officer with significant experience in
Primary Health Carc supply systcms and cold chain management.
This Logistics Officer, with appropriate short-term technical
assistance, should work with the MOl to devclop and implement

a supply and iogistlcs systen and a program for the maintenance
and repair of automotive vehicles and other mechanical equipment.
6. The new MSCI Chief of Party, with appropriate short-term
technical assistance, should assist the MOH in the development

and implementation of a health information and pianning system.
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7. There should be early action to allocate cars and trucky
to MOl and project statfl with appropriate provision for mainten=-
ance, and rcpair.
8. MOH, USAID, and MSCI should discuss and assess the need for
MCH technical and professicnal strenq;hcning for primary health
care through pérticipant training, scminars, short courses and
third country training exercises.
9. MOH, USAID and MSCI should establish regularly scheduled
project management meetings complete with agenda, minutes, and
a record of actions.
10. USAID must rcview its manaqgement of tﬁis project and desig-
nate one specific USAID person who will be given the authority
and the responsibility to act for USAID in the managemenf of this
project. To enable this action USAID should have'assigned as
soon as possible,a'public health praofessional staff member with
training and experience in hecalth manpower development and primary
health care to assﬁme project managemont responsibility after
the current training cycle. USAID should clearly determine how
this individual should coordinate his/her activities wifh other
USAID staff who have related responsibilities. .Should.diréct
hire personnel not bec available, the cvaluation team encourages
USAID/Somalia’ to cxplore usc of IPA or PASA.
11. MSCI, after consultation with MOl and USAID, sliould develop
a’prdject work plan (sce \ssessment scction 4 above) for submis-

‘sion to USAID by Scptember 1983.
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12. The Mission should submit a request fof a lwo yocar cxtension
of the PACD. Because of the declays cited in the assessment sec-
tion it will be impossible by 1985 for the project to reach the
output levels of 900 trained health workers as envisioned inm the
Project Paper. Achievement at the purpose level will be even
further away. The 900 health workers .are the keystone of the
project. Unless they arc in place nothing elsc makes sense.
While the construction and logistical clements of the project
could perhaps be speeded up and completed by mid-1985, it would
be better to phase thesc activities in increments along with the

health workers.



