
I. TRANSACTION CODE DOCUMENT

I
O A-Adli
 COD!PROJECT DATA SHEET	 c-~ 30- OticIC 
eOU~iTRY(E."mTY ,	 S. PROJI::CI' :-'1.'MBER 

Sana1J.a	 : J' \ ;' _ 1 1 

C. Fin.&1 FY	 ~ 
8. COSTS ( SOOO OR EQt:IV.~E:-:TSl - ) 

:m,ST FY _ UFE OF PROJECT 

D. FX C. Lie D. Toul Eo. FX F. L/C G. Toul
 
.-\ID Appropriattd Tala!
 1. 600 1. 600 8, 500 10.100 

(Crane) ( 1 ~nn ) ( ) I (l ~nn ) ( R SOO ) ( ) nn lOnl 
( Loan) () ( I ( ) ( ) ( I I ) 

Otller Irl:-o-----------1f-----+------!-----+------+------+-----u.s. I 2. 

lion CountrY l.U,,jUU I.lU,JUU 10,300 

TOTAL S ~ ?nl1:nnL 600 10 ,300 1190n 8 SOO 
9. SCHEDULE OF AID FUNDING ($000) 

's. 
A. Al'PRGo PRlMARY C. PR.tMAR.Y D. ODUOATIONS TO DATE Eo A\lOIINT APPROVED F. WE OF PROJECT 

460	 1 600 10.100

PRlATION PURPOSE r.-::TE::-C_H.~C-O::-D-E+~~--__,r__~~--+-~~--:n:.:.Hl:.:.:S::.:A=TCT::::.::IO~N:.;---_t_~~---r__~:-- _ 
CODE I.Crane 2. ~I I. Crane .2. Loan I. Crant 2. Loan 1.0nne 2. Loan 

III POP I 483 
(%) 
(31 

I I I 
TOTALS __ I l~nr\ In lnn 

10. SECONDARY TECHNlCAL CODES (1MJC1in"'" 6 cod.. 0; J pontioru 'lIch)	 11. SECONDARY PlIRPOSE CODE 

440 I 45Q I _ ..!;j4~ ..:l--'-:--_--:.' -J'''-__--l-_...::4&.1,l _?)nu,-~	 n...l-. 
12. S1'ECIAL CONC£R.~S CODES (mal"'''", 7 COdd 014 posmo'" ,.ch) 

~~~W1e I BVW/BWW IRPOP Ir-P-Vi-ON----rI-TN-G---C=-----+----+----
1'. PROJECT PURPOSE. (llI4Sim"", 480 clwirurn-r) . 

fTo st~engthen the ca~ilities of Somali institutions 
coordinate and sustaln farn11y health programs. 

to prOO1Ote, suppor4 

I 
~ 

14. SCHEDULED EVALUATIONS 115. SOURCE/OIUGlN OF GOODS AND SER.VICES 

I ~"I ~,J I,,~' n~l>1 I ~"I ~,J I	 .Interim I~ final ~rn 000 ~ 941 Cl Local CJ OlJlr:r(Spw'h) 

Hi. AM.ENDMENTS{NATURE OF CHANGE PROPOSED (rhu u ptlf, 1 of 11_ pop PP ."",mdmmt.) 

concur in the methods of implementation and the financial arrangement under this 
project. &[t.lG.-,4Wt1'~ 

17•.\.PPROVED 
BY de 

~ission Director 

I 



Project Authorization 

Narre of the Country: sanali Democratic Repbulic 

Narre of the Project: Family Health Services 

Number of the Project: 649-0131 

1.	 Pursuant to Section 104 of the Foreign Assistance Act of 1961, as amended, 
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SUMMARY AND RECCMo1ENDATIONS 

A. The Project 

The long-term goal of the Family Health Services Project is to improve the 
quality of life for the Somali people. Achievement of this goal will be in
dicated by improved maternal and child health and improved population data. 

The purpose of the Family Health Services (FRS) P,roject is to strengthen 
the capabilities of Somali institutions to promote, support, coordinate, and 
sustain family health programs. These programs include: the collection and 
analysis of demographic data; educational activities; delivery of clinical 
services; and the conduct of operations research. Each of these programs con
stitutes a component of the p.roject. 

The Population Data and Policy Component will support family health by 
quantifying demographic conditions and facilitating the development of a 
policy framework for the delivery of services. The Information, Education, 
and Communication (lEe) CompJnent \~ill provide information 'and explanation to 
the public concerning the role of family health services. The Clinical Health 
Services Component will deliver and administer services. Finally, the Opera
tions Research Component will monitor, evaluate, and undertake special research 
for family health programs and services. Together these four components will 
enable the Governmenr of the Somali Democratic Republic (GSDR) and other non
government institutions involved in family health to develop programs which 
will improve the quality of life for the Somali people. 

The Project has four target groups. The first to benefit are the person
nel of the Somali family health institutions. Second, the national policy
~<ers and local leaders will be the target group for both the policy activi
ties and the dialogue which develops with the implementation of family health 
services. Third, the general population will be engaged in discussions and 
campaigns which are aimed at sol~citing information and feedback on popula
tion issues and family health services. Fourth, married Somali r.ouples will 
be closely involved in the development illld'distributionof family health services. 

The Project will require the following inputs: 

USAID Contribution: 

a. Technical Assistance including: 9 person-years of 
long-term technical assistance provided for the lEe 
Advisor (4 PY), Operations Research Advisor (2 PY), 
Training and Management Advisor (3 PY), in addition 
an Acmunistrative Assistant (4 PY) will be hired 
locally; and, 76 person-months of short-term tech
nical assistance will be provided. $ 4,300,000 

b. Training including: 60 person-months for Somalis 
trained in the United States; and 40 person-months 
of training provided in Third Country Institutions. 400,000 

- 1 



c.	 Ccmnodities including: a mainfrarre canputer for 
the Central Statistical Department, office equip
ment, medical equipment, contraceptive supplies, 
and vehicles. (See Procurement Schedule.) $ 4,300,000 

d. Contingency 1,100,000 

'IDI'AL $ 10,100,000 

GSOR Contribution: 

Overall contributions include local costs for the 
1986 Census of Population, salaries, office and 
equipment use, and transport.	 $ 10,300,000 
(Census = approximately $3,800,000) 

B.	 Background 

USAIO/Sornalia has supported four major family health activities since 
1979. These include the JHPIEGO Reproductive Health Training Program; the 
INTRAH Family Health Training Project; the Westinghouse Family Health Survey; 
and the Family Health Initiatives Project. Together these projects represent 
an investment of almost US$l.O million for family health activities. They 
have provided the experience and helped to establish the foundation upon 
which the present Project is based. 

The development of this Project has occurred over a two-year period. In 
addi~ion to the various centrally-fw1ded projects mentioned above, a review 
of Somalia's population activities was undertaken by USAIO technicians in 
1983, and the Project Identification Document (PIO) was completed in January 
of this year. Throughout the preparation of the Project Paper, numerous 
meetings have been held with Somali officials and technicians who have con
tributed to the design of the Project. 

The Project addresses two related issues. First, infant and maternal 
mortality is believed to be excessively high and the GSOR is intent on re
ducing these deaths. Secondly, even with these high mortality rates, the 
popUlation growth rate is accelerating. With lower mortality rates, there 
is likely to be a substantial jump in population growth which may adversely 
affect the development prospects for Somalia. 

Many Somalis support child spacing as a means to reduce infant and child 
mortality and promote good reproductive health. To date there is less con
sciousness and understanding of the effects of high population growth rates 
on socio-economic development. Sensitivities regarding population and 
family planning services remain. 

The Project's approach is to stress the relationship of family health 
practice and the improvement of maternal and child health. Far,lily health 
services will be incorporated with Maternal and Child Health and primary 
Health Care Programs to help reduce infant and maternal mortality. At the 
same time the development of family health services Hill offer a potential 
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counterbalance to adjust the growth in population that results from lower
 
mortality rates. In addition the Project will provide population data and
 
'policy support which will enable Somali leaders to reach their own conclu

sions about the conditions and future prospects arising from a growing pop

ulation.
 

C. Grantee and Executing Agencies 

The Grantee will be the Government of the Somali Democratic Republic 
(GSDR) represented by the Ministry of National Planning. The primary exe- . 
cuting agencies will be the Central Statistical Department of the Ministry 
of National Planning, the Family Health/Family Planning Division of the 
Ministry of Health, and the Somali Family Health Care Association. Other 
contributing agencies include: the Somali Women's Democratic Organization, 
and the Ministry of Education's Curriculum Development Center, Population 
Education Unit and Women's Education Department. 

D. Recorrmendations 

1. A grant in the amount of $10,100,000 over a five year period com
mencing June 1984 should be authorized to the Government of the Somali Demo
cratic Republic for the execution of the Family Health Services Project. 
The GSDR contribution to the Project will amount to $10,300,000 which repre
sents 51% of total Project costs. 

E. Sumnary Findinq~ 

The Design Team has examined the social, administrative, economic, finan
cial, and technical implications of the Project's activities. All of the 
activities are feasible and beneficial . 

. F. Project Issues 

1. The ability of the Somali Family Health Care Association to implement 
the IEC and Operations Research Components and at the same time arrange for 
the coordination of the entire Project. (See Sections 4.0 and 13.4.) 

2. The ability of the GSDR institutions to provide proper maintenance 
for the equipment purchased under the Project; especially the mainframe CQ~
puter, vehicles, and lEe equipment. (See Sections 13.1 and 13.4.) 

3. The implications of recurrent costs on the continuation of Project
 
activities. (See Description of Component Four, Section 2.44.)
 

4. The efficiency of short-term technical assistance as a means to
 
develop family health progra~, and the management requirements of such an
 
appgrach. (See Sections 4.0, 5.0 and 13.4.)
 

G. Major Conditions Precedent 

1. A statement indicating that the GSP Corranittee has reviewed the annual 
local currency requirements for the'Project and that such requirements \vill 
be included in the annual bUdget programming document. 
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2. Evidence that the Project Coordinating Carrnittee has been established 
and the names, titles, and functions of the persons who will serve on this 
Corrmittee. 

3. A written service contract fram the manufacturer's service representa
tive for the regular maintenance of the GSDR computer equipment purchased by 
the Project. 

4. An implementation schedule and financing plan for" the 1986 National 
Population Census. 

5. A written contract with a firm to complete the site pr~paration for 
the GSDR computer equipment purchased by the Project. 

6. Evidence that the following positions for the 1986 National Population 
Census have been funded by non-USAlD funding sources: a) Census Advisor; 
b) r.ensus Cartographer; c) Data Processing Advisor. 

H. Project Design Team 

The design of the Family Health Servir.es Project is the result of the joint 
collaboration of ~1e USAID Design Team and Somali Counterparts. 

Somali Counterparts
 

Dr. Mohamed Warsame - President, Somali Family Health Care Association
 
Dr. Rukia Mohamed Seif - Director, Family Health/Family Planning Division,
 

~tinistry of Health 
Dr. Raqiya Haji Duale - Executive Director, Somali Family Health Care .~sociation 

Dr. Osman Arare - Director, Carmunity Health Deparbnent, Ministry of Health 
[\15. :-Iawa Aden - Director, Waren's Education Department, Ministry of Education 
Mr. Hassan Dahir Obsiye - Director, Curriculum Development Center, Ministry of 

Education 
Mr. Michael Kiernan (Advisor) - Curriculum Development Center, Ministry of 

Education 
Mr. Awil Farah - Director, Central Statistical Department, Ministry of National 

Pltmnin~ 

USAID Design Team 

Margaret Neuse - Population Advisor, USAID 
Suzanne Bacon - Computer Specialist, BUC~~ 

Anne Cross - Demographer, Consultant 
Rosalie Fanale - Behavioral Scientist, REDSO/ESA 
Farah Aboka Khayre - Sociologist, USAID 
Kathleen Hansen - Legal Advisor, REDSO/ESA 
William Jeffers - Project Design Officer, REDSO/ESA 
Barbara Kennedy - Population Officer, REDSO/ESA 
Thomas Murray - Financial Analyst, Consultant 
Scott Radloff - PopUlation Economist, AlD/W 
GUy Roppa - lEe Specialist, Consultant 
Sandra Rowland - Census and Survey Specialist, BUCEN 
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1.0 PRCXJEC'I' RATIONALE 

1.1 The Developnent setting 

Tramtion and history play a major role in Sonali life. The sanali people 
have inhabited portions of the present day Sanalia for over 1,000 years. Over 
this long period social systems have evolved which have defined the 8anali 
cuIture and ensured the survival of the Sonali people. In present day Sonalia 
these systems continue to be used as standards against which new ideas and 
changes are evaluated. 

The sanali Democratic Republic (SDR) occupies 638,000 sq. km. of the Horn 
of Africa. The austere physical features of the land canbined with the harsh 
climatic conditions have created an environment which has tested the ingenuity 
of Somalis for centuries. Only 13% of the landin Sonalia is suitable for 
arable agriculture and 45% for grazing livestock. The remaining 42% of the 
land is considered unusable for agricultural purPOses because of its marginal 
qualities. Productivity of usable land is periodically diminished by droughts. 
Drought is expected in two out of every five years and devast~ting droughts have 
been occuring in ten year cycles -- the last being in 1974-75. Even in years 
of good r~ins the average annual rainfall in most areas is only between 300
600 ITm. 'l'emperatures are hot throughout the year with mean temperatures bet
ween 30-40 degrees Centigrade except at the higher elevations and along the 
Indian OCean. 

Somalia is one of the poorest countries in the world. For the past twenty 
years per capita incomes have shown little or no improvement, In 1981 per 
capita Gross National Product was only US $2AO, which places Somalia among the 
lowest twenty-five countries in the world. Estimates of food supply vs. caloric 
requirements of the population indicate an overall unmet food need in Somalia, 
which compares unfavorably with averages for Africa and other parts of the world. 

Agricultural production provides the largest source of income for Somalia. 
The livestock subsector alone provides 40% of the Gross Domestic Product (GOP) 
and 80% of total foreign exchange earnings. Arable agriculture contributes 
7-10% of GOP and provides 8-12% of total foreign exchange earnings. Other pro
ductive non-agricultural activiti(Js together (including manufacturing, quarry
ing, construction and electricity) provide less than 12% of GOP. 

Population statistics are controversial in Sonalia and open to a wide range 
of interpretations. There is, however, a general convergence of opiniou that 
the total population is approximately 5,300,000 people. 'I\vo principal char
acterist 1.':;S stand out: (l) a large proportion of Sanalis are pastoral nanads; 
and (2) a significant percentage of the population are refugees. The dif
ficulties in surveying these mobile segments of the popUlation partially account 
for the absence of consensus on demographic parameters. 

Population data for Somalia are drawn from the 1975 National Census and 
small scale and regional surveys. The results of the Census have just recently 
been pUblished. The accuracy of the Census statistics has been questioned, but 
as ten years have passed since the data have been collected, these questions 
may be merely academic. MJre recent small scale and regional surv~y sources 
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have been used for estimating Somalia's national demographic statistics. Sur
vey statistics can be fairly reliable but the validity of projecting statistics 
from these surveys to the entire population is sometimes questionable as no
madic and refugee segments of the population have been excluded from same of 
the survey sampling frames. Nevertheless, these surveys represent the best 
information available and can provide a rough profile of the population upon 
which future demographic work can elaborate. Using the limited Census data 
and information from the various surveys, the Ministry of National Planning 
has drawn the following derrographic parameters. These include: a crude birth 
rate of 46 per 1000 people; a crude death rate of 15 per 1000 people; an infant 
mortality rate of 170 per 1000 births; a total fertility rate of 6.1 children 
per woman; a rate of natural increase of 3.1% per annt.nn; and a life expectancy 
at birth of 43 years. As can be seen in Table I, these fertility and mortality 
rates are among the highest in the world. These rates translate into a popu
lation growth rate which is slightly higher than Africa as a whole and is 
among the most rapid in the world. 

TABLE I 
BASIC DEM)GRAPHIC/ECONa1IC INDICATORS 

Somalia Africa LOCs MDCs 

Crude Birth Rate 46 46 33 15 
(per 1000 Pop) 

Crude Death Rate 15 16 12 10 
(per 1000 Pop) 

Rate of Natural 
Increase 3.1 3.0 2.1 0.6 

Total Fertility 
Rate 6.1 6.5 4.5 1.9 

Infant ~Drtality 

Rate 170 120 93 19 
(per 1000 live births) 

Life Expectancy at 
Birth 43 50 58 73 

GNP per Capita 280 667* 728 8657 

Calories Available/ 
Calories Required 92 100 101 134 

(in percentages) 

* excludes South Africa 
Source: PopUlation Reference Bureau, 1983 
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1.2 Family Health Conditions in Somalia 

By rough estimates, 44% of Somalia's population is under the age of 15 
years. The health status of these children and their mothers is an inportant 
concern in Sanali society. Inaccessible health services and harsh environ
rrental conditions, contribute t.o the health problems of this group. These 
problems are manifested by high incidences of malnutrition especially among 
WCinen and children, high infant rrortality, and high maternal rrortality• While 
the magnitude of these problems differs between regions, groups, families, 
and even between the different times of the year, there is a general consensus 
that at the national level these problems are serious and require i.nmediate 
attention. 

somalia's institutional framework for alleviating family health problems 
is built upon the Ministry of Health. The Community Health Department in the 
lVJOH includes the Primary Health Care Division (PHCD), the Maternal and Child 
Health Division (l\~HD), and the Expanded Program of Inmunizations. Together 
these bodies have the responsibility for improving the health conditions of 
Somali mothers and their children. Among the services provided are ante-natal 
and post-natal care, immunizations, health education and distribution of food. 
The r.r:HD delivers its services through the 89 M:H Centers located primarily 
in towns and other urban centers; PHCD provides comparable services in the 
rural areas. 

Experience in other cOlmtries suggests that one of the first effects of 
improved health services is a reduction 1.1 infant and maternal mortality. 
This forecast carries the implication that there may be a corresponding rapid 
rise in the rate of popUlation growth at least in the short term. Since 
Somalia's population growth rate is already hiSh by world standards such an in
crease could further strain its meager resources. To counteract such a possi
bility, health programs should include f~ily health services which give ade
quate information and rrethods for child-spacing. 

The Family Health/Family Planning Division was established in 1981, also 
under the Community Health Department, within the I~H and given the responsi
bility for planning and coordinating all Family Health activities in the 
country. One of the major accomplishments of this Division has been the inte
gration of Family Health services into the services provided at MeH centers. 
Currently, 30 MeH centers are providing family health information and services. 

1. 3 Environment for Expanded Family Health Services 

Large families are common in Somali soc~ety and are still highly regarded. 
Traditionally, large numbers of children have been valued for their contribu
tion to f~·~ly agricultural activities, for strengthening the size of the clan, 
and for providing parents with a rreasure of old age security. Due to high 
infant and child mortality, Somali couples have required large numbers of 
children to produce their desired family size. In contrast, there appears to 
be little understanding of the potential negative implications of large num
bers of children, or of the relationship or impact of high population growth 
to socia-economic develoPTlY2nt. The GSDR Developwent Strategy and Public In
vestment Program (PIP) 1984-86, stresses the need to "create conditons for 
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pennanent increases in real incorre per head••• " but even this does not. appear 
to directly relate to population growth. The PIP includes specific mention 
of one investment program in family health/family planning, which is the con
tinuation of the Family Health Initlatives Project begun under AID funding: 

"This is a prograITItE to educate people on child spacing, nutrition, and 
related matters. The areas of concentration in 1983 are Hargeisa, Kis
mayo, Burao, and Baidoa. The project will also ht;lp create an awareness 
of the socio-cultural consequences of female circumcision. (PIP, p.135) 

There is, however, general recognition of the health benefits of family 
planning to mothers and children. First, there is evidence that health bene
fits of child spacing were recognized in traditional Somali society. It is 
commonly believed that Somali customs included methods of child spacing to 
protect the health of mothers and children. Some of these traditional 
methods involved prolonged breast feeding and, in polygamous marriages, sep
aration, where the husband stays away from the wife for a period of time 
after the birth of a child. Secondly, the Government of Somalia has recog
nized these health benefits in its decision to integrate Family Health/Family 
Planning Services into the operations of Maternal Child Health and Primary 
Health Care. 

While there are no written GSDR policies on population and family health, 
there has been growing awareness and concern for these topics. The Family 
Law, which provided equal status and rights for Somali women in 1975, has 
been used as a springboard for many family health activities. The Somali 
women's Democratic Organization (SWDO) has waged a campaign to abolish female 
circlmcision; one of the main arguments used is the clinical hazards of 
female excision on reproductive capabilities. Tne concommitant impact on 
knowledge of reproductive health has been widespread. Also, the est~lish
ment of the Family Health/Family Planning Division has been a major step for 
family health activities. In 1983, under a mandate of the Ministry of Heal~ 

the Family Health Division started to include in their family health training 
programs staff froru Primary Health Care and the Refugee Health Programs, as 
well as fran the MCH program. 

During recent months several developments have occurred which will accel
erate the awareness of family health programs. The most important of these 
has been the formal establishment of the Sanalia Family Health Care Associa
tion by Parliament with the endorsement of the President. This non-government 
organization will provide support for on-going fa~ily health p£ogra~ and 
sponso!'" canpl2: r!'2ntary activities. The MOH has just conducted a Family Health 
Survey, which among other things, will provide data on knowledge and attitudes 
of Somali women to family health and family planning and the percentage of 
wanen using family health services including contraceptive use. Finally, 
physicians are now authorized to have private practices. Many physicians are 
already and more are expected to provide family ehalth services. This will 
significantly increase the capacity to distribute information and services 
especially in urban areas. 

In the future, there are likely to be a number or factors which will lead 
to greater interest in family health both by individuals and by Government. 
One of these factors will arise as a result of Government's efforts to settle 
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the nomadic population. As the population becomes more sedentary, fewer 
labo~ers will be required for herding and maintaining multiple households. 
At the same time, the recently settled households are likely to become 
acutely aware of the limitations of the land in re~ltion to the size of the 
population and be more concerned about the small amount of land which will 
be available for extra children. Another irrportant factor will come into 
playas more women are educated and econanic grO\'lth generates enploynent 
opportunities for them outside the household. At this stage the family will 
have the opportunity to choose whether it wants additional cash income by 
enploying the wife or instead to use her time to bear and raise more children. 

1.4 Relationship of Family Health to COSS 

The development of national family health services is consistent with 
USAID Somalia's rredlum and long-term strategies as outlined in the 1985 
Country Development Strategy Statement (COSS) and the recent COSS Update. 
The latter document outlines USAID's strate~j for the population sector and 
remarks that "We believe that this program could have significant impacts 
over the coming 3 to 4 years, and is essential over the longer term. II 

USAID has been increasing its sup~~rt to the development of family health 
service programs. USAID/Sanalia has supported four major family health ac
tivities since 1979. These include the JHPIEGO Reproductive Health Training 
Program; the INTRAH Family Health Training Project; the westinghouse Family 
Health Survey; and the Family Health Initiatives Project. Together these pro
jects represent an investment of almost US $1.0 million for family health ac
tivities. 

Likewise, the development of family health services is complementary to 
USAIO efforts under thp. Rural Health Services Project, by supplementing and 
re-inforcing existing health services. With regard to the new Policy Initia
tives and Privatization Project and the proposed Education and Human Resources 
Development Project, the FHS Project has an important but less direct relation
ship in that it will provide services which can reduce the need for enormous 
resource allocations for health and education in future years. 

1.5 Assistance Strategy for Family Health Services 

The development of this Project has occured over a two year period. In 
addition to the various centrally-funded projects mentioned previously, a 
review of Somalia's population activities was undertaken by AID technicians 
in 1983, and the Project IdenLification Document was completed in January of 
this year. n1roughout, numerous meetings have been held with Somali officials 
and technicians. During the preparation of the Project Paper, all Somali in
stitutions have contributed both to the contents of the document and to the 
review process. 

Nevertheless, the responsibility for the final project design rests with 
the Design Team. Without the benefit of valid and compiete population statis
tics, the ~Bam has had to m~<e decisions on more subjective criteria. Basic 
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to the decision to develop a Family Health Services Project is our perception 
that awareness i.s increasing among a few critical personnel in the GSDR about 
the relationship between population, f~nily health, and socio-economic develop
mellC. Furthermore, the GSDR understands, and the Design Team concurs, that 
unless more detailed population and health information is available and well 
und~rstood by both decision makers and the general public, Somalia will not 
be able to move forward .,./ith the necessary population and family health poli
cies. 

The Design Team believes that the developnent of Family Health Services 
is justified fran a number of viewpoints. First, fran a strictly health per
spective, experience in other parts of the world has shawn child spacing as 
one method to reduce infant and maternal mortality. Specifically, family 
health clinic services can help to identify and assist women at high risk to 
avoid pregnancy, thereby reducing maternal mortalities. Second, fran an eco
nuaic perspective, family health serJices are desirable because they provide 
an option for Somalia to keep popUlation growth within the means of the na
tion's resources. Finally, from a social standpoint, the development of 
fillnily health services provides greater freedom for Somali couples to deter
mine how many children they want and "Then they want to have them. 

Although the Design Team has recommended a five year time frame for the 
Family Health Services Project, it looks to a ten year time frame for planning 
purposes. The Design Team views this first five-year period as time to initi
ate and expand family health services and to test various methods of delivering 
these services. 

The Design Team is fully aware of the sensitivities surrounding popUlation 
issues and family health se~!jces in Somalia. The approach which has been 
taken in the design of this Project is to stress the relationship between 
family health practice and the improvement of maternal and child health. In 
addition, population data and policy support will enable Somali leaders to 
reach their own conclusions about the condition and future prospects for the 
population. 

Finally, the Design Team has identified four target groups for this Pro
ject. The first is ~1e personnel of the Sanali family health institutions. 
Second, the national policy makers and local leaders will be the target group 
for both the policy ~ctivities and the dialogue which develops with the imple
mentation of family health services. Third, the general population will be 
engaged in discussions and campaigns which are aimed at soliciting information 
and feedback on population issues and family health services. Fourth, married 
Somali couples will be closely involved in the development and distribution 
of family health services. 

2.0 PROJECT DESCRIPTION 

The Family Health Services Project is designed to provide assistance to 
the GSDR to develop national public and private i.nstitutions involved in popu
lation activities and family health services. The Project will provide 
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support for four components: population Data and Policy; Inforlllation, Educa
tion and corrmunication; Family Health Services; and Operations Research. The 
Project will operate for five years. 

2.1 Project Goal 

The long-tenn goal of the Family Health Services Project is to improve 
the quality of life for the Sanali people. Achievement of this goal will be 
indicated by improved maternal and child health and improved population data. 

2.2 Project Purpose 

The purpose of the Project is to strengthen the capabilities of Somali 
institutions to promote, support, coordinate, and sustain family health pro
grams. The principal institutions which will receive assistance include: 
the Somali Family Health Care Association; the Central Statistical Department 
of the MONP; the Family Health/Planning Division of the MOH; the Somali Women's 
Democratic Organization; and the Curriculum Development Center and the WOmen's 
Education DP.partment in the MOE. The relationship of these institutions tc 
the overall Project structure and to component implementation is shown in 
Figure 1. 

2.3 End of Project Status 

At the end of the Project the following accomplishments will have been 
achieved: 1) the Central Statistical Department will use ~mproved computa
tional technology; 2) participating institutions will have improved technical 
and management skills in the production, analysis and application of data; 
3) increased Infonnation, Education and Communication programs supporting 
family health services; 4) greater effectiveness of service personnel in moti
vating couples to adopt and continue PH practices; 5) upgraded and expanded 
clinical family healtb services of the MOH; 6) personnel who are implementing 
family health programs will have improved skills in operations research;· 
7) family health programs will be guided by an effective operations research 
system; and 8) a contraceptive social marketing program will be tested. 

2.4 Project Components 

The Project Components are designed to serve four separate but mutually 
rp-inforcing functions. Figure 2 shows, for each component, the functions, 
the outputs and services, and their linkages with each other. The Populat.ion 
Data and Policy Component will support family health by quantifying demographic 
conditons and f3cilitating the development of a policy framework for the de
livery of services. The Information, Education, and Communication Component 
will provide infonnation and explanation to the public concerning the role 
of family health services. The Clinical Family Health Services Component will 
deliver and administer services. Finally, the Operations Research Component 
will monitor, evaluate, and undertake special research for family health 
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programs and services, including contraceptive social marketing. Together 
these four Components will enable the GSDR and other non-goverrurent institu
tions involved in family health to develop programs which will improve the 
quality of life for the Sanali people. 

2.41 Component One: Population Data and Policy 

A. Component Sub-(',oal: 

The sub-goal of this component is to provide accurate and timely data 
and analyses to guide Somali policies and programs which improve the quality 
of life. Census, survey and servi,"e statistics data are n~cessary for as
sessing current conditions and for projecting future COllditions of the popula
tion. The analyses of these data are essential for informed policies and ef
fective programs since they: establish the current policy and program 
environment; enable evaluation of the impact of past policy and program in
itiatives; and provide a basis for formulating policies and designing programs 
which hasten progress toward national development goals. 

B. Component Purpose: 

The purpose of this canponent is to strengthen the capabilities of 
Sunali institutions to collect, process, analyze and apply population data. 
Component activities will strengthen Somali institutions through: 1) transfer 
of computational technologies, enabling efficient data processing and analyses; 
and 2) training and technical assistance support, to improve local technical 
and management skills for producing, analyzing, and utilizing population data. 

These capabilities will be developed over the life of the Project. 
The focus on institution building will produce both short-term and long-term 
benefits. In the short term, as these capabilities and skills are developed, 
project activities will meet immediate data and policy needs by assisting with 
the production, analysis, and finally the application of data. In the long
term, following completion of the Project's activities, Somali institutions 
will have improved technical, analytic, and management capabilities for con
tinuing in the production and utilization of popUlation data. 

C. Summary of OUtputs: 

1. Upgraded Computer Hardward and Software 

2. Population Census (Quick Counts and Sample Tabs) 

3. Report on the Analysis of the 1980 Population Survey 

4. Report on the Analysis of the 1982 Settlement Survey 

5. Demographic Studies 

6. Workshops on Data Analysis and Planning Techniques 

7. National Population Conferences 
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D.	 Canponent Activities 

The following activities will be undertaken to achieve the above
mentioned outputs. These activities will be integrated and coordinated with 
inputs fran other donor agencies and AID centrally-funded pr.ojects. As shown 
in Figure 3, these inputs are ~specially critical to the accomplishment of 
outputs 1-4. How these activities and inputs will be managed is demonstrated 
in the implementaiBon plans in Section 15.0. 

1.	 Upgrading Computer Hardware and Software 

The existing hardware and software equipment at the Central 
Statistiqs Department (CSD) of MONP is inadequate for efficient and timely 
data entry and processing for the upcoming 1986 National Population Census. 
The PHS Project will procure and install ~ computer hardware and software 
system suitable for the Somali census. Aside fran census processing, this 
system will serve the Central Statistical Department's full data processing 
requirements for the next decade and thereby enable the CSD to carry out its 
function as the primary data collection and processing institution in Somalia. 
UNFPA will provide the paper and other materials required for the computer 
operation. 

A series of standard tabulations are the final hard product of a 
Census. Performing the statistical calculations and producing the results in 
tabular form can be a time consuming undert'aking. The PHS Project will install 
a standard census tabulation computer software system (CENrS4) and provide 
training to the CSD personnel in its use. This system automatically produces 
statistical cross tabulations in a format that can be published without manual 
preparation. A team of two Data Processors will install the system and conduct 
a three week course for Somali computer programmers. This tabulation system 
will also be extremely valuable in tabulating future census and survey data 
sets. 

2.	 Census Sampling, Questionnaire, Data Processing Design, and Post
Enumeration Coverage 

Tb ensure accurate and timely Census results, considerable pre
liminary design work is necessary. This includes preparing the sampling design, 
census design, questionnaire design, and data processing design. The PHS Pro
ject will provide technical assistance to the CSD and work closely with CSD 
staff in three critical design areas. A ~Bthematical Statistician will make 
recomme~tions concerning sample design (if a two stage design is adopted) and 
will design the sample on which preliminary tabulations will be run. A Survey 
Statistician will assist in the development of a tabulation plan and in the 
questionnaire design. Finally, a data processor will ensure that the question
naire can be easily keyed and processed and recommend a computer software de
sign for processing the Census data. Apart from ensuring a smoother Census 
operation, this technical assistance will strengthen the skills of CSD tech
nicians to design future census and survey structures. 

Post-enumeration coverage surveys are essential for determining 
the extent to which the Census has under or over-counted individuals and 
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Figure 3. INTERRELATIONSHIPS OF USAID FHS INPUTS AND OTHER INPUTS IN COMPONENT ONE 
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households. In Somalia, nomads are the largest segment of the population and 
the most difficult group to enumerate. Given the poor quality of demographic 
data presently available on the nomads, it is especially important to carefully 
examine the Census coverage for this group. The PHS Project will provide a 
Mathematical Statistician to assist in the design and field testing of a sur
vey rrethodology suitable for estimating the Census coverage of the nanadic 
popultion. Since a sound methodology for a nomad coverage study has not been 
developed in the past, the assistance provided by the Project will be useful, 
not only in validating the Census data with respect to nomads, but also in 
providing a model for future census work both in Somalia and other parts of 
the world where the emnneration of nomadic popUlations poses similar problems. 

3. Analysis of the 1980 Population Survey 

In 1980, with United Nations assistance, the CSD conducted a na
tional level demographic survey that covered approximately 8000 households 
in urban, rural and nomadic areas. Due to data processing delays, the infor
mation from the survey has only been partially computerized. The information 
is a rich and still timely source of data and can provide a fuller picture 
of the demographic characteristics of the Somali popUlation. Under the AID 
centrally funded Demographic Data for Development Project, westinghouse is 
planning to assist CSD in entering, processing and analyzing this survey 
by providing technical assistance and covering related local costs. The 
FHS Project will support the final stages of analysis, including report 
write-up with CSD and the presp.ntation of findings to policy makers, planners 
and administrators. This activity is especially important because it will: 
(1) provide interim demographic information prior to the production of the 
1986 Census; (2) more clearly identify gaps in demographic data, and (3) 
further develop CSD skills in survey processing and analysis. 

4. Analysis of the 1982 Settlement Survey 

In 1982, the Settlement Developrrent Agency (SDA) conducted a socio
economic survey with assistance from the University of North Carolina. (under 
subcontract with the AID centrally funded project Integrated Popultion Devel
opment Planning, IPDP) of approximately 2000 households in four nomadic 
settlement areas. Due to data entry problems, the infomation has yet to be 
computerized. The survey was designed to provide insight into the demographic, 
social and economic consequences of settlement schemes. Under the IPDP Project, 
the Research Triangle Institute has tentative plans to support the local costs 
for transferring the data for processing in the U.S. and provide technical 
assistance to the SDA for the analysis of the data . The PHS Project will 
support the final stages of the analysis and presentation of findings for this 
activity to GSDR officials and planners at the second National Population 
Seminar. This activity will provide useful information to the SDA for future 
~ettlement planning and help stregthen local skills in survey processing and 
analysis. 

5. Demographic Studies 

'l~e FHS Project will provide support for local costs and outside tech
nical assistance for two demographic research studies identified, selected and 
implemented over the life of the Project. Selection of these studies will 
be based on their relevance to Somali popUlation and development issues. 
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their potential for increasing awareness of population issues. It is anti
cipated that these studies will be expanded versions of two of the small-scale 
studies presently being supported by the Futures Group under the AID centrally 
funded RAPID II Project. 

6. Workshops on Data Analysis and Planning Techniques 

Many of the activities conducted through this Project assi.st in 
collecting and analyzing data. These activities are especially valuable in 
Somalia, where delta and analyses are scarce. Beyond establishing the current 
size and structure of the population, there is a need for using these data for 
projecting future population changes and for assessing their implications for 
sectoral development planning. TIle PHS Project will support two ~~rkshops with 
approximat.ely 15 participants in each for strengthening the local development 
planning capabilities to utilize population data. Support will include short
term technical assistance solicited from a qualified centrally-funded con
tractor or recommended to the Mission and limited training materials which are 
not available localJ.y. This activity will ensure that data produced under 
this Project are more fully utilized and incorporated into the development 
planning system. 

7. National Population Conferences 

Special population conferences provide useful forums for presenting 
findings from population research and planning activities to high-level govern
ment officials. These conferences raise awareness of population development 
links and allow researchers, planners and policy-makers to discuss patterns 
and implicatiors or population growth. In 1981 the Ministry of Education organ
ized a national Seminar on Population which brought together academicians, high 
level officials, and technical staff from the ministries to discuss population 
development issues in Somalia. A second National Population Conference is 
planned for December 1984. The PHS Project will support the locCll costs and 
short-term technical assistance, recruited locally or from a centrally-funded 
contractor for tv~ additional conferences. With the participation of about 
45 policy-makers in each conference, they will be useful for focusing attention 
on family health, population, and development issues and contribute to the on
going policy dialogue on these issues. 

E. Participants 

The Central Statistics Department of the Ministry of National Planning 
will be the lead institution for the 1986 Census and for other data ffild policy 
activities. Additional participating institutions for the Census work include: 
Ministry of Education, Ministry of Local Government, Ministry of Defense, Min- . 
istry of Transportation, Ministry of Post, and Ministry of Telecommunications. 
Institutions which will participate in other data and Policy activities include: 
Ministry of National Planning (Headquarters), Somali Family Health Care Associ
ation, Settlement Development Agency, Ministry of Education, and Ministry of 
Health. 

F. Beneficiaries: 

The immediate beneficiaries of this Project Component are the staff of 
the participating Somali institutions who will receive information, supporting 
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services and training related to population data and policy activities. Other 
direct beneficiaries will include the estimated 120 participants in the popu
lation conferences and workshops, and those who participate in the training 
conducted for the implerrentation of the Census. Indirect beneficiaries will 
include the users of population data such as GSDR planners and policy makers. 
The ultimate beneficiaries of the Component activities are the people of 
sanalia whose quality of life will be enhanced by more informed GSDR policies 
and effective programs. 

G. Inputs: 

1. USAID Contribution ($ 1,795,000) 

a. Technical Assistance ( $ 450,000) including: 15 person-months 
of short-term assistance in sampling, census questionnaire, and data processing 
design for the 1986 Census; 2 person-months short-term assistance in completing 
and presenting results from the 1980 Population Survey; 2 person-months short
term assistance in completing and presenting results from the 1982 Settlement 
Survey; 2 person-months short-term assistance in organizing and monitoring two 
National population Conferences; two workshops on data analysis and planning tech
niques; and six person-months short-term research assistance for undertaking 
two demographic research studies. 

b. Corrmodities ( $ 1,150,000) including: canputer hardware and 
software for data entry and processing for the 1986 Census and costs for main
tenance and training for use of the computer. 

c. Contingency ( $ 195,000) 

2. UNFPA Contribution for the 1986 Census ( $ 967,000) 

a. Technical Assistance including: 18 person-months of long-term 
assistance for a Census Advisor; 20 person-months long-term assistance for a 
Cartography Advisor; m1d 24 person months long-term assistance for a Data 
Processing Advisor. 

b. Training overseas for three Somalis. 

3. Government of Italy ( $ 702,000) 

a. Carmodities including: the site preparation for the canputer, 
vehicles, and supplies. 

4. GSDR Contribution ( $ 4,535,000) 

a. In-Kind Contribution including: salaries, rent, equipment, and 
services required for Census training and enumeration. 

b. Cash Contribution including: per diems for supervisors and 
enumerators for the 1986 Census, fuel and maintenance for vehicles; local costs 
for completing and presenting results from the Population and Settlerrent Sur
veys; local costs for conducting two demographic studies; local costs for two 
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training workshops on data analysis and planning techniques; and local costs 
for conducting two National Population Conferences. 

2.42 Component 'IWo: Infonnation, Education, and Corrrnunication 

A. Cooponent Sub-Goal: 

The sub-goal of this Component is to support family health programs and 
services with information, education, and communication activitieR which are 
conducive to positive changes in the family health behavior of Somali couples. 
At the present time, many people do not understand the importa.nce of family 
health programs, especially family planning, to the health of mothers and their 
children. Information, education, and communicaiton services will be used to 
explain the benefits of family health services and support a continuing dia
logue between family health workers and the corrmunities on family health issues. 

B. Component Purpose: 

The purpose of this Component is to increase the operational capability 
and effectiveness of the institutions involved in the delivery of family health 
information, education, communications and other related services. lEe is a 
principal support system for family health services. The activities of this 
Component will improve the lEe skills, facilities, and coordination of the 
various Somali institutions which have IFC programs related to family health 
and population. The impact of these activities will be improved understanding, 
acceptance, and practice of family health methods. 

C. Surrmary of Outputs: 

1. lEe Baseline Data Report 

2. Annual vbrkplans which Integrate Family Health lEe Activities 

3. lEe Unit and Resource Center Established 

4. Trained lEe Stoff and Family Health Personnel 

5. Family Health Curriculum and Classroom Materials Developed 

6. Implementation of lEe Programs Increased 

D. Component Activities: 

The following activities will be undertaken to achieve the above outputs. 
Coordination of these activities is extremely important, both between institutions 
participating in this Project and with other lEe organizations, to assure that 
lEC messages are complementary and that recipients are not overwhelmed with in
formation and demands on their time. 

Coordination is the responsibility of the lEe Unit of the SFHCA and the 
lEe Technical Committee composed of representatives of these institutions: 
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f?fiCA; the Health Education Program and the Family Health/Family Planning Div
ision of the Ministry of Health; the Waren's Education Departrient, Curriculum 
Developrent Center, and population Education Project of the Ministry of Edu
cation; the Somali women's Democratic Organization; and the Ministry of Informa
tion and National Guidance. Further details on how this coordination will be 
accomplished are presented in Sections 4.42.0.2-3 and 13.4. 

1. IEe Baseline Report 

Family health programs and IEC support services are still a recent 
development in Sanalia. With the ground broken by the MOH family health services, 
the collection and analysis of information on current IEe activities which relate 
to family health is critical for planning for ~h8ir development. The Population 
Communication Services project (PeS) will provide short-term technical assistance 
to guide the collection of three types of information: (1) info~1tion on the 
personnel resources of the IEe institutions, including staffing levels, training, 
and present utilization; (2) inforrration on thematerial resources of these in
stitutions, such as media production equipment, supplies, and distribution systems; 
and (3) information on the social environment in which the IEC prograns must op
erate, including, additional information on the social, economic, and demographic 
characteristics of communities, cultural beliefs, informal communication channels, 
and family health attitudes and practices. Th2 final product of this activity 
will be a report \vhich will not only benefit family health activities, but be 
useful for other Somali IEC institutions and programs. 

2. Strategy and Annual Plans which Integrate IEe Activities 

The importance of coordinating lEe activities has already been em
phasized. A Strategy which integrates the IEe activities of the various insti
tutions will be an important rrechanism for achieving this coorjination. This 
Strategy will be used as a basis for preparing four annual plans which amend and 
update the original blueprint. The initial Strategy will be developed by repre
sentatives of local institutions fran the information contained in the IEe Base
line Report. It will include for each year: (1) the target groups by geograph
ical areas, ages, and sex; (2) lEe methods to be used and tested; and (3) the 
general activities of each institution. Every year, representatives of the 
local ~nstitutions will convene to review and revise the overall Strategy in light 
of the achievements and lessons learned fran the preceding year. Specifically, 
these reviews will result in annual workplans in which all lEe activities related 
to family health are identified, requirpnents for materials and resources are 
highlighted, and the plans for joint lEe ventures between institutions are re
ported. 'rhe developnent of an overall Strategy and subsequent Annual Plans, 
besides making IEe activities more effective, can also economize on scarce per
sonnel and financial resources available to these local institutions. 

3. Establishment of an TEe Unit and Resource Center 

Beyond the Strategy and Annual Plans there is a need to develop the 
capacity of local lEe institutions to create inter-institutional linkages on a 
day-to-day basis. To accomplish this, an lEe Unit and Resource Center will be 
established in the Somali Family Health Care Association. The IEe Unit will con
tain three staff members: a Director, a Resource Center Manager, and a Training 
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Officer. The Director will be responsible for managing the activities of the 
Unit and liaising with all other lEe institutions. The Resource Center Manager 
will be responsible for developing and producing IEe materials a~d managing the 
Resource Center. The Training Officer will plan and implement in-country 
training programs for lEe personnel. 

The lEe Unit will serve a number of useful functions. First, the 
Unit will produce and distribute guidelines for field testing IEe materials 
and approaches. The Unit will also assist the other lEe institutions during 
the actual field testing. Second, the Unit will collaborate with the Operations 
Research Unit to establish a monitoring system for lEe activities. Besides 
tracking activities, the mon~~oring system will be designed to provide informa
tion on community attitudes and the general responses of the public to family 
health messages. The information collected by the monitoring system will be 
disseminated through a newsletter produced by the Unit. Third, the lEe Unit 
will organiGe meetings and seminars to address issues illld problems related to 
family health IEe activities. 

The Resource Center will provide information, materials and equip
ment which can be used by all lEe institutions participating in the Project. 
The following resources will be made available: (1) documents produced by the 
Project and related agencies; (2) films, slides, and other visual aid materials; 
and (3) equipment such as slide projectors, film projectors, and electrical 
generators. The Resource Center will employ staff to maintain and repair the 
equipment and manage the library materials. 

The PHS Project will assist in the establishment of the lEe Unit 
and Resource Center through the provision of short-term technical assistance in 
organizing the Unit, the provision and placement of a long-term IEC Advisor in 
the Unit, and through the provision of the needed commodities. 

4. Training of IEe Staff and Family Health Personnel 

Personnel work~ng in family health programs and the participating 
agencies have had little training. Acting on the recommendations of the lEe 
Baseline Report and the advice of the lEe Unit and Advisor, the Project will 
support 46 person-months of short-term overseas training and study tours. In
country short-term courses will provide the necessary training for over 600 
people to improve the effectiveness of the lEe staff and, more generally, the 
IEe skills of all personnel providing lEe support to family health services. 
The training will be conducted by the senior lEe staff of the agencies and the 
lEe Unit. These staff will prepare training Inaterials, manuals, and visual 
aids to guide the training delivery and assure quality control. (See Annex 
15.2(0) for more detailed training plans.) On-the-job training will also be 
provided by the long and short-term advisors. 

5. Curriculum and Classroool Materials 

1~e nation's classrooms provide an excellent forum for introducing 
basic family health concepts within the framework of other academic studies. 
The Project will support a short-term technical Advisor, equipment, vehicle, 
and lo~al currency to the Curriculum DevelOPment Center (CDC) in the Ministry 
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of Education. The CDC, assisted by the Advisor, will draft a family health 
curriculum and support materials for each year (class) of intermediate and 
secondary school. The draft curriculum and materials will be pre-tested, re
vised, produced and used in selected areas of the country. Over the Project 
period, 50 sets of classroom materials will be produced for each class. 

6. Implementation of IEC Programs 

Import':<ilt P1'2aSUres of the effectiveness of lEe programs are: (1) 
the production and presentation of lEe materials (2) the implementation of 
lEe programs; and more importantly, (3) the number of people who are intro
duced to and educated about family health. Even though baseline information 
on existing lEX: programs is incomplete, and the overall strategy for lEe is 
to be defined only after the Baseline Report is prepared, it is possible to 
assume that certain activities will be undertaken and to establish some ini
tial targets, which can be readjusted when the report is released. These tar
gets include: (1) the production of 100,000 leaflets, 3 slide sets, 15,000 
pamphlets, 30,000 posters and two weekly radio features related to farr~.l.y 

health in Somalia; (2) the conduct of 1000 group sessions in family health 
for various audiences and the conduct of 25 community events liuplemented by 
local groups; and (3) over the life of the Project, 75% of the couples in ur
ban and rural, settled areas (approximately 50% of all Somali couples) will 
be introduced to family health and family health services. 

E. Participants: 

The Somali Family Health Care Association will be the lead institution 
in the implementation of IEC activities. It is selected because of its central 
role among family health service institutions. Other key participants ar€: 
the Curriculum Development Center, MOE; the Women's Education Department, MOE; 
the Family Health/Family Planning Division and the Health Education Pr~jram, 

MOH; the Somali Women's Democratic Organization; and the Ministry of I'lforma
tion and National Guidance. Headquarters Staff will initiate the act~vities 

while the regional and district staff will participate in later implementation 
phases. 

F. Beneficiaries: 

The im~diate beneficiaries of the lEX: Component activities are the 
staff of the IEC institutions participating in the Project. These will include 
the 600 trainees, the three new hires, and the management staff of the SFHCA. 
Indirect beneficiaries will include personnel working with equipment and ma
terials provided under the Project and those individuals and/or agencies which 
utilize the products or services of the participating lEX: institutions. The 
ultimate beneficiaries of the IEC Component are the Somali couples who, as a 
result of IEC activities, adopt family health practices and receive benefits 
in the form of better health. 

G. Inputs 

1. USAID Contribution: ($ 2,695,000) 

a. Technical Assistance ( $ 1,770,000) including: 48 person-months 
of a long-term rEX: Advisor; 7 person months of short-term assistance for lEX: 
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Consultants; 24 person-months for a Curriculum Development Advisor. 

b. Training ( $ 190,000) including: 34 person-months of short
term training and 12 person-months of study tours. 

c. Corrnnodities ( $ 440,000) including: audio-visual equipment, 
vehicles, office equipment and supplies. 

d. Contingency ( $ 295,000) 

2. GSDR Contribtuion ( $ 3,025,000) including: salaries for staff 
specially hired for the Project, salary supplements, materials, equipment, 
per diems and travel for training, and other associated costs for the educa
tion activities. 

2.43 Component Three: Clinical Family Health Services 

A. Component Sub-Goal: 

The sub-goal of this Component is to upgrade clinical family health 
services and thereby improve the quality of life for the Sanali people. Clin
ical family health services are important because they: (1) allow couples to 
adequately space their children so that the mothers and children can regain 
and maintain their health before another child is conceived; (2) promote good 
reproductive health so th3t couples can conceive when they desire; and (3) pro
tect the health of those mothers who for medi.Gal reasons, should nc..,c have more 
children. Healthy mothers, children, ancffamilies enable the society to pursue 
higher economic, social, and psychic goals and thus improve the quality of life. 

B. Component Purpose: 

The,purpose of this Canponent is to strengthen the capabilities of 
selected Somali institutions to plan, implement, and evaluate clinical family 
health services. Component activities will strengthen Sanali institutions by 
upgrading the skills of technicians, developing management systems, providing 
carmodity support, and improving fami.ly health facilities. 

The principal focus of this Component will be to extend and upgrade 
family health services provided through the Ministry of Health. As the family 
health services are being integrated into already established services, for 
~nich staff and facilities are already available, the principal needs for up
grading are in the training of the staff in the delivery of the services and 
the provision of the necessary coomodities. Supervision will also be inte
grated, with the corresponding need to train the supervisory staff as well. 
At the end of the Project period, 8% of married women of reproducJ.ive age in 
the urban and rural, settled areas will be users of family health n~thods (as 
compared with the estimated less than 1% who are presently using family health 
methods). This Component will resolve some of the existing ~roblems constrain
ing the delivery of family health services such as the lack of logistical :,up
port and adequate training. In the longer term, this Component provides the 
foundation and direction for future expansion of family health services. 
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C.	 Surrmary of outputs 

1.	 Improved and Expanded Cadre of Family Health Trainers, In-Service 
and Pre-Service Training Programs. 

2.	 Family Health MCH Training Site Established 

3.	 Voluntary Surgical Contraception, Infertility, a'ld Sexually 
Tra nsmitted Disease Services Established 

'-' 

4.	 Improved Management Systems and Facilities for Family Health 
Services 

5.	 Expansion of Family Health Services 

D.	 Component Activities: 

The activities of this Component wlll require on-going coordination 
with: (1) the delivery of other health serJices of the Ministry of Health; 
(2) the USAID Rural Health Care Project; (~) other donor efforts, especially 
UNICEF and WHO/UNrJPA; and (4) AID centrally-funded projects. ~1e structure 
and process of this coordination are discussed in the Technical Analysis, 
Section 13.1. The following activities will be included in this Component. 

1.	 Upgrading and Expansion of the Cadre of Family Health Trainers, 
In-Service, and Pre-Service Training Programs 

A critical element in improving family health services is the ef
fect~ve training of the physicians, nurses and other medical staff, who are 
responsible for delivering these services,to the appropriate levels of com
petency. This component will support short-term training and technical assist 
ance to upgrade the cadL-e of Family Health trainers and strengthen their skills 
in curriculum and materials development and canpetency-based trai,ling approaches. 
Similar to the Family Health Initiatives Project, trainers will receive advanced 
clinical training in Zimbabwe and other countries. Selected trainers will at 
tend training skills courses in the u.S. Short-term technical assistance will 
be used to develop curricula and training materials an'1 to prepare modules for 
the use of' PHC staff for the training of TEAs and CHWs in family health. The 
long-tenn Training and Management Advisor v.,ill develop systems for planning 
training prosrams, providing logistical support, monitoring courses and in
stituting competency-based testing procedures, and reporting accomplishments. 
Further, short-term technical assistance will be provided to Benaadir Hospital 
to strengthen the training skills of the physicians who conduct the training 
for physicians and medical students under JHPIEGO sponsorship. INl'RAH or its 
follow-on project contractor will provide limited support to the Project, pri 
marily through periodic assessments and for specific inputs requested by the 
long·-term advisor. 

In addition to training the family health trainers, this component 
w: ..' support direct training for staff who are to provide family health services. 
Thid support will normally cover local costs for ~r diem, travel, and trainers 
stipends, as well as the production and reproducb~on costs of training materials. 
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Audio-visual aids and materials will also be provided for the training. Up to 
10 courses per year are planned in such areas as basic family health skills, 
clinical skills :including IUD insertion) and refresher training for MCH and 
hospital nurses and nurse-tutors. Training of trainers programs will b~ given 
selected MCH nurses, nurse-tutors from the Schools of Nursing, and for Tutors 
and Coordinators fran the Primary Health Care Program. MCH supervisors and 
Primary Health Care coordinators will receive training in family health manage
ment and supervision. (For more details on courses and numbers to be trained, 
see Section 15.3.) These training courses will be conducted by Somali trainers 
whose training capabili.ties will be strengthened through Project-sponsored 
training and technical assistance. 

2.	 Preparation and Establishment of a Family Health and MCH Training 
Site 

To date most training in clinical family health services like IUD 
insertion has been located overseas. This situation seriously restricts the 
numbers of Somalis who can participate in these types of training both because 
of the high costs and inherent logistical difficulties associated with overseas 
training. This Component will establish a Training Site/Model Clinic in Moga
dishu where training in contraceptive service delivery, IUD insertion, and other 
family health services can be provided in the familiar setting of an MCH Clinic. 
The Training Site will also serve as a demonstration of how high quality MCH 
and family health services can be provided by trained nurses. Specific activi
ties will include: (1) modest renovations of the site; (2) provision of equip
ment and supplies; (3) short-term training; and (4) short-term technical assist 
ance to provide guinance to the Clinic, train staff, and design training courses. 

3.	 Establishment of Special Family Health Services 

The services for Voluntary Surgical Contraception, Infertility and 
Sexually Transmitted Diseases each respond to specific needs in Sanalia. VSC 
provides an alternative to a couple who cannot or prefer not to use other 
methods of family health, particularly for those cases where a woman's health 
would be endangered by another pregnancy or where the couple has completed 
their family. Likewise, while there is little information on the prevalence 
of infertility, many women request assistance to become pregnant. The incidence 
of sexually-transmitted diseases is high and may be an important factor contribu
ting to reported infertility problems. 

This Component will support the establishment of these services in 
three Regional/Specialty Hospitals: Kismayo, Mogadishu, and Hargeisa. SPecific 
activities will include: (1) support for short-term overseas training for 
physicians; (2) provision of the necessary equipment and supplies for these 
services; (3) short-term technical assistance to provide consultations in the 
development of protocols and procedures to ensure these services are of the 
highest quality; and (4) training for nurses and other technical staff needed 
to support these special services. The funding for the physician training 
will be provided by the Association for Voluntary Sterilization, JHPEIGOand 
this Project. 

4.	 Development of Facilities and Management Systems 
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The Family Health/Family Planning Division of the Ministry of Health 
has encountered problems in establishing the facilities and management systems 
which are necessary to support their work. This Component will provide support 
for: the upgrading of the Division's facilities, developing a personnel manage
ment structure and supervision system, improving the logistics and service in
formation system, installing a financial accounting system, and establishing a 
medical review system to assure quality control. 

Specific activities which will be undertaken to upgrade the physical 
facilities include: (1) minor r.enovation of the FH/FP Divislon's offices and 
storerooms at the Post-Basic Sdhool of Nursing; (2) provision of basic office 
equipment and supplies; and (3) upgrading the warehouse used for storing contra
ceptive supplies. 

Activities which will contribute to the development of a personnel 
management structure and supervisory system include: (1) short-term technical 
assistance to evaluate the FH/FP Division's management structure and its ade
quacy for effective operations of the Division at central and field levels, 
recommend roles and responsiblities of the different units and staff, and 
develop a work program for the Division; and (2) follow-up of the recanmenda
tions by the long-term Training and Management Advisor. 

An effective service delivery program depends upon a regular supply 
of contraceptives and information on acceptors and Users. This Corrponent will 
support three activities to ensure supply and information systems are operating 
properly: (1) short-term tencnical assistance from the Center for Disease Con
trol will be provided to review the present supply and service statistics sys
tems and make recommendations on how they can be improved; (2) a revised manual 
(which includes sets of forms for managing supplies and reporting users) will 
be prepared, translated into Somali, and disseminated to family health personnel 
through training courses; and (3) periodically testing of contraceptive supplies 
will be performed. 

Specific activities which will support the installation of financial 
accounting systems include: (1) the continuation of short-term technical as
sistance started under FHIP to monitor the financial management and accounting 
system at regular six month intervals; (2) short-term training for personnel 
involved in financial management and accounting of family health activities; and 
(3) oversight of the financial systems by the long term Management and Training 
Advisor. 

A medical review system is critical to assure that the services pro
vided meet accepted medical standards and AID requirements for informed consent 
and free choice. Such review is partiCUlarly important when non-'physicians are 
dispensing drugs alld services are provided which are still controversial. The 
long-term advisor will assist the FH Division in setting up an appropriate 
system. 

5. Expansion of Family Health Services 

Presently, family health services are being provided at 31 MCH 
centers and 9 hospitals. Through the efforts of the Family Health Services 
Component and other parts of the FHS Project, these services will be signifi
cantly improved and expanded to include at least 60 MCH centers and 20 hospitals. 
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When the PHC Program starts training their staff, family health services will 
expand even further. Beyond the support which has already been outlined above, 
it will be necessary to provide additional logistical support to the FH/FP 
Division. The specific support activities which are anticipated include: (1) 
provision of contraceptive supplies; (2) purchase and delivery of clinical 
equipment and supplies; (3) provision of vehicles for moving supervisory staff 
and delivering supplies; and (4) technical assistance to assess the adequacy 
of the services being provided and to suggest ways to improve them. 

E. participants: 

The Family Health/Family Planning Division of the Ministry of Health 
will be the lead institution for the implementation of this Canponent. It will 
be assisted by other related units in the Ministry of Health, including: 
Benaadir Hospital; the Health Education Program; the Primary Health Division; 
the Maternal Child Health Division; and the Department of Medical Supplies. 

F. Beneficiaries: 

The immediate beneficiaries of this Canponent are the staff of the FH/ 
FP Division and other institutions whu will receive training, supervision, and 
financial support. Secondary beneficiaries include those people who receive 
the family health services - primarily women and children. Ultimate benefi
ciaries are the Somali families whose lives are improved as a result of better 
health. 

G. Inputs: 

1. USAID Contribution ( $ 4,000,000) 

a. Technical Assistance ( $ 1,040,000) including: 36 person
months of long-term technical assistance and 20 person-months of short-term TA. 

b. Training ( $ 195,000) including: 26 person-months of short
term training in the U.S. and 28 person months in thi!:d country institutions. 

c. Commodities ( $ 2,330,000) including: training materials and 
supplies, clinical supplies and laboratory equipment, contraceptives, vehicles 
and typewriters. 

d. Contingency ~ 435,000) 

2. GSDR Contribution ( $ 1,930,000) including: travel and per diem 
for training programs and supervision, salary supplements, costs for materials, 
renovation and costs associated with service velivery activities. 

2.44 Canponent Four: ~rations Research 

A. Canponent Sub-Goal: 

The sub-goal of this Component is to monitor, evaluate and guide the 
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operations of family health programs which improve the quality of life for the 
Somali people. Operations research is a continuous process of program informa
tion feedback, assessment, experimentation, and adjustment. It provides pro
gram designers and managers with the information needed to ~lprove present 
service delivery procedures and to plan future activities. Hence operations 
research work will contribute to effective and efficient programs serving the 
family health needs of Somalis. 

B. Compon~nt purpose: 

The purpose of this Component is to strengthen the capabilities of 
Somali institutions involved in family health to evaluate program implementa-. 
tion, investigate and identify the most effective service delivery approaches, 
and assist in planning program implementation, including contraceptive social 
marketing. Component activities will strengthen Somali institutions by estab
lishing a coordinated and comprehensive operations research system, by improving 
skills of program management staff in operations research methods, and by 
establishing a structure and skilled personnel for contraceptive social mar
keting. 

In the short-term, operations research efforts will provide the means 
to adjust and refine various methods of developing and extending family health 
services. Ultimately, this Component will improve staff skills and establish 
organizational procedures, \~ich will enable local institutions to systema
tically evaluate and guide Somali family health programs. 

C. Surrmary of Outputs: 

1. Operations Research Unit Established 

2. Seminar on Operations Research Methods 

3. Operations Research Reports 

4. Report on Family Health Survey 

5. Program Monitoring Systems 

6. Social Marketing Program for Contraceptives 

D. Component Activities 

The following Component activities will be undertill(en over the life of 
the Project to produce the above outputs. These activities will rely, in'part, 
on coordination and collaboration with AID centrally-funded projects. This 
Component will be initiated during the second year of the Project. 

1. Establishment of an Operations Research Unit 

An Operations Research Unit will be established in the SQ~ali 

Family Health Care Association to assist and support the research requirements 
of the local fanuly health institutions. The Unit will include a Research 
Associate who will have a long-term Operations Research Advisor as a counter
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part. (See Section 16.0.) In addition to the activities described below, 
this Unit will coordinate and assist monitoring and evaluation activities 
for the Project and maintain on-going communications with appropriate per
sonnel in the participating institutions. An OR Technical Group made up of 
evaluation and management representatives of the institutions will conduct 
quarterly meetings to complement these coordinating functions. 

2. Training in Operations Research 

Key to the central purpose of the overall Project i.e., strength
ening the capabilities of Somali institutions, is the development of local 
skills in operations research methods. Thf'se skills are important for the 
effective and efficient operation of IEe, service delivery, and social mar
keting programs. The Project will support a two-week, in-country training 
seminar in operations research methods. The seminar will be conducted by 
two operations research SPeCialists. Participants will include operations 
research and management counterparts, and the local counterparts to each of 
the long-term advisors provided by the Project. Seminar topics will include: 
problem identification, research objectives and hypotheses, study design and 
implementation, and research analysis. 

3. Focused Studies of Program Operations 

It is likely that special problems in program operation or ques
tions of the effectiveness of new approaches will arise over the course of 
the Project's implementation. Among the anticipated areas of investigation 
are: approaches to recovering delivery costs by charging fees for services 
or payment for contraceptives; strategies for extending services to rural 
areas such as community-based distribution by TEAs or SWDO volunteers; and 
approaches to encourage community involvement and support of family health 
IOC and services. 

These problems and questions will require special focused opera
tions research studies. Three large-scale studies and other small-scale 
studies are anticipated at this stage. (See Technical Analysis, Section 13.1.) 
One short-term operations research advisor will be assigned to each large
scale study. The exact focus and timing of these studies will be determined 
by the Operations Research Unit in consultation with USAID and the Technical 
Group. Proposals for these research studies will be developed by the agencies 
with the assist&1ce and guidance of the OR Unit :and reviewed by the Technical 
Group. Implementation will be supervised by the Unit but undertaken by the 
staff of the institutions. Lessons learned through these research activities 
will be directly applicable to family health services in Somalia and may aJso 
have useful applications in other contexts and for other camnunlty-based 
services. 

4. Family Health Survey and Evaluation 

In 1983, under AID's centrally-funded Contraceptive Pre~ialence 

Survey Project, Westinghouse collaborated with the Ministry of Health and the 
Central Statistical Department, in conducting a survey of 3000 married women 
aged 15-49 living in five urban areas. The Family Health Survey covered a 
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broad range of family health topics. It provided baseline parameters against 
which later survey results can be compared to yield estimates of program im
pact and effectiveness. The PH S project will support with technical assist
ance and local costs, a second Family Health Survey and an analysis of family 
health changes occuring between the two surveys. The survey will be conduc
ted in the fourth year of the Project with the technical guidance of the 
centrally-funded Demographic and Family Health Surveys Project. 

5. lEe and service Delivery Monitoring Systems 

In addition to SPecial studies and surveys, it is essential for 
a comprehensive operations research program to monitor the day-to-day opera
tions of IEC and service delivery systems. Such i.outine infollnation systems 
enable program evaluators to: (1) identify successful operations which may 
merit additional resources or replication elsewhere; and (2) locate problem 
areas which might be quickly ~'emedied or require closer evaluation. This in
formation can also be utilized as program impact indicators for country-wide 
cost-effectiveness research. The PHS Project will provide assistance to the 
various familyhealth institutions for establishing and developing service 
monitoring systems. This assistance will be provided by the long-term Opera
tions Research Advisor and the local counterpart. The service monitoring 
systems will be simple so as not to be excessively burdensome to service pro
viders. Nevertheless, these systems will be extremely useful for operations 
research work over the life of the Project and be valuable to Somali institu
tions thereafter for ongoing planning and munagement purposes. 

6. Contraceptive Social r1arketing Program 

The PHS Project will provide support for the 4Stablishment of a 
contraceptive social marketing program in order to assess its acceptance and 
effectiveness in expanding the number of locations where people can obtain 
contraceptives. A CSM Unit will be established with the following Somali 
staff: a Director, a Marketing Manager, an Office and Finance Manager, and 
field and office support staff. This Unit will be guided by an Advisory 
Board made up of representatives of the key family health institutions as 
well as the pharmaceutical organization and other business interests. This 
Unit will have responsibility for: conducting market tests for prices, brand 
names, and packaging and promotional materials design; arranging for the pro
duction of the packaging and promotional materials outside of Somalia; set 
up the system for packing the countraceptives in-country; and launch product 
sales and maintain distribution channels directly to retailers. The CSM pro
gram is targeting the 350 pharmacies for condoms and pills and 750 other re
tail outlets for condoms in the six urban areas of Somalia: Hargeisa, Berbera, 
Burao, Mogadishu, Baidoa, and Kismayo. The country will be treated as two 
divisions, north and south, and serviced by two teams, one in the North and 
one in MogadishU. 

Project su?port for CSM will include: short-term, periodic tech
nical assistance to help set up the program and conduct the needed SinalI-scale 
research studies; study tours for the managerial staff; commodity support for 
contraceptives, vehicles, and office equipment; purchase of materials (paper 
and cardboard) for the packaging and promotion and their printing outside of 
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Snmalia; and local currency support for staff salaries, packing costs (piece 
rate for the packers), fuel and vehicle maintenance, local travel and office 
expenses. Experience in other countries indicates that the following might 
be accomplished during the first year: sales of 1 million condoms and 120,000 
cycles of pills. 

E. Participants: 

The Somali Family Health Care Associaton will be the coordinating in
stitution for operations research activities. Operations research skills will 
be developed and activities will be undertaken in all lEe and service delivery 
institutions, including: Ministry of Health, Ministry of Education, and Somali 
Women's Demncratic Organization. The Family Health Survey will be undertaken 
through the ~inistry of Health with technical assistance from the Central 
Statistical Department of the Ministry of National Planning for the sample de
sign and data collection and processing. 

F. Beneficiaries: 

The immediate beneficiaries of activities supported under ~his Com
ponent are the staff of the participating institutions who will receive 
training and financial support. The secondary beneficiaries are the lEe and 
service delivery managers who will have accurate, timely infonmation and 
analyses on which to base decisions on program approach and resource alloca
tions. The ultimate beneficiaries are theusers of family health services; 
Somali couples, mothers, and children who will benefit from more effective 
and efficient fcmily health programs. 

G. Inputs: 

1. USAID Contribution: ($ 1,610,000) 

a. Technical Assistance ( $ 1,040,000) including: 24 person
months long-term assistance for an Operations Research Advisor; 3 person
mont~s short-term assistance in evaluation service delivery operations; and 
13/e~rson-months short-term assistance in social marketing; 2 person-months 
short-term trainer assistance in operations research methods; 4 person-months 
research monitoring assislence; 1 person-month for focus group supervision; 
1 ~€rson-month assistance in data processing; 1 person-month in sampling de
sign; and 4 person-months to support Project evaluations. 

b. Traini.ng ( $ 15,000) including: study tours for the operations 
research associate and managers of the contraceptive social marketing program. 

c. Commodities ( $ 380,000) including: vehicles and the raw 
materials for the packaging and promotion of the CSM program. 

d. Contingency ( $ 175,000) 

2. GSDR Contribution ( $ 810,000) including: salaries for the staff 
of the OR and CSM Units, travel and per diems, packing for the contraceptives, 
and related costs. 
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3.0 COST ESTIMATES AND FINANCIAL PLAN 

3.1 Tbtal Costs of the Family Health Services Project 

The total cost of this Project is estimated at approximately $22.6 million 
over the life of the Project. The total includes a $10.1 AID grant, $10.3 
contribution from GSDR, the provision of over $600,000 in support from AID 
centrally-funded contracts, and over $1.6 million from UNFPA and the Govern
ment of Italy. 

Figures 4-8 present the major budget allocations for the AID Grant and 
GSDR contribution. Figure 4 shows the PHS Project costs by component and, 
for the AID Grant, the specific allocations by the type of input, e.g. tech
nical assistance and training, and for the GSDR contribution, the allocations 
(given in dollar amounts) for each institution. The expenditures by year of 
the AID Grant are presented in Figure 5, and Figure 6 shows the methods of 
implernentaion and financing for the various inputs under the Grant. The de
tailed figures and breakdowns for expenditures under the Grant are provided 
for reference in Section 18.0 and can be related to the implementation sched
ules in Section 15.0. Finally, Figure 7 gives an overview of the GSDR contri
bution to Project costs by major budget categories and by year. Details of 
these allocations by component and by institution are available for reference 
in Section 19. 

All costs shown in Figures 4-8 and in Sections 18 and 19 are based on 1984 
prices and are considered reasonable and firm. The AID Grant was calculated 
using an inflation factor of 6~ per annum for the technical assistance and an 
inflation factor of 10% for participant training. The costs for the cOlmlOdi
ties include a procurement and shipping charge of 42% and an inflation factor 
of 7%. GSDR costs include a 5% inflation factor for the categories of per
sonnel, training and conferences, fuel, communicaitons, and vehicle mainten
ance. An inflationary factor of 25% was used in calculating the amounts for 
materials and supplies as well as equipment. To insure adequate bUdgetary 
flexibility, the budget for the AID Grant includes a 12% contingency and the 
budget for the GSDR contribution a 15% contingency. 

The calculations of the costs to other donors for their inputs and for 
the inputs of centrally-funded AID support are based on figures pr.ovided to 
the Design TeCUl1i where specific budget figures were not available, levels of 
effort were estimated and costs calculated using standard costs figures. 

3.2 Analysis of Finill1cial Inputs. 

3.21 AID Grant Financial Arrangements and Procurement 

A. Obligation Schedule 

The obligation schpoule given below shows the monetary requirements 
by fiscal year to meet coe implementation actions as shown in Section 15. Re
quirements for FY 84 were kept within the OYB limits of $1.6 million. The 
requirement for FY 1985 includes the funds required for the first two years 
of funding for the technical assistance contract. The remaining requirements 
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Fi 9 u re 4 

AID GRANT FHS Pro je ct Cos ts 

(000) 

by Com pon en t 

+echn i ca 1 Assistance 

Lon :; Term 

Sho rt Term 

FS U 

Training 

Commodi ties 

Component 

450 

410 

40 

1,150 

Comonen t 

1,770 

1,070 

660 

40 

190 

440 

II Component 

1,040 

680 

320 

40 

195 

2,330 

III Component 

1,040 

485 

520 

35 

15 

380 

IV To tal 

4.300 

2,235 

1.910 

155 

400 

4,300 

\. I". 
", 

Sub- To tal 

Contingen:y 

TOTAL 

1,000 

195 

1,795 

2,400 

295 

2,695 

3,565 

435 

4.000 

1,435 

175 

1,610 

9,000 

1,100 

10,100 
-----------

GSDR Contribution (in US S) 

MONP 4,530 
CDC 
WED 

S FHCA 
SWDO 

610 
1,445 

330 
620 

3,005 

MOH 1,945 OR/SMP 820 10.300 
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AID GRANT 

Technical Assistance 

Long Term 

Short Term 

Fi e 1d Support Unit 
( FS U) 

Training 

Comma di ti es 

Sub-total-

Contingency 

FY84 

75 

75 

55 

1.250 

1.380 

170 

FY85 

922 

340 

550 

32 

250 

770 

1.942 

240 

FHS 

Figure 5 

PROJECT COS TS 

(000) 

FY86 

1.039 

505 

500 

34 

80 

578 

1.697 

210 

BY YEAR 

FY87 

1.211 

735 

440 

36 

15 

515 

1.741 

205 

FY88. 

938 

555 

345 

38 

582 

1:520 

190 

FY89 

115 

100 

15 

605 

720 

85 

TOTALS 

4.300 

2.235 

1.910 

155 

400 

4.300 

9.000 

1.100 

IQHb§ 
==1~~~~= =~:!~L =t~~~L =!!:~~g= =!!:U2= 805 ===== IQ:IQQ== 
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Figure 6 

Methods of Implementation and Financing 

Implementation 

Technical Assistance 

Direct AID Contract 
(L/T & sIT) 

PASA 

AID/W Centrally funded 
contract to which project
will contribute 

Direct AID contract 
(Eval, Mgmnt, Financial 
&Coord. Specialist) 

Logistical support from 
Field Support Unit (FSU) 

Training 

Direct Placement (early,
short term) 

Direct AID Contract 
Commodities 

Supply contracts" PSA IS 

and direct POlS (Mission
initiated PIO/Cls for 
component 1-4) 

Direct AID contract 
(films, supplies, equip.
in component 3) 

GSA (Mission initiated 
for contraceptives) 

Direct AID Contract 
(packaging materials 
for component 4) 

Financing 

Direct reimbursement 

Direct reimbursement 

Direct reimbursement 

Direct reimbursement 

AID PSC &PO 

Direct payment 

Direct reimbursement 

Direct reimbursement 
Bank L/Com, Direct L/Com 

Direct reimbursement 

Direct reimbursement 

Direct reimbursement 

Approx. Amount 
(U.S. $000) 1/ 

$ 3,650
 

305
 

370 

325 

170 

110 

350 

1,925
 

530
 

2,083
 

282 

$ 10,100
 

1/ all figures include
contingency factor 
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Fi g ure 7 

GS DR PROJECT COS TS 
( SOOO) 

BY CA TE GORY 

Pe rsonnel 

:1aterials 

Equipment 

Fuel 

CY84 

41 

35 

155 

20 

CY85 

467 

218 

150 

CY86 

500 

99 

286 

CY87 

273 

59 

53 

CY88 

264 

67 

57 

CV89 

214 

56 

53 

TOTALS 

$1,759 

534 

155 

619 

Vehicle M'tnce 1 55 60 35 36 30 217 

\.~ 
----J 

Bldg. Renovation 

Special Travel 

FSU Cos ts 

Printing 

Communications 

Family Health Svy II 

Travel & Trans. 

Training an d Con f. 

Contingency 

9 

53 

3 

32 

$349 

52 

19 

26 

116 

43 

7 

1,672 

145 

$2,918 

438 

66 

49 

48 

7 

1,694 

210---
$3,019 

448 

1 

7 

170 

259 

$857 

128 

1 

8 

112 

195 

314 

S1,054 

158 

6 

169 

272 

SBOO 

79 

l!i 

101 

218 

96 

35 

112 

3,932 

1,200 

$8,997 

1.303 

TOTALS $401 $3,356 $3,467 $985 $1,212 5879 $10.300 

- 37 -



Contraceptive 

Fi;ure 8 

Nee :is and Co 5 ts by Year and Type 

FY84 FY 85 FY86 FY87 FY88 FY89 Total Oty. 

Condoms 
@ .05 

993,240 
( $49,652 ) 

2,705,8JO 
($135,2:l0) 

3,265,632 
($163,282) 

3,885,152 
($194,258) 

4,212,304 
( $210,615) 

15,062,128 

Pills 
@ .21 

552,6l0 
($116,0~~) 

679,497 
($142,694) 

747,BJ1 
($157,057) 

726,321 
($152,527) 

2,706,319 

I 'J Os 
@ .71 

Jell y 
@ .50 

4,690 
($2,345) 

8,300 
($4,150) 

1,017 
($722) 

11,010 
($5,535) 

4,701 
($3,338) 

11,755 
($5,878) 

5,255 
($3,731) 

13.135 
($6,568) 

5,807 
($4,123) 

14,521 
($7,261) 

16,780 

63,471 

~ 
[/\

.J 

Applicators 
@ .36 

I UO Kits 
@ $143.00 

4,690 
($1,688) 

100 
($14,300) 

4,690 

$18,333 $53,812 $257,5;5 $315,192 361,614 $374,526 
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for the contract are shown for FY 1986. A detailed breakdown of the alloca
tions/requirements for funding are provided in the obligation schedule in 
Section 18.0. 

FY 84 F Y 85 FY 86 FY 87 FY 88 Total 

1,600 3,400 3,000 1,400 700 10,100 

B. Technical Assistance 

As seen in Figure 6, AID will finance a major part of the technical 
assistance requirements through a direct AID contract; this contract will 
cover 9 years of long-term technical assistance and 68 months of short-term. 
The remaining short-term technical assistance will be financed through three 
mechanisms: (1) a PASA arrangement for technical assistance form the Center 
for Disease Control and from the u.S. Bureau of the Census; (2) direct AID 
contracts for the services of selected specialists (for coordination, for 
management structures, for financial accounting, and for evaluation); and 
(3) direct contributions to centrally-funded AID contracts for specific ser
vices needed for this Project. The contributions to centrally-funded con
tracts will cover 14 person-months of short-term assistance for demographic 
surveys and conferences in FY 85 and 86 and 7 person-months of tedmical as
sistance tor the Family HealLll Survey in FY 87 and total $372 thousand. The 
direct contracts will provide for 18 person-months of assistance at a cost 
of $327 thousand. Figu':"e 6 also includes funding for the Field Support Unit 
which will provide logistical support forthe long-term advisors; these ser
vices will be procured through purchase orders and personal services contracts. 

C. Training 

Ninety person-months of short-term training and study tours to third 
countries will be provided to the Project-related staff of the GSDR institu
tions participating in the Project. USAID will initiate short-term training 
programs for 22 person-rronths.· All remaining short-term training 
and study tours will be arranged by the contractor. 

D. Commodities 

The ~ portion of the ccmnodities will be procured by the Mission 
through the issuance of purchase orders, procurement service agents, and direct 
supply contracts. During 1984, the Mission will initiate the procurement of 
the 'onputer, project vehicles, and a part of the audio-visual equipment and 
mater~a18 to be used for Canponent 2. Procurement of the contraceptives for 
Component 3 (and for the social ma.rketing program in Component 4) will be 
managed by the Mission through GSA. Figure 9 presents J'he contraceptive pro
curement schedule by quantity and cost. 

3.22 GSDR \'mtribution. 

A breakdown of the budget by category of cost for the GSDR contribution is 
presented in Figure 8. Section 19.0 contains the detailed breakdowns by pro
ject component, agency and year. 
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Personnel costs include the payment of salary supplements and, for the or
ganizations which will be established under the Project, salaries. These organ
izations include the Infolmation, Education, and Communication Unit and the 
~rations Research Unit to be established under LIe Sanali Family Health Care 
Association, and the Social Marketing Unit which will care under the SFH CA 
umbrella. 

Materials include those to be used in thepreparation of educational and 
promotional brochures and pamphlets, posters, announcements, questionnaires, 
handbooks, etc. These are particularly important to the activities of the 
SWDO, Ministry of Health, WED, ~DC and the Social Marketing Unit, all of which 
will conduct training ~~i other outreach activities under the Project. 

Equipment consists primarily of locally made and available office furniture 
to be used in the newly established institutions as well as those on-going 
agencies which are expanding their physical plants for Project purposes. 

Costs for fuel are calculated at $616 thousand and are high due to the 
IEC and outreach activities planned for the participating organizations, 
training and conference activities to be conducted by the MOH, and for the 
conduct of the census by the ~tinistry of National Planning. 

The Project will use the existing vehicle maintenance facility of the 
Rural Health Delivery Project for the service and repair of its vehicles, which 
will be the same as those presently being serviced by the garage. Spare parts 
will be ordered to supplement those already available and the mechanics will 
be familiar with the vehicles. Estimated cost for the maintenance and repair 
of the vehicles is $3000 per vehicle per year. 'l'hese costs are apportioned 
among the agencies which will be receiving the vehicles for Project use. 

BuildLng renovation includes the repair and modest renovation of office 
space to be allocated to the Family Health/Family Planning Division of the 
Ministry of Health and selected modest renovations of an MCH center in 
Mogadishu to permit its use as a training site for clinical training and IUD 
insertion. 

Special travel costs include those which will be necessary for implenenting 
the census and its follow-up activities. The figures for hiring and guides 
and camels are estimates based on the number of watering holes which will need 
to be covered for the census of the nomads. 

The FSU is included in the Shillings bUdget to cover the costs of housing, 
maintenance, utilities, and security for the long-term advisors to beiprovided 
under the contract. These costs are also apportioned among the parti~ipating 
institutions. 

Printing covers the costs involved for preparation of materials for the 
Social Marketing progLam, as well as conferences, data analysis and conference 
activities of the MONP, and other promotional materials. CaT111unications in
cludes the mail and telex fees estimated for the entire life of the Project. 

The Family Health Survey is a special activity to be conducted under Com
ponent 4 during CY 88. It will require payment for i.nterviewers, coding, data 
analysis, and travel. 
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The travel category includes a large component for the 1986 Census ac
tivities of the MONP. 'l'ravel also include supervision and outreach activities 
of the other participating agencies. 

Training and conferences includes the costs of travel and per diem to be 
paid to the trainers and participants in the wide variety of training courses 
and seminars to be provided under the Project. 

3.23 Other USAID Funding 

Inputs will also be provided by selected centrally-funded contractors. 
These are listed below with estimates of their inputs in level of effort and 
dollar amounts. 

P~oject/Contractor Level of Effort Dollar Amount 

Demographic Data for 3 person-months of TA 47,000 
Development 

RAPID II 3 technicians over 2 115,000 
month period, etc. 

INPLi\N 3 person-months of TA 85,000 

Population Communica 4 person-rronths of TA 56,000 
tion Services (PCS) 

Family Planning Inter 3 person-months of TA 46,000 
national Assistance 

JHPIEGO and Association Training for up to 15 100,000 
for Voluntary Sterili staff for 2 months per 
zation (AVS) person 

INI'RAH 3 technicians for 2 83,000 
person-rronths each 

and 
training for up to 10 68,000 
staff for 2 months per 
person 

TarAL 600,000 

3.24 Other Donors 

The lnajor contributions of other donors to this Project will be in the 
census component, The United Nations Fund for Population Activities has 
t~<en the lead in supporting the census effort and soliciting contributions 
of other donors. The lmFPA will provide long-term training to selected staff 
of the MONP, three long-term advisors to the MONP in overall census manage
ment, census cartography, and data processing, funding for incidental costs, 
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including paper and other supplies, and some vehicles. (The UNFPA has also 
provided support for the census under a project geared to assist the GSDR in 
preparation [or the census.) The total estimated costs of the UNFPA contri
bution are: $ 967,000 

The Government of Italy through the UNFPA will also provide support to 
the census. They will give vehicles, prepare the site for the installation 
of the computer, support office space, and purchase cartographic equipment. 
Total contribution is estimated at: $ 702,000 

4.0 IMPLEMENTATION PLAN 

The Implementaion Plan for this Project provides a framework for executing 
the proposed component activities in a coordinated and mutually reinforcing 
manner. Three factors are critical to the success of this Plan: (1) the 
efficient operations of three separate executing agencies, (2) an effective 
coordinating structure, and (3) a U.S. Private Contractor qualified to provide 
technical assistance and procurement support. 

4.1 Overall Project Implemenation Responsibilities 

The Ministry of National Planning will have the overall responsibility 
for the implementation of the project. The Ministry of Foreign Affairs will 
authorize the Grant Agreement and approve all substantive Project modifica
tions. The Ministry of National Planning will administer the Project Coordi
nating Committee. . 

Three institutions: the Central Statistical Department of the Ministry of 
National planning, the Family Health/Family Planning Division of the Ministry 
of Health, and the Somali Family Health Care Association will have executive 
responsibilities for implementing the Project. The Central Statistical De
partment will be responsible for implementing the Population Data and Policy 
Component. The Family Health/Family Planning Division will implement the 
Family Health Services Component. The SFHCA will have the overall responsi
bility for implementing the IEC and Operations Research Components. The 
Ministry of Foreign Affairs and the MONP will delegate selected financial and 
management aut~arity to the executing agencies to ensure the smooth implementa
tion of the Project. 

4.2 The Coordinating Structure 

Somali institutions receiving Project assistance include: the Somali 
Family Health Care Association; the Central Statistical Department; the 
Family Health/Planning Division; the Somali Women's Democratic Organization; 
the Ministry of Education's Curriculum Development Center, the population 
Education Department and the Women's Education Department; and the Ministry 
of Information and National Guidance. 
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A Proj~ct Coordinating Committee will be established which includes re
presentation from each of these institutions and USAID. The function of the 
Coordinating Committee is to provide a forum for discussing the progress, 
problems, and issues related to Project activities. The Cornnittee will meet 
four times a year. The MONP will Chair the Corrmittee and the SFHCA will pro
vide the Secretariat. The SCcretariat will be responsible for setting 
agendas and recording the proceedings of Corrmittee Meetings. Decisions of 
the Committee will be acted upon by the Chairman under the authority of the 
Director General, MONP. Special technical assistance will be provided to this 
Committee for setting it up and its on-going operations. (See Section 4.4.) 

In addition, the Secretariat will: (1) serve as a clearinghouse for in
formation related to Project activities; (2) identify, investigate and bring 
to the attention of the Committee the general issues which constrain the 
development of family health services and population policies in Somalia; 
(3) recommend methods of integrating the activities of the various institu
tions involved in family health services and popUlation related activities. 

4.3 Project Contractor 

The shortage of skilled personnel within the GSDR precludes the possibil
ity of using a Host Country contracting mode. (See Administrative Analysis, 
Section 13.4.) Instead, a Direr.i: AID Contract, competitively selected, will be 
used to hire a Project Contractor. The Contractor will be responsible for 
providing technical assistance, procuring commodities, and supporting parti
cipant training. The Design Team recommends that selection of highly quali
fied long-term advisors and prior overseas experience in providing family 
health services, and procurement of commodities, especially in Africa, be 
given highest priority in the selection of the Project Contractor. 

The USAIO Mission, with the assistance of the GSDR, will prepare a Request 
For Proposals (RFP). Once the Project Paper is approved and funds obligated, 
USAIO will forward the RFP to AID Washington for advertisement. The Mission 
has requested that the selectiot, and contracting of the Project Contra~tor be 
undertaken by USAID Somalia with the assistance of the Regional Contracting 
Officer (RF..DSO/ESA). Bidders will forward separate technical and p:-ice pro
posals directly to the USAID/sanalia office. The selection Conrnittee will 
be composed of the Regional Contracting Officer, the Project Officer, the 
Project ~~nager, and two GSDR officials. 

4.4 1'echnical Assistance 

'!'he Project prnvides 220 lJOrson-months of technical assistance. Forty 
person-months of this technical assistance will be managed by USAID in support 
be selected activities under the Population Data and Policy component and for 
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the lEe and Clinical Family Health Serv'ices components, as well as the overall 
project management and coordination prior to the contractor's arrival in
country. The U.S. Bureau of the Census will provide 15 person-months of 
short-term technical assistance under a PASA arrangement. The remaining 180 
months will be provided by the Project contractor, including 108 person-months 
of long-term assistance and 72 person-months of short-term assistance. 

The USAID/Somalia Field Support Unit will be responsible for providing 
housing, utilities, and guard services for the Project's long-term technical 
assistance personnel. 

4. 5 Procurement 

A substantial portion of the procurement needs of the Project will be met 
up front through Mission-initiated procurement actions. Key items will be the 
mainframe computer, vehicles, and some audio-visual equipment. The Mission 
will also manage the procurement through GSA of all of the contraceptives re
~lired over the life of the Project. The Project Contractor will be requested 
to procure all of the remaining commodities, as indicated in the Procurement 
Plan (See Section 14.0.) as a separate part of the overall contract. The Con
tractor will be required to purchase, ship and insure Project commodities as 
per the procurement schedule. The Contractor will provide a quarterly report 
on its procurement activities to the USAID Controller and Project Officer with 
copies to MONP. The Mission's Field Support Unit will be responsible for 
clearing and receiving the commodities in Somalia. 'the FSU will be supplied 
with local funds from the Generated Shillings Account, equivalent to 5% of the 
total cost of the commodities for arranging warehouse space, local purchases, 
hiring local employees, and assisting in the inventorying of end use of the 
commodities. 

4.6 Disbursement of Funds 

Foreign exchange costs will be provided fran the Project. Budgeted local 
costs will be provided fran the Shillings Account generated by the Commodity 
Import Program and the PI. 480 Program. Allocation of funds for the Project 
will be made according to the Project Financial Plan and Obligation Schedule. 
(See Sections 3.0 and 18.0.) . 

Disbursement of foreign exchange will be made by the Contractor on a rc
imburseable basis by USAID/Sanalia. The Contractor will receive funds as 
established in the contract and provide regular reports to the USAID Somalia 
CJntroller and the Project Officer. Disbursement by USAID will be executed 
through the regular disbursement instruments and recorded by the Mission 
Controller. 

Overall agreement to finance identified local costs for the Project fran 
the CIPL Shillings account will be established between the GSDR and the Mis
sion prior to the lclease of funds from USAID. Disbursement of funds from the 
CIPL Account to the executing agencies of the Project will follow standard 
procedures. The executing agency will prepare an annual budget which fore
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casts the levels of local currency which will be needed for project implement
ation in the following year. These budgets will be submitted to the Ministry 
of Finance by the executing agencies. The MOF will prepare an overall budget 
which will be reviewed and approved by USAID before it is sent to Parliament 
for its approval. The MOF will then prepare a disbursernent schedule which 
again is approved by USAID before funds are released. Financial monitoring 
and controls are provided by the MOF/CIPL Audit Section. 

The allocation and phasing of lOCal costs are presented in the Financial 
Plan (See Sections 3.0 and 19.0). 

4.7 Project Implementation SChedule 

An overall project Implementation Schedule is presented on the next page. 

4.8. Implementation Plans for Project Components 

Implementation plans for each of the four components are provided in the 
Annexes. (See Section 15.0.) The phasing of the activities of each component 
and their relationships to each other are presented in the Implementation 
Scheme at the end of Section 15.0. 

5.0 MONITORING PLAN 

The following Monitoring Plan has been established to accurately track the 
progress in implementing the Family Health Services Project. This Plan iden
tifies the persons responsible for monitoring the Project, describes the type 
of information which will be required, and proposes ways in which this infor
mation can be collected. 

5.1 AID ~Bnagement System 

The USAID Population Officer, who will serve full-time as the Project 
Manager, will have the overall responsibility for monitoring the Family Health 
Services Project. 

The activities to be carried out under AID Project management, which re
present the Project Manager's responsibilities for the Project, ar~ listed in 
Table 4.1 of Section 4.0 and also presented in th~ Implementation bchedule 
for AID management in Section 15.0. 

As shown in the Irnolemcntation Schedule in Section 15.0,the initialmoni
toring work will focus on the Conditions Precedent and Covenants in the Project 
Grant Agreement. After signing the Grant Agreement, a Project Implementation 
Letter will be sent to the GSDR Ministry of Foreign Affairs (MOFA). When the 
Condition Precedents to disbursement are satisfied, a Project Implementation 
LeLter, cleared by Regional Legal Advisor, will be passed to the MONP, MOH 
and SFHCl\. This w.ill constitute the approval for the disbursement of funds 
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Table 4.1. FAMILY HEALTH SERVICES PROJECT IMPLEMENTATION SCHEDULE
 

MONTH ACTIVITY RESPONSIBLE OFFICER
 

PROJECT DEVELOPMENT 

1 Final PP Draft Submitted. 
1 Project Authorized. 

FINAL NEGOTIATION 
Draft ProAg and PIL No.1 to 

Grantee 
1 Negotiation of ProAg and PIL 

1 Grant Agreement Signed 
1 Funds Obligated 
1 AID/Washington Advised 
1 Press Release 

1 Project Manager Designated 

2 Conditions Precedent Met 

Condition Precedent No.1 
Condition Precedent No.2 
Condition Precedent No.3 

Population Advisor 
Mission Director 

Mission Director/GSDR 

Controller 
Pop Advisor/Director 
Pop Advisor 

Mission Director 

Population Advisor/GSDR 

(Project Coordinating Committee 
formed) 

CONTRACTOR SELECTION 

1 

1 

2 

4 

5 

6 

6 

8 

USAID Finalizes RFP 
USAID Forwards RFP to AID/W 
AID/W Publishes RFP 
Bidders Submit Proposals 
Contractor Selected 

Contract Signed 
In-country Logistics Support 

Arranged 
Long-term IEC Advisor and 

Long-term Training and 
Management Systems Advisors 

Arrive In-Country. 
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Population Advisor 
Population Advisor 
AID/W 
Bidders. 

Committee 
Contractor/USAID 

Pop Advisor/FSU 

Contractor 



~MO~N:.:.:T~H~. --=-=A.=..CT..:....T.:....-V_T T.~Y 

SHORT-TERM ADVISORS (COMPO-
NENT No.1) (see section 15.0 
for more detailed schedule). 

USAID Prepares PASA for BUCEN1 
Assistance to Cenuse 

On-going USAID Identifies TA Needs 
(see sec. 15.0) 

On-going USAID Prepares Scopes of Work 

As needed USAID Prepares PIO/T for Add-on to 
(see sec. 15.0) Centrally-funded Contractors or 

Individual Consultants 

As needed USAID Arranges Logistics 

As needed USAID Monitors Performance 

SHORT-TERM ADVISORS (OTI-IER CQ\1P()
NENTS) (see section 15. 0 for more 
detailed schedule). 

On-going Contractor Identifies TA Needs 

On-going Contractor Prepares Scopes of Work 

As needed Scopes of Work Approved 

As needed Contractor Arranges Logistics 

On-going Contractor Monitors TA Performance 

on-going Contractor ,{eports to USAID on TA 

PROCUREMENT OF CQ\MJDITIES 

1 USAID Prepares Specs. for First 
Round of Commodities 

2 lJSAID Prepares PIO/C's for First 
Round of Con~odities 

4,6,8,10 USAID Monitors PIO/C's Status 

12 Conul1oditics Arrive and are Cleared 

As needed USAID Prepares PIO/C's for Contra
ceptive Procurement (see section 
15.0 for schedule) 
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Population Advisor
 

Population Advisor
 

Population Advisor
 

Population Advsior
 

Population Advisor
 

Population Advisor
 

Contractor
 

Contractor
 

GSDR/USAID
 

Contractor
 

Contractor
 

Contractor
 

Population Advisor/FSU 

Population Advisor/FSU 

Population Advisor/FSU 

FSU 

Population Advisor/FSU 



~NTI-{ ACfIVITI RESPONSIBLE OFFICER 

As needed 

As needed 

See Procure
ment Plan 

7-8 

8-9 

9-10 

11-14 

12-15 

On-going 

On-going 

On-going 

On-going 

9,18,30.42 

10,19,31,43 

11,20,32,44 

USAID Monitors Contraceptive 
PrC""11rements 

Contraceptives Arrive and are 
cleared 

Contractor Prepares Specs. 

Contractor Orders Commodities 

Contractor Monitors Orders 

Commodities Arrive and are 
Cleared 

PARfICIPANT TRAINING 

Organizations Identify Trainees 

USAID Prepares PIO/P's 

Logistics Arranged 

Participants Leave 

Participants Return 

Organizations/Contractor Identify 
Trainess
 

Contractor Arranges Courses
 

Participants Leave
 

Participants Return
 

IMPLFMENI'ATION PlANNING 

Contractor Prepares Workplans 

Review of WP with USAID/GSDR 

Contractor Submits Final Workp1an 

Population Advisor 

FSU 

Contractor 

Contractor 

Contractor 

FSU 

Population Advisor/GSDR 

Population Advisor 

Population Advisor 

Population Advisor 

GSDR/Contractor 

Contractor 

Contractor 

Contractor 

Contractor/USAID/GSDR 

Contractor/GSDR/USAID 
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rvDNIH ACTIVIlY RESPONSIBLE OFFICER 

MANAGEMENT AND EVALUATIONS 

Every Quarter Contractor Submits Reports 
(Mar, Jun, Sept, and Dec) 

Every Quarter 
(Apr, Jul, Oct, 
and Jan) 

24 

48 

50 

60 

Project Coordinating Committee 
Meeting 

First Evaluation 

Second Evaluation 

Preparations Start for 
Follow-on Project 

PACD 

Contractor 

GSDR 

Population Advisor/REDSO/
AID/W 

Population Advisor/Selected
Consultants 

Population Advisor 
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for speciflC conponents where Conditions Precedent have been met. The USAID 
Project Manager will, over the life of the ?~oject, follow Project inplem'"'nta
tion to ensure that Project activities comply with the agreed upon Covenants 
and other AID policies, procedures and regulations. 

Much of the Mission's monitoring attention will be focused on the Project 
Contractor. The Contractor will prepare an Annual Work Plan which will be 
consistent with the overall implementation plan for the Project; in it will 
be detailed how the major tasks will be accomplished, set deadlines and time 
periods within which these tasks are to be accomplished, identify the respon
sible parties for implementing the tasks, and quantify task inputs and outputs. 
This plan will be used to assess progress and identify problems with imple
mentation. The Contractor will submit quarterly reports specifying the levels 
of Project inputs which were provided (e.g. person-months of technical assist
ance), tasks which were completed and the significant outputs which were 
achieved. With regard to inputs, the reports will supply details on the 
status of technical assistance, training, commodity procurement, and financial 
disbursement. For the outputs the Contractor will identify those achieved for 
the Project as a whole and for the components for which they have responsibil
ity (i.e. lEe, Clinical Family Health Services, and Operations Research). 

Activities for which the Contractor is not responsible, such as the census 
and various centrally-funded activities, will be monitored directly by the 
Project Manager. Short-term advisors will submit work plans and trip reports 
which identify accomplishments, specify proLlems, and present plans for any 
follow-up actions required. Table 5.1 presents the centrally-funded and PASA 
inputs with the corresponding time frame. Table 4.1, the Implementation 
Schedule for the FHS Project, and Table 5.1 together constitute the management 
responsibilities of the Project Manager. 

Under Component 1, the Project Manager will be responsible for preparing 
the documents for the PASA arrangenent with the Bureau of Census for technical 
assistance and arrange for their lodging in MogadishU. The BUCEN staff will 
be responsible for all other logistical arrangements and for maintaining con
tact with the Mission regarding progress and problems. The Project Manager 
will also monitor the activities of the Centrally-funded contractors who will 
assist in the analysis of the 1980 Survey of Population and the 1982 Settle
ment Survey, and with the representatives of these contractors, develop the 
scopes of work of the portions of their work to be funded by the Project. The 
Project Manager will also initiate the PIOITs fo~ the technical assistance 
to be provided ]n the execution of the demographic studies, the workshops and 
conferences of this component. 

Under Components 2 and 3, the Project Manager will be responsibile for 
arranging for the technical assistance needed for starting the TEe Unit and 
conducting the baseline surveys and for assisting the Ministry of Health to 
develop its ovm workp1ans und management structure, revise its lc~istical 

systems, and irnprove its financial systems. These actions are shown in the 
ImplGmentation Plan in Secf-ion 15.0. 

Procurement will be uJ.vieed between thG USAID Mission and the Project 
Contractor; the moni.toring systGm will be designed accordingly. (See Section 
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2 

TableS.I. Centrally Funded/Mission Managed Project Inputs 

Month 

1, 3, 5, 8, 
15, 21, 24, 
30 

2, 3, 4, 6 

3, 5, 6 

1, 2 

3, 4, 5 

3, 6 

10, 15 

28, 42 

34, 38 

33-47 

JActivi , 

TECHNICAL ASSISTANCE 

Assistance to the 1986 Somali 
Census 

Analysis and report for 1980 
Survey of Population 

Settlement Survey Analysis 
and report 

Planning for IEC Unit 

Conduct of IEC inventories 
and survey 

Definition of FH/FP 
Divisions structure and staff 
roles and responsibilities 

Review/revision of logistical 
and service information 
systems. 

Demographic Surveys 

Population Conferences 

Workshops on data use in 
planning 

Conduct of Second Family 
Health Survey 

Source/Funding Mechanism 

BUCEN/PASA 

Demographic Data for 
Development (Central 
and FHS) 

INPLAN contractor 
(Central and FHS) 

FPIA 

Population Communica
tion Services 

To be determined. 

Center for Disease 
Control 

To be determined. 

To be determined. 

DDD/INPLAN - FHS Project 

Demographic and Family 
Health Survey contractor 
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14.) The USAID Field Support Unit assisted by the Project Manager will be 
responsible for USAID procurement and the required documentation will be de
posited in the Mission. The monitoring of the Contractors procurement will 
be the responsibility of the Project Manager. The Project Manager will 
utilize the Quarterly Procurerrcnt Reports which will include the specifica
tions for the carmodities which have been ordered, their source and origin,. 
cost and delivery dates. The Project Manager will also rely on site visits, 
trip reports and evaluations to monitor the procurement under the Project. 
The scheduling of major procurement actions which are the responsibility of 
the Project Manager are shown in Section 15.0. 

~~II,~J ',.\1,' ..~,~" 
T'ne Project Manager will alGo.monitor the participcmt training provided 

under the Project. For the IEC,lClinical Family He&lth and Operations Research Canpon
ents, the Project Contractor will keep records of all training provided by 
the Project and include this information in quarterly reports. Likewise, 
BUCEN will provide information on its training programs and trainees in its 
reports. Additional information on the Project's training ?ctivities will be 
obtained from visiting training sites, observing training sessions and ex
amining training materials. 

other actions for which the Project Manager will be responsible include: 
assistance to the participating agencies in preparing their first budgets for 
the CIPL Unit (before the contractor arrives in-country); arranging for the 
scheduled evaluations; and maintaining contacts and liaising with all of the 
participating agencies. 

The availability of funding for project implementaiton will be monitored 
by the USAID/Somalia Controller. The Controller will review the quarterly 
reports of the Contractor and e~Jenses incurred by the Mission to ensure that 
expenditure levels are within the limits of the approved fiscal authority. 

Semi-annual reports will be prepared by the Project Manager for the Mission 
Director and AIDAv. These reports will follow the standard format established 
by AID/Africa Bureau. 

A chronologi~al filing and record keeping system for the Project will be 
established at USAID/Somalia to facilitate Project monituring. 

5.2 GSDR ~Dnitoring System 

The PHS Project Coordinating ComrrUttee will serve as the principal mech
anism for the GSDR to monitor Project implementation. As the Secretariat to 
the Committee, the SFHCA will request from the executing agencies and organi
zations quarterly progress reports, prepared according to a standard format. 
These reports will be assembled, duplicated, and distributed to the Committee 
members before their quarterly meeting. In addition to the review of this 
gJarterly report, the Committee will provide the opportunity for the partici, 
pating institutions and USAID to discuss problems, resource allocations, pro
posed Project modifications and other issues arising from the implementation 
process. Minutes of the meetings will be documented; these and the reports 
presented to the Committee will constitute a valuable resource for overall 
Project monitoring. 
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At the sub-project level, the Operations Research Uni.t will be involved 
in strengthening and, in some cases, creating, monitoring systems for local 
institutions involved in family health activities. The long-term advisor and 
the Somali counterparts will be responsible for developing and integrating 
these systems so that they can be utilized for Project monitoring. 

6.0 S~ARY OF ANALYSES 

6.1 Summary of Technical Analyses 

The four separate components require different technical considerations. 
The surrmary of each component analysis is treated below: 

A. Component One: Population Data and Policy 

The Project's data and policy assistance is one element in a broad 
population program. This component supports data gathering and evaluative re
search necessary for government leaders to: (1) 3stablish the current size, 
distribution and needs of the population; and (2) plan programs and formula~e 

policies which address population and population-related problems. Data on 
Somali population are scant and of questionable quality. Local skills and fa
cilities for production and utilization of data are not well developed. Des
pite these limitations, a few GSDR leaders are beginning to recognize the 
value of population data and the need for policies which incorporate popula
tion information. 

The FRS Project responds to requests by the GSDR to provide technical 
assistance, training and research aimed at data production, analyses and ap
plications for planning and policy-making. The largest amount of resources 
will be provided to data collection and tabulation activities, because of the 
poor quality of existing data. In the later years of the Project, as data 
sets are built up, assistance will be provided to utilize this information for 
planning and policy making purposes. 

Problems which require special attention include: (1) Census mapping 
activities; (2) enumeration of nomads; (3) CSD management; (4) coordination 
among different GSDR institutions; (5) data processing support from UNFPA; and 
(6) log~stical problems associated with ~lementing the Census. 

B. Component Two: lEe 

Information, education and communication (lEe) covers the broad spect
rum of media and other communication channels by which individuals learn about 
innovations. The introduction of an innovation, such as family health services, 
can be facilitated through a well planned lEX:: program designed to encourage 
its adoption. The FHS Project provides the assistance for developing family 
health-related lEX:: programs. 

Somalis learn of innovations through the radio, printed materials, 
their friends, community leaders and local officials. The most critical vari
ables in obtaining people's early acceptance of family health programs depend 
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upon: (1) their perceptions of the credibility of the persons or medium 
presenting family health information; (2) the consistency of the information 
with their values and traditional way of behavior; and (3) the personality 
characteristics of the individual. 

Tb provide family health information to as many couples as possible, 
the Project is supporting a multi-institutional, multi-media approach for de
veloping lEX: programs. The criteria which are being used to select lEX: ac
tivities for the Project include: (1) participating institutions must have 
adequate outreach into the urban and settled rural areas and a demonstrated 
interest in family health; (2) lEX: methods must be easy to use, readily avail
able, relatively maintenance free and appropriate to the message they are 
sending. The development of grassroots activities in lEe will assure that 
the messages are presented in a framework and language familiar to the people. 

Potential problems which require ongoing consideration include: (1) 
lack of coordination among the lEC agencies and activities; (2) potential 
maintenance problems with equipment; (3) potential delays in production of 
materials; and (4) the need to reach men as well as women. 

C. Component Three: Clinical Family Health Services 

Clincial family health services are just getting established in Somalia. 
The Project assistance is directed to areas of ireatest perceived need: (1) 
the development of a more effective logistical anJ management systems; and (2) 
improved training capabilities and expanded family health training activities 
for health workers. 

Family health services will continue to be developed within the Mater
nal Child Health Program and increasingly thro~gh Primary Health Pr~Jrams. 

This strategy is preferred because MCH services are established in all dis
tricts and regions and in same regions already include family health services. 
The development of family health services within the Primary Health Care system 
will proceed more slowly, primarily through training and information programs, 
since this system is also getting started. 

Problems which are anticipated include: (1) quality control of family 
health services; (2) recurrent costs for services; (3) maintenance of equip
ment; (4) coordination with MCH and PCB program; and (5) maintaining a positive 
policy environment. 

D. Component Four: Operations Research 

Operations Research is an especially important part of the Family 
f~alth services Project. Since family health services have only recently 
started in Somalia, pilot testing of delivery approaches and early monitoring 
of activities, including social marketing, will be crucial to the Project's 
success. 'I'he results will be instrumental in designing a broader-based, re
fined follow-on Project. 

The establishJrent of a separate Operations Research Unit at the SFHCA 
1S designed to assure coordination among all of the implementing agencies and 
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to assure that OR will be built into the activities of these institutions, as 
their staff will need to be actively involved with the implementing of all OR 
studies. Proposals fur all studies will be required to ascertain the objec
tives, utility and costs of each and to assess which ones are most appropriate. 
Specific implementation plans for the large-scale and small-scale studies will 
assist in monitoring their implementation and assessing the staffing and other 
requirements for the institutions to be involved. The second Family Health 
Survey will build on the experience of the first, and be expanded to encompass 
all of Somalia, and perhaps men. 

Potential problems are relegation of this component to be of less im
portance than the others and the maintenance of canmunication links among 
the participating institutions. 

The Contraceptive Social Marketing Program will meet a demand for con
traceptives from people who, for various reasons, prefer not to use the govern
ment health services. The well-established retail network of pharmacies and 
other outlets in the six major urban areas can be used t ' meet this demand. 
The possibility of using a private entrepreneur for raanaging the program was 
explored and rejected because the few private entrepreneurs are overcommitted 
to other business enterprises. Placing the CSM Unit under the SFHCA with a 
director hired to manage it has the advantages of providing the Unit with ready 
advocates and a legitimate, approved organizational relationship. Anticipated 
problems which will require attention throughout the Project, include develop
ing its self-sufficiency, retaining its independence (of government), and main
taining a positive environment for the program. 

6.2 Summary of Economic Analysis 

A conventional cost-benefit economic evaluation for Somalia is impractical 
due to limited family planning experience and data constraints. Likewise, it 
is inappropriate since the program is being promoted by GSDR officials as a 
he.alth measure and not expressly for reducing fertility. The econanlc analy
sis, then, dispenses with a formal cost-benefit evaluation and instead provides 
a cursory assessment of population condi+-lons and economic developnent prospects 
for Somalia. 

At the macroeconomic level, recent experience shows Somalia's national 
population growth rates to be as high as national production growth rates so 
there has been no real improvement in GNP per capita. The current annual 
rate of population is estJ uated to be 3.1 percent. Such a rapid growth rate 
has important implications for future requirements of that popUlation in terms 
of food, housing, education, health and employment. There is good r~ason to 
expect population growth to actually increase in coming years. For real per 
capita national development to take place, rates of national production growth 
will have to be stepped up to even higher rates. 

At the microeconomic level, it has been argued that rapid population growth 
actually contributes to per capita national production growth. This argument 
breill<s doym, however, for many less developed countries in two ways. First, 
as is true in Somalia, natural land resources are often ill-suited to support 
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a rapidly expanding population. Second, en hancenent of human and material 
capital is made difficult by rapid population growth. The short-term burden 
represented by six to eight child families often means diverting family income 
from investnEnt (which is needed for modernizing production processes) and 
from education (which is needed for improving human skills) to meet more im
mediate food and health requirements of family members. This short-term 
burden of children is translated in the long-term to continued traditional 
production techniques and largely unskilled laborers. 

Adoption of smaller family size norms enable families to devote greater 
resources to more productive technologies and to better educate their children. 
There is evidence that a segment of the population of Somalia (those educated 
and urbanized, employed in the modern sector) have adopted these norms already. 
As this segment is likely to grow, it is important to establish family health 
programs which will enable these couples to freely choose the timing and number 
of their children. 

6.3 Summary of Social Analysis 

A. Introduction 

The data available on relevant social and demographic characteristics 
are very limited and most of the studies which have been done are geared 
towards wanen and the urban and rural, settled camlunities. The PHS Project 
will address these deficiencies by providing funds and technical assistance 
to conduct studies useful for planning and revising programs for lEe and family 
health services delivery. Thus, the assertions in this analysis are drawn from 
rough interpretations and are subject to further refinement. 

B. Context 

1. Child Spacing and Health 

The poor health status of Somali mothers and children are evidenced 
in the high rates of maternal and child mortality and morbidity. Thus high 
fertility norms are reinforced as couples attempt to compensate for the high 
infant mortality by having many children so that adequate numbers will survive 
to assist the family and ultimately their parents when they reach old age. 
Lack of access to family health services and the poor understanding of the 
negative effects of closely spaced births also contribute to high levels of 
fertility. However, there is evidence to suggest that Somalis have practiced 
some forms of child spacing to ensure healthy mothers and children. 

2. Organization and Decision-Making 

The Somali people share a carmon nomadic heritage, language and 
oral tradition. They have preserved a high degree of cultural, social and 
linguistic unity over the r;enturies. Lineage and clan membership assign each 
Somali a place in society, and lineage groups still compete for the scarce 
resources of water and grazing areas. Although close to 100 percent of Somali.s 
adhere to the Muslim faith, they are divided .in their interpretations of the 
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Qlrran, following one of the four brotherhoods, each defined by the teachings 
of a different sheikh. 

The socio-economic divisions of nomad, settled and urban are some
what misleading as many families are simultaneously occupied in at least two 
or even all three sectors. Many farmers and city dwellers actually become 
nomads during the rainy s~ons and nomads may "settle" in urban areas during 
the dry periods. Thus contacts between the urban and settled and nanadic popu
lations are frequent and ties of urban Somalis to rural and nomadic relatives 
remain strong. Household may form extended management units which may be 
geographically dispersed, encompassing even those family members who have gone 
to work in the Gulf States. 

Marriage and the role of waren must be seen in the context of the 
high value placed on family, clan and lineage. The purpose of marriage is 
primarily to produce children to strengthen and increase the numbers of the 
father's lineage. These factors place strong pressures on individuals to have 
many children. 

3. Social Changes and Population Growth 

Most of the evidence indicates that Somalia's high rate of popula
tion growth is likely to accelerate in the near term as a result of the follow
ing: (1) improved health services, which will effect a decrease in infant 
mortality; (2) a decline in breastfeeding (with a decrease in the contraceptive 
effect of this practice); (3) a decline in traditional practices which ser~e 

to limit fertility; (4) the increase in fertility which has accompanied the 
achievement of primary education by large numbers of women in other countries; 
(5) increases in fertility anticipated as more nomads are settled. Further, 
as noted above, Somalis adhere to high fertility norms and are under pressure 
to produce many children. Thus, fertility is not likely to drop, except among 
certain sub-groups, i.e. those in the urban areas, even if family health ser
vices are made available, as the numbers of family health users are likely to 
grow very slowly. 

C. Beneficiaries and Benefit Flow 

1. Direct, Indirect and Ultimate Beneficiaries 

The direct beneficiaries of the Project components are the personnel 
of the Somali family health institutions, many of them women, who will receive 
training and advice to enable them to manage program activities, deliver ser
vices and collect, analyze and use data for planning, programming and policy de
velopment. Indirect beneficiaries will be the users of new data and the lEe 
materials developed with Project support. The ultimate beneficiaries are those 
Somalis who will benefit. from irt$rd/ed and expanded services and health infor
mation. 

2. Benefit Flow: Data Collection and Use 

The Project will support the analysis of useful, previously col
lected data and will support the collection and analysis of new data sets to 
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fill some of the many data gaps which exist in Sanalia. This means that 
significant benefits of the Project will flow indirectly -- first, to the in
dividuals and institutions responsible for data collection and use, then to 
service delivery institutions and finally to the individuals who benefit from 
the services. 

D. Feasibility and Impact 

1. Political, Social and Ideological Factors 

The social feasibility of establishing broad child spacing services 
appears to be positive in light of (1) the evidence of governmental support, 
particularly by the Somali Women's Democratic Organization and in the establish
ment of the Somali Family Health Care Association in 1983, and (2) the evidence 
of growing demand for contraceptives, mainly derived from informal anecdotal 
surveys and accounts from those presently providing family health services. 

Another factor affecting the feasibility of expanding these ser
vices is the likelihood of on-going public support for child spacing and ac
cess to contraceptives. This will depend on opinions held by the society's 
traditional leaders and by male family heads, and those opinions are likely 
to be affected by how the program is presented. If it is presented as birth 
spacing to improve family health and well-being and as something which is 
within human influence and beneficial, then it could be seen as fully within 
social and religious tradition. As Somalis value the opinions and teachings 
of religious leaders, it will be especially important to foster their support. 

2. Concerns 

To facilitate acceptance of family health, all of those involved 
will need to do the following: 

a. Maint~in a positive policy environment . 
.' 

b. Promote public understanding through appropriate educational 
materials and messages. 

c. Study male attitudes and the means to get their support. 

In its emphasis on capacity-building, data generation and the 
strengthening of services in urban (and more settled, rural) areas, the Pro
ject is taking a sound approach to a sensitive area by (1) building Somali 
capacity to deal with family health problems Coil their own, (2) helping to in
sure that programs are designed and refined on the basis of current informa
tion and (3) supporting the delivery of services first to segments of the 
population which are most likely to be receptive to Project-supported innova
tions. 

3. Impact 

This Project looks to develop institutions which will not only be 
able to sustain activities, but also replicate or adapt delivery systems in the 
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areas of the country which remain underserved. Furthermore, the kin networks 
mentioned above may serve to disseminate information and new attitudes to the 
more isolated, rural areas and to nomads. 

6.4 Summary of Financial Analysis 

The purpose of the Family Health Services Project is to strengthen institu
tions in order that family health activities and practices may be promoted and 
eventually accepted by Somali families. The four components of the Project 
will achieve that goal ~d provide the basis for extending the family health 
services following the five-year Project period. Thus, financial costs and 
benefits of the Project cannot appropriately be measured by conventional meth
ods using costs per current user and projected contraceptive prevalence rates. 
While the Project does include the distribution of contraceptives, at this 
point in time, this is ancillary to the central purpose of the Project and its 
costs are likely to exceed those of other established family planning programs. 

The estimates of monetary inputs for the various project activities can 
be used to derive such measures as cost per trainee; however, these will not 
be useful in comparing this program to those in other countries (See above ) or 
to similar programs in Somalia. Somalia has, at present, little, if any, of 
the information needed to make such comparisons. Likewise, the costs of train
ing the teachers, midwives ar.J other staff can be computed, but the results of 
their training in changed practices and their effects on behavior are impos
sible to predict. 

Given that this Project represents the beginning of the delivery of family 
health services in Somalia in a coordinated fashion, it is not possible to anti
cipate and take action to assure that the GSDR will be able to assume responsi
bility for the recurrent costs of the Project. At start-up, all Projects are 
relatively 'more expensive; further, this Project will actively consider and 
assess different ways of providing family health services, e.g. through contra
ceptive social marketing as well as through other means. As noted in the Des
cription of Component 4, Section 2.44, one of the important areas for investi
gation in the Operations Research studies will be the issue of recurrent costs 
and the Project will look for ways to minimize these costs. This is yet another 
reason for supporting the close coordination not only of the organizations in
volved in family health activities, but also those who are providing services 
to similar groups of people. 

The develOPment of financial management skills and capability will be an 
area of emphasis in the Project training and technical assistance. Those in
stitutions which are presently involved in family health activities have not 
yet demonstrated their competence to manage and account for funds. The other 
organizations, just joining in the delivery of family health sel~ices, still 
have no track record in financial accounting, but must be assrnned to require 
assistance in order to adhere to the requirements .of the GSDR ,md AID in ac
counting [or local currency expenditures. A first step in providing this help 
was a four-day workshop in financial management and accounting conducted in 
May 1984 by a consultant with the active collaboration of the CIPI. Unit. 
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Adelltional assistance will be provided by means of similar workshops and direct 
technical assistance from external consultants and from the CIPL Unit. 

6.5 Summary of Administrative Analysis 

The lead institutions of the four Project components are as follows: for 
Component 1, Population Data and Policy, the Central Statistics Department of 
the Ministry of National Planning; for Canponents 2 and 4, Infonnation, Educa
tion and Comnunication (lEe) and Operations Research (OR), the Somali Fancily 
Health Cal'~ Association; and for Component 3, Clinical Family Health Services, 
the Family Health/Family Planning Division of the Ministry of Health. Other 
government institutions will participate in each component. The coordination 
of the Projec~~ overall will be handled by the Pruject Coordinating Committee, 
to be formed under the direction of the Ministry of National Planning. 

The major activity under Component 1 is the 1986 Census of Population, 
which presents a formidable technical and management challenge to the Central 
Statistics Department. Inputs of technical assistance from the PHS Project 
and from the UNFPA are being provided to CSD to help meet this challenge and 
to develop CSD's capabilities for future, similar endeavors. The assistance 
includes: from UNFPA, three long-term advisors in cartography, census design 
and management, and data processing; from USAID, short-term advisors for census 
and cJUestionnaire design and data processing system design. These advisors 
will assist not only in their particular technical areas but will also address 
related planning and other management needs. Under other funding (non-PHS 
Project), USAID is also funding two training programs for census planning. 
UNFPA is providing funds for two accountants to manage the large budgets of 
both the GSDR and generated shillings to be used for the census. USAlD will 
support the maintenance of the computer to be purchased under the Project by 
providing training for the CSD staff and a maintenance contract with the com
puter company/supplier. Annual plans and quarterly reporting will be insti
tuted to monitor progress ·and identify any problems early. 

The Somali Fancily HAalth Care Association is a newly-established and, 
as yet, untested organization. The rrembership of its Boara, however, includes 
representatives of all the organizations and most of the people interested and 
involved in fancily health; it therefore has a unique position among Somali 
institutions with potential for a strong role in coordinating all Sanali fam
ily health activities. The PHS Project will provide substantial support to 
the Association to help it realize this potential. In addition to providing 
local currency funding for a larger building and for hiring full-time staff 
for the lEe and OR Units, the Project will offer short-telITl training and long
term technicdl assistance. The advisors will assist the SFHCA to set up the 
lEe and OR Units; develop the needed management skills in planning, monitoring, 
coordination, documentation, and evaluation; strengthen its financial manage
ment capabilities; and develop its logistics management for vehicles and the 
A/V equipment. The lEe and OR Technical Groups wi 11 complement the coordina
tion functions of t-he Units. These groups will approve joint work plans and 
monitor progress. The advisors will assist the Units in planning the meetings 
for these groups and in making them as productive as possible. 
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The Family Health/Family Planning Division was created in 1981 by the 
Ministry of Health to implerrent family health services. It is under the De
partment of Maternal Child Health and COI111lunity Health Services. Since its 
founding, the Division has grown rapidly to its present size of 28. It plans 
to reorganize and expand further. Its staff is eager and enthusiastic, but 
their previous training in nursing and family hea:th clinical skills has not 
provided them with the skills they need for manag6nent of a program which 
will be more than doubling in size over the next 5 years. Present problems 
with financial and logistics managerrent, planning and ClOCurrentation, and 
overall organization will be addressed during Project implerrentation with a 
three-year Training and Management Systems Advisor and short-term consulta
tion in financial management, logistics and service stati5~ics, and evalua
tion. other deficiencies will also be addressed so as to assure an effective 
management capability; vehicles will be provided so that scheduled activities 
can be implemented in time and office space will be renovated so that the 
staff have suitable working conditions. 

The problems of the other, participating institutions are similar to 
those described above for the lead institutions. Technical assistance will 
be used to strengthen their technical and administrative capabilities. 

The Project Coordinating Committee will be initiated by the Ministry of 
National Planning and supported by the SFHCA as the Secretariat. Membership 
will inc~ude representatives from all of the participating institutions in 
the FHS Project and will, therefore, closely parallel the SFHCA Board. While 
t.he COI111littee will not have direct responsibility for preparing budgets and 
other, operational management functions, it will play an important managerial 
role in planning overall Project activities, assessing Project progress to
wards established targets and goals, identifying ~roblems and solutions, and 
acting on any issues affecting Project implerrentation. This Committee is a 
new forum and its members have little training or eXPerience with similar in
stitutions. The Project, therefore, has provided for periodic technical 
assistance to the Ccmmttee and the Secretariat; the first visit will occur 
early in Project implementation, when ~ consultant will work for 2-3 months 
assisting the staff and the Committee draw up the terms ot reference, outline 
their roles and responsibilities, and draft any docurrents needed for their 
on-goin9 operations. 'rhen, every year the advisor will return for up to 3 
months to follow up on the functioning of the Committee and the Secretariat 
and to aSSIst in resolving any problems. 

7.0 CONDITIONS PRECEDENT AND COVENANTS 

7.1 Source and Origin of Goods and Services 

Commodities financed by AID under the Project shall have their source and 
origin in the United States, the Cooperating Country or any other Code 941 
country, except as AID may otherwise agree in writing. Except for ocean 
shipping, the suppliers of comrrodities or services shall have the United 
States, the Cooperating Country, or other Geographic Code 94J. countries as 
their place of nationality, except as AID may otherwise agree in writing. 
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OCean shipping financed by AID under the Project shall, except as AID may 
otherwise agree in writing be financed on flag vessels of the United States. 

7.2 Conditions Precedent to Disbursement 

7.21 First Disburs6nent: 

Prior to any disbursement of funds or to the issuance of any commitment 
documents under the Grant, the Cooperating ~ountry shall, except as the 
Parties may otherwise c1gree in writing, furnish A.1.D. in form and substance 
satisfactory to A.I.D.: 

A. An opinion of counsel acceptable to AID that the agreement has been 
dully authorized and/or satisfied by, and executed on behalf of the Grantee 
and that constitutes a valid and legally binding obligation of the Grantee 
in accordance with all of its terms. 

B. A statement of the nillnes and titles,of the persons who will act as 
the representatives of the Cooperating Country, together with a sPeCiman sig
nature of each person specified in such statement. 

'. A statement indicating that the GSP Committee has reviewed the annual 
local currency requirements for the Project and that such requirements will 
be included in the annual budget programming document. 

D. Evidence that the Project Coordinating Committee has been established 
and the nillneS, titles and functions of the persons who will serve on this 
Conrnittee. 

E. A letter from th Ministry of Finance confirming that personnel 
and cannodities financed by A.I.D. under the Grant shall be exempt from all 
GSDR taxes and duties, including taxes on fuel purchased with Project funds. 

7.22 Additional Disbursements: 

Prior to any disbursements or the issuance of any comnUtment documents 
for the Population Data and Policy Component, the Cooperating Country shall 
except as the Parties may otherwise agree in writing, furnish A.I.D. in a 
form and substance satisfactory to A.I.D.: 

A. A written service contract from a manufacturer's service representa
tive for the regular maintenance of the GSDR computer equipm2nt purchased by 
the Project. 

B. An implementation schedule and financing plan for the 1986 National 
Population Census. 

C. A written ccntract with a firm to complete the site preparation for 
the GSDR computer equipment purchased by the Project. 

D. Evidence that the following positions for the ]986 National Population 
Census have been funded by non-USAID funding sources: (1) Census Advisor; 
Census Cartographer; (3) Data Processing Advisor. 
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Prior to any disbursement or to the issuance of any commitment documents 
for the Information, Education and Communications Component, the Cooperating 
Country shall, except as the Parties may otherwise agree in writing, furnish 
to A.I.D. in a form and substance satisfactory to A.I.D.: 

A. Evidence that suitable counterparts are available to serve in the 
Information, Education and Communications Unit. 

Prior to any disbursement for activities 4 and 6 of the Information, 
Education and Communication Component, the Cooperating Country shall, except 
as the Parties may otherwise agree in writing, furnish to A.I.D. in form and 
substance satisfactory to A.I.D.: 

A. An overall lEe strategy specifying the role and function of each 
participating organization and the first ~~dlual work plan identifying the 
specific activities and schedules of each organization. 

Prior to any disbursement or to the issuance of any commitment documents 
for the cperations Research Canponent, the Cooperating Country shall, except 
as the Parties may otherwise agree in writing, furnish to A.I.D. in a form 
a~d substance satisfactory to A.I.D.: 

A. Evidence that suitable counterparts are available to serve in the 
cperations Research Unit in the Somali Family Health Care Association. 

Prior to any disbursement for the implenentation of any research study 
under Activity 3 of the Operations Research Component, the Cooperating Country 
shall, exc~pt as the Parties may otherwise agree in writing, furnish to A.I.D. 
in form and substance satisfactory to A.I.D., a written proposal for any such 
research study, that has been approved by the OR Technical Group. 

8.0 EVALUATION PLAN 

Evaluations are particularly important for the Project in view of the rel
atively recent introduction of family health services in Somalia. When pro
grams are just starting, they are likely to need on-going guidance and direction. 
Moreover, since these programs are being implemented by a number of different 
institutions, regular reviews will help identify program gaps and overlaps 
and thereby contribute to a more coordipated and comprehensive program effort. 

Beyond measuring the impact of lh~ Project's activities, evaluations will 
also be used to develop better lnana~ernent and supervision practices. Evalua
tions provide the Mission ~nd Government with extra resources and expertise 
to thoroughly review Project activities and discuss their findings with pro
ject managers. Often this process will cause project managers to re-examine 
their approaches and make adjustments which improve both the effectiveness of 
individual activities and the Project as a Whole. 

For these reasons, two t~pes of Project evaluations will be used: Ext~r

nal Evaluations and Internal Evaluations. 
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8.1 External Evaluation Plans 

Two major evaluations are scheduled for month 24 and month 44 in the 60 
month cycle of the Project; in addition, an evaluation will be conducted at 
the end of the first year to assess progress and identify any overriding 
problems. The first major evaluat.ion will examine implementation progress 
and recommend adjustments to improve the performance and overall effective
ness of the Project. The second Lvaluation, will serve two purposes: (1) 
to review the implementation of the Project, much as in the first evaluation; 
and (2) in light of the findings, to consider the design of a follow-on 
project. 

The first evaluation will last six weeks. The composition of the first 
evaluation team will include representatives from USAID/Somalia, GSDR, REDSO/ 
ESA, and other consultants where necessary. This Team would be expected to 
review the administration and management of the Project; the implementation 
accomplishments in light of the outputs and levels of effort established in 
the PP; the participation of the GSDR; coordination between the implementing 
organizations; the ramifications of external and unplanned events on Project 
implementation; and alternative methods which could be adopted to achieve the 
specified targets of the Project. 

The second Project evaluation will last eight weeks. It will complement 
and e~pand upon the previous evaluation providing an overall assessment of 
the Family Health Services project. The membership of the evaluation team 
will include at least two experts not previously involved with Project imple
mentation. This evaluation will thoroughly review the Project's achievements 
as compared to the results which were expected four years earlier. 

8.2 Internal Project Evaluation Plans 

The Operations Research Component builds continuous evaluation capabil
ities into the Project. During the life of the Project the Operat.ions Re
search Unit will undertake formal, three nDnth evaluations of both the lEe 
Component and the Clinical Services Component. (see Technical Analysis) On
going evaluation and assessments of other Project activities are also planned 
by the Unit. In addition to providing evaluation services the Unit will hold 
seminars, workshops and informal meetings with program managers to discuss 
research results and their implications for program operations. 

A number of Project activities will provide baseline data and other types 
of information which will he used for both internal and external Project 
evaluations. The 1986 National Population Census is the largest of these 
activities. In addition, analyses on the 1980 Population Survey and the 
1982 Settlement Survey and the two additional research studies will provide 
critical demographic paramet.ers and socia-economic infonnation which will be 
llsed to guide other Project Jctivities. A baseline survey of lEX: personnel, 
resources and prcxJrams is aJ so provided by the Project to guide I&: activities. 
Lastly, the ProjC'ct will support a second Family Health Survey to compare the 
findings with Lhe Curlier 1983 Fami ly Health Survey. This comparison will 
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provide, among other things, a guage of changes in public awareness of 
family health services and prevalence of contracpetive use. Each Project 
Component is designed and funded to disseminate the information it collects 
to further facilitate internatl review and evaluation efforts. 
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1. SU~~ARY: T~~ ECPR FOR rRE SUBJ~CT PIO ~AS 5ELD
 
FEBRUARY 7, ,1994 crNDER THE CHAIRMANSHIP OF n'A/'FR,
 
1LENN P~TTF.RSON. rRF. ffi~PR APPROVED r~F. PID ~ONrI~~F.~r
 
UPON THE PREPARATION OF AN ACCEPTABLE PROJgCT

DESCRIPTION ~RIca CLEARLY nE"'ONSTR~rED THE SrRArF.~Y ~~n
 
LOGIC OF INITIAL nESI~N AND AN ILEUSTRA~IVE BUD~ET
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GIRCULATED FOR CLEAR~NC~ iITR THIS CABLE. FINAL DESI1N
 
SHOULD PRocmp,D ,~ S~ffEDryLE. 

2. THf. ISSUF.: ON~ ISSUF ONLY WAS IDENTIFIED BY T~E
 
ISSU~S REVIEW FOR RESOLrrTI~~ BY TaE ECPR. T1IS wAS T5E
 
LACK OF DESCRIPTION I~ TqE PID AS TO 'HAT THE PROJECT
 
~OULn ACTUALLY DO ~~D WRAT'PR~JECT RESOURCES WOOLO
 

ACTUALLY BUr. ~HILE THE PIO EFFECTIVELY DESCRIBED r5E 
SOCIO-CGLTURAL SErTI~~ A~D TRE TAR1F.T lRoap AND ~AID JUT 
! C'~PRERENSIVE SET OF OBJECTIVF,S FOR raE PROJECr, 
NOWHER~ WAS TH~Rr, , DES~RIPrION OF A~TIVITIES DESI~NF.O 
rJ ACHIEVE TBE OBJECTIVES I~ fERMS )F RESJ1ROES ra BE 
'SSI3N~D TO THE FJUR INSTlrUTIONS OVER THE THREE-YEAR. - LIFE OF rRE PROJECf. LAC~I~l rffESE ELE~E~rs, r~E BASIS
 
FOR THE CO~POSITIO~, cosr A~D TI~EFRA"'E OF raE P~OJECT
 
~ocrLD NiT BE O~DERSTOOD AND 'PPROVEO. wIra flIS I~
 
~IND, TjE ISSUES R~VI~W Rr,~UESTED O/DIR. NELSON TO
 
PR~VlnF. A DETAILED VERBAL nESCRIPTIO~ iF r~E MISSI~1
 
ELE~ENTS rNCtrynIN1 PROJECr STRATr.~Y FOR TaE BENEFIT OF
 
raE ECPR. rffIS wAS DONE \~D rBF. PID APPRJVEO j~ r~IS
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A. PROJECT STRAT~}Y, INSTITUTIONAL RELATIONSHIPS A~D 
CAPABILIry AND rHE NEED FOR ARTFUL DESI}N: ACC~RDI~3 TO 
THE AMPLIfIED PROJECT DE5~RIPTION, TffE NElLY F)R~ED 
SOMALIA FAMILY HEALTH CARE ASSOCIATION (SFaCA) WILL 
SERV~ AS TH~ PRINCIPAL OOORDINATIN~ fEaICLE FOi raE 
PROJECT GIVEN ITS UNIQUE ACCESS TO THE OTHER ~l~OR 

)RJANIZATIONS ENGA}ED IN FA1ILY PLANNI~~ ,~rIVITIES 
THROUGH QUOTE INTERLOC[ING DIRECTORATES UN~UOTE. THE 
PRESENT INSTITUTIO~AL CAPACITY )F SFHCA T' PERFOR~ TaIS 
PIVOTAL ROLE AND MEASURES NEEDED TO UP}RADE ITS :APlCITY 
SUFFICIF.~TLY S80ULD BE CAREFULLY A~ALYZED AND DErAILED 
IN FINAL DESIGN, IN ADDITION TO THE COORDIN~TION 

~ECRANIS~ ITSELF. fURTHr-R, TR~ USAID saO~LD REr'I~ ~ 
CERTAIN MINIMU~ FLEXIBILITY, IN EFFECT A FALLBA~~ 

~APABILITY, TO REDIREOT OR SHIFT PROJECT 
MANAGEMENT/COORDINATION FUNCTIO~S TO THE MINISTRY OF 
gEALTH OR A~O~gER ,~gNCY IF THE NEED ARISSS, I.E., IF Ir 
TURNS OUT THAT SF~CA (A NEW AND UNTESTED ORGANIZ~TION) 
IS NOT VIABLF. INsrIrUrION\LLY JR CA~Nor, FOR ~a~rEVER 
REASON,. SERVE IN THE ENVISIONED ROLE. FOR TgIS RElSO~ 

IT WOULD PROBABLY BE REST f) UTILIZE A DI~E~T ~ID 
CONTRACT MECHANISM. IN GFoNERAL, THE LAST NORD ON 
DEOISIO~ ~A[IN] wrTR RESPE:T TO ALLO~~TIO~ A~D' . 
UTILIZATION 0' PROJECT R~SO~RCES SHOULD BE RET'I~ED BY 
rHE USAID ONE NAY OR ANOTHER. FURTRER, I~SrIrJrIO~~L 

RELATIONSHIPS WITHIN rHE FRAMEWORK OF T~E PROJECr SgOULD
BE CAREFULLY ANALYZED DURIN} FINAL nESI~N TO ASSJRre TH~r 
~O~TEMPLAT~D COLLABORATION ~ILL, I~ FAcr, rA~E PL~CE )~ 

rHE BASIS OF TRE I~rORM~L ~IGB LEVEL CONNE:rIO~S 
~ENTIONED. FINALLY, ~S THr. PR)JECT'S PRI~~IPAL SER'I~r. 
DELIVERY CO~PONENr WILL PRJB~BLr BE PRI~ARItY TRROJ~H 
rHE MINISTRY OF HEALra (~CB) DELIVERY sYsr~~, rqr. 
ADE~UAcr OF EXISTINJ ~~H SERVICES SHOULD BE ~SSESSED A~D 

, OETER~INATION ~ADE AS TO WHETHER rBE PROJECr S10crLD 
ALSO CONSIDER UPGRADINJ ~~B SERVICE CAPABILITf IF rHERE 
IS ~ NE~D TO DO so. rHERE MAS SOME CJ~~ER~ raAr 
INTE~RATION OF , NEW SERVIOE INTO A POORLY FrrN~rIONIN] • 
EXISTIN~ SERVICE ~OULD CO~PROMIS~ THE EFFECTIVENESS OF 
~EW FP ELE~r.NTS. 

TElE THREE YEAR TIMEFRAME OF TIIE, PROJECT WAS U·~tREALISTIC 
AND THAT A ~INI~U~ OF FOUR Y~A~S WOULD BE ~E~E5S'RY F)R
FULL IMPLE~ENTATION. THE F.~PR DID NOT ATTF.~PT ro PUT A 
LI~IT O~ TRE TERM OF rRE PRJJr.~T, BUT UR~ED rHAf rRIS PE 
BASED O~ THE DEVELOPME~r OF A REALISTI~ I~PLE~F.~rArIO~ 
PLAN. AS TRE PROJECr IS EXPERI~ENr~L,' aOiEVER, AND ~s 
PROBABLY ONLY T~E FIRsr PII~SE OF A LJ~} T~R~ S:E~ARIO, 
NORMAL PRUDENCE WOULD DIcr'TE A ~AXt~U~ LJP OF FIVE 
YEARS. FINAL DESI1N SHOULD ALS) LOOt AT r~E paA5IN1 
~UESTION AND DETAIL A LO~JER TER~ PLANNIN1 FRA~EiORk TO 
rHE F.XTENT POSSIBLE 'BILE I~CORPORATI~1 A~ 
EV~LUATION/DF.SIJN/PLANNI~1 ~O~PONE~T LE~D[~) TO ~ 
8T 
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SUBSEQUFNT PHAS~ (~ Br-LJW) IF TijIS, I~ FACT, IS INTENDED. 

~. DATA CJLLEcrIO~ A~D r.V~LUArIO~. I~ Lr~E 'ITn THE 
ROLLING DESI3N CONCEPT ~F.NTIONF.D BY TRE PID, ~~ ONiOINi 
DATA COLLECTION, ,NALYSIS \ND R~PJRTIN} SrSTF.~ saOOLD BF. 
DESIGNED DURING PP DEVELOP~FNT WHICH wILL ~E'SuRE 
PR03RESS ACgIEVED Bf THE PROJECT ON rHE BASIS JF 
BENCR~ARKS COVERI~1 TECffNICAL, ECONOMIC, INSTlrUTIONAL, 
30CIAL AND OTHER OUTPUTS TJ SERVE AS CJ~CRETE 'NO 
VERIFIABLE INDICATORS FOR EVALUATION PURPOSFS. INITI'L 
BASELINE DAT~ SHOULD ALSO BE COLLECTED AG~INSr WgI~g rHE 
RE~L IMPACT OF TRE PROJECT I~ TER~S OF ITS ;O'L 'ND 
PURPOSE STRUCTURE ~AN BE ~~'SURED I~ T~E ~JTJRE. ~S 
~ENTIONFD, THE PLAN SHOULD FURTHER PROVIDE FOR 
~VALUATIJ~ A~D DESI~~ wJRK LEADIN3 r~ ~ pa~SE II 
FOLLOW-~~ EFFORT. 

D. OP~RATI)~S RFSEAR~H ~L?~E~r: TffE JPER~rIO~5 
RESEARCH ELEMENT OF THF PRJJECT WA~ NOT DESCRIBED IN THF. 
PID. OF SPECI~L t~rER~sr IS POSSIBLE EXPERI~E~r~rIJN 
~ITH USFR FEES FOR SERVIC~S AND SUPPLIES. CRIT~RIA A~D 
raE PROCRSS FOq S~LE~rI~~ A~D FJNDI~i jF JPFRArt)NS 
RESEARC~ EFFORTS ~ND PILOT JR FXPERI~E~TAL INITI\TIVES 
SaJULD BE DrVELJPFoD ,~n DETAILED IN T3E PP. TO rap.
EXTFNT THAT THIS ~PPLIES TO THE PROJECT AS A tHJLE, THF 
SA~E ~UIDA~CE SHJULD BF. JB5ERVED. 

E. POLIcr DIALoaUE: IT IS UNDERSTOOD TH~r FAMILY 
PLA~~IN} H~S ~JWBF.:J~r. A~~r,prED AS A CJ~~~pr I~ rHE 
SOMALI LEXICON TH~NKS TO THF PRF.SIDENT'S iIFE ~~D JTHERS 
jF ST~TnqE IN rg~ RO~RD JF nIRECTJRS OF rgE FA~!Lr 

HE~LTH r.ARF, ASSOCI~TIJN, ~~D THAT OVERALL RECEPTIVITY 
~~D AWARE~ESS IN SJ~~LIA a,s PR~~RESSED TJ A RF.~~R{ABL~ 
DEGREF IN THE LAST FEw YEARS THANKS IN PART TO AID 
~E~TRALLY FUNnED ~:rIVlrIES. IT IS ~LSJ J~nER3rJOD TgAT
THIS PROJF.CT WILL ATTF~PT NO NF.~ ~AJOR POLICY 
I~ITIATIVES. ~EVF.RTffr.LESS, TJ rHE E~rENr P05SIBLF" TffE 
PP SHOULD SPELL ocrT THF P~LICY ENVIRO~~ENT AND HO~ 

FXISTI~; PRJ}R~SS lILt B~ FURTffERED LlrrLEsr LlfTLE 
THROUGH DIALOGUF ~ND SUPPORTING ~EASURFS 3NDER T~IS 
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PROJECT. AND OTHERS, I.E., R~PID II, DDD, IPDP. 

F. POSSIBtF. aSE OF SJ~!Lr WO~F.~'S DF.~J:R,rI: 
JRA~NIZATION (S~ADO) AS DELIVERY VrRrCLE: ALTHOUGH THF, 
PID INDI:ATES TffAf SWDJ I~ PRI1~RILr DF.DIJ~r~D rj
INFORMATION AND PROMOTIONAL ~CTIVITY, FINAL DESI~N 
SH~ULD ALSO ASSESS ITS POrE~TIAL F)R SERVI~j AS , 
DELIVERY Mf,CRANIS~ FOR SERVICES AND POSSIBLY 
~j~TRACEPTIVES (PILLS ~ND C)~OJ~S). 

~. D/DIR. NELSON iILL HANDCARRY REVISED PIt. PLE~SE 
~DVISF. LATESf E~rI~ArE FOR PP DEVELJP~E~r, AJr~j1IZATrJ~ 

AND OBLIGATION. THAN~S. SHULTZ 
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5SECTION 10	 ANNEX 2 

L 0 I I CAL , A A N END R K 
, A H I L V H' A L T H •• A V I C • • 

-----------_.._----------------------------------------------------------------------------------------------------------
OIJECTIVI VIRI'IAILI INDICATOR' NIAN. a,

VIRI,.CATION 

UORA"-OOALi---------------------------"EAiuAii-o;-oOAL-ACHiivE"INTi-------------------------------------------------.. 
'ANILV HEALTH 8IRVICI. 

TO IHPROVE THE QUALITY OF LIFE I"PROYED "ATERNAL AND CHILD HEALTH .IDR HlllLTH NILL 'E AILE TO 81N
THE PEOPLe CARE	 .TATI.TlC. ERATI INFORMATION,FOR BOHALl 

ANARIN••••• 'ROIRA". 
I"PROVED POPULATION DATA CIN'U' DIITA • TO IN'ROVI HIALTH 0' 

OTHIR RIPORTI "OTHIR•• CHILDREN 
FRO"" HIALTH 
'ACILITII. 

pnojic,-puRPooii-------------------------------------------------------------------------------------------------------
- CENTRAL BTATIDTICS DEPT HAl IHPROV.D 81DR RIPORT. .IDR WILL CONTINUI TOTO	 STRENGTHEN THE CAPABILITIES OF 

BOHALl INSTITUTIONS TO PROHOTE. COHPUTATloNAL TECHNOLOGY	 PROVIDE POLICV IUPPORT, 
SUPPORT. COORDINATE •• BUBTAIN - FH INITITUTIONU HAVI IHPRDVID TECH- 'IILO VI.ITB PER'ONNEL, • 'INANCI 
FAHILY HEALTH PROBRAHS NICAL • HANADE"ENT IKILLI TO PRODUCI	 TO THI Fll"ILV HEALTH 

ANALYZI • APPLV FH • PDPULIITION DIITA .YllLUllTION. PROIRANI 0' .0NllLI
 
&lUII-PURPO&lE,
 - INCRIAIID IIC PRDIRAHI	 IN8TITUTION. AND 

8UPPoRTINI FH IIRVICE8	 OR.llNIIIlTlONI 
AI TD BTRENOTHEN CAPAIIILITIEI - FH IIRVICEI PERIONNIL HAVI GREllTIR
 
DF BDHALI INOTITUTION&I TD CDLLECT, EFFECTIVENI18 TO HDTIYllTE COUPLI.
 

TO	 ADOPT 'H FRACTICRI~~g~E~:TAANALYZE •• APPLY P~P~LA- - CLINICAL Fll"ILV HIALTH IIRYICEI OF 
"OH WILL IE UPGRIIDID • IXTINDID 

BI	 TD INCREABE THE DPERATIONAL - PERSONNEL WHO ARI I"PLE"INTINI 'H 
CAPABILITV • EFFECTIYENEIS, OF PROORll"1 WILL HAVI I"PROVID KNON
INBTITUTIONS IHVOLVED IN THE LEDGE • BKILL8 RILIITED TO OPERIITION.
 
DELIVERV OF FH IEC SERYICEI REBIARCH
 

- FH PR08RA"1 NILL II IUIDID IV AN
 
CI TO BTRENOTHEN THE CAPABILITIES EFFECT lYE OPERATION. REBEARCH
 
OF BOHALl INBTITUTIONI TO PLAN. PRoBRA"
 
IHPLEHENT • EVALUATE CLINICAL
 
FAHILY HEALTH SERVICEI
 

01	 TO BTREN~THEN THI CAPABILITIES ..
 OF LOCAL INSTITUTIONS TD EVALUATE
 
FH	 PROORAH IHPLEHENTATION. INyESTI
OATE • IDENTIFY THE HDBT EFFICTIVI 
DELIYERV APPROACES. AND TO A881ST
 
IN rLANNINO IHPLEHENTATloN
 

OUTPUTSi---------------------------------------------------------------------------------------------------------------• 
- UPGRADED COMPUTER HARDNARE AND - ONI IY8TE" OPERATING	 .ITI VUlT CO"PUTIR .ITI PRIPllRID 

80FTWARE	 "AINTENIINCI PROYIDID 
- PDPULATloN CENSUB	 - POPULIITION COUNTI FOR llLL PIR.ONI RIYIIN CINIU. "DR PROYIDI. PIR80HNIL 

• PDP TAIULllTIONI 'DR lOX 0' POPULA DA'A • ARRAN'.' ADDITIONAL 
- REPORT OF ANALYSIS OF 19BO POP TION ~UHDIHI 'DR CIN.U. 

SURVEY	 - ONE REPORT RIVIIN RIPORT ACTIVITIII 
- DE"oBRAPHIC STUDIES - TNO 8TUDIEI RIVIIW .TUDln UNFPA PROVIDI. ADVIIORI 
- WORKSHOPS ON DATA ANALYSIS AND - FOUR NoRKIHOPI RIVIIN RICORDI .IDR APPROVI. RE.IARCH 
PLANNING TECHNIQUEB 0' NORk.HOP. • .IDR INDORill RI.IARCH 

- NATIONAL POPULATION CONFERENCE8 - TWO CONFIRENCEI CO/f'IRINCI. DATil 'DR DI•••"INATION 
- IEC BASELINE DATA REPORT - oNI RIPORT	 RIVIIN RIPoRT 
- ANNUAL WORKPLANB WHICH INTEORATe - ONI NORKPLAN • FDUR ANNUAL PLAN' RIVIIN PLANI 'H IN.TITUTION.
 

FH IEC ACTIYITIE8 COOPERATE
 
- EBTABLISH"ENT OF IEC UNIT' - oNI UNIT AND ONI CINTIR .ITI YI.n. IFCA I.TA.LI.HE. UNIT 

REOOURCE CENTER • PROYID.8 COUNTIRPART. 
- TRAINED IIC ITAFF • FA"ILY HEALTH - SIS PEoPLI TRAINID RIVIIN TRAINIH. 

PERSONNEL RICCIRD. TRllINIE. AVAILAILI 
- FAHILY HEALTH CURRICULU" • CLABS - 100 IITI AUDIO-VIIUAL "ATIRIALI IXA"INI ""TERI

ROO" HATERIALI DEYELOPED • ONE FA"ILY HEALTH CURRICULU" ALI

- IHPLEHENTATloN ACTIVITIES IN - 100,000 PA"PHLET', 30,000 POITERI,
 . 

CREASED 2 IITB OF ILIDEI, 2 WIEKLV RADIO 
- IHPROVED CADRE OF FH TRAINERS. IN FEATURU 
SERVICE, • PRE-SERVICE PRoGRAHB - 20 TAAINERB, 30 NURIE TUTORI, • RIVIIN TRllININ. TRAINIII AVAILAILI 

- FH HATERNAL CHILD HEALTH TRAINING '10 PERDoNNEL TRAINID RICORD. 
CENTER ESTABLISHED - ONE CENTER OPERATINB .ITI VI.IT NOH PROYIDI. ILD. 

- SPECIAL FH OERYICED EBTABLISHED - 3 HOBPITAL8 PROVIDE VOLUNTARY 
ITERILIZATloN. INFERTILITV IERVICI., .ITI VIIIT. NOH CONTINUE' IUPPOR 
AND IEXUALLY TRANI"ITTED DIIEIlIE	 FOR IERVICI. 

- HANAOEHEhf SYBTEHD FOR CLINICAL BERVICED 
FH SEAVICED - HANAGEHENT BYITE" IN PLllCE	 S8DR PROVIDE. PERIONNEL 

- EXPANDIUN OF FAMILY HEALTH - '0 "CH CENTER8 • 20 HOIPITAL8 • FIHANCINO
OERVICED	 PROVIDING FH IERVICEI .ITI vuno IFCA IITAILI.HI. UNIT 

,. - OPERATloNB REBEARCH UNIT EDTABLIBHED - ONI UNIT OPERATING	 liTE VIIIT • PROYIDI. COUNTCRPllRT. 
- DEHINARD ON OPERATIONB REBEARCH - ONE 8EHINAR	 RIVIIW RICORDI ALL FH INIT.8 COoPIRATI 

NETHoDD 
- OPERATloNB RESEAACH REPoRTI - THRIEE REPORTI RIVlllf RIPORTI "D~ INDDR.I. RI.IIlRCH 
- FAllILY HEALTH.lijJRVEY - ONE IURVEY RIPoRT	 REVIIW IURVIV 
- HONITORING BYI' &HB FOR FH rRoGRAHI - FIVE PROGRAH "ONIToRIN••VITEHI RIVIIW IYITI"I

EBTABLIDHED 

iHPuTui-----------------------------------------------._----------------------------------------------------------------
I.	 TECHNICAL A8DIITANCE, ---PERION YEARI LT/TA U.AID RICORD. .IDR WILL .1 AILI TO

ILTI IEC ADYIBOR ---PIRBON YEARI ITITA I"ICTIVILV UTILIII
TRAINING • HANAGEHENT ADVISOR	 .IDR RICOROI IN"UTIoPERATloND REBEARCH ADVIBoR 

UIAID NILL CONTINUI TO
eBTI ---PER8nN "ONTHI	 PROYIDE FUNDING TO IIOR

OVERBEAS TRAINING 
2.	 TRAININO, 8 I E 10TH .IDR • UIAID

OVEROEAD TRAINING ---PERBDN "ONTHI IN	 A.REI TO CONTINUIIN-COUNTRY TRAININS	 COUNTRY TRAINING THE PROollCT 
IUDDIT

3.	 CONHOOIT liB' ---IIEE PROCUREHENT 
COHPUTER • EDUIPHENT	 LIST! 
IEC NATERIALI • EQUIPHENT 
CONTRACEPTIVES 

4.	 RESEARCH, ---RIPORTB 
POPULATION DATA' POLICY
 
oPERATloNB REB~ARCH
 Best Availa~le D"~:'cumenl 

~.	 CONBTRUCTloN, 
BUILDING RENOVATION 

--------._--_._._--------------_._-----_._----------------------------------------..._---------------...---------------
...... ). 
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SECrION 11 ANNEX 3 

PROJECT ASSISTANCE 

Revised for FY 84 2/21/84 

SC(l) - COUNTRY CHECKLIST 

Listed below are statutory 
criteria applicable generally to 
FAA funds, and criteria applicable 
to individual fund sources: 
Development Assistance and Economic 
Support Fund. 

A. GENERAL CRITERIA FOR COUNTRY 
ELIGIBILITY 

1. FAA Sec. 481; FY 1984 Continuing 
Resolution. Has it been 
determined or certified to 
the Congress by the President 
that the government of the 
recipient country has failed to 
take adequate measures or steps 
to prevent narcotic and psycho
tropic drugs or other contr.olled 
substances (as listed in the 
schedules in section 202 of the 
Comprehensive Drug Abuse and Pre
vention Control Act of 1971) 
which are cultivated, produced or, 
processe9 illicitly, in whole or 
in part, in such country or trans
ported through such country, from 
being sold illegally within the 
jurisdiction of such country to 
united States Government personnel 
or their dependents or from entering 
the United States unlawfully? 

NO 

2. FAA Sec. 620(c). If 
assistance is to a government, 
is the government liable as 
debtor or unconditional 
guarantor on any debt to a 
U.S. citizen for goods 
or services furnished or ordered 
where (a) such citizen has 
exhausted available legal 
remedies and (b) the debt is not 
denied or contested by such 
government:? 

NO 
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3.
 

4. 

5. 

6. 

FAA Sec. 620 (e) (1). If 
assistance is to a govern
ment, has it (including NO 
government agencies or 
subdivisicns) taken any 
action which has the effect of 
nationalizing, expropriating, 
or otherwise seizing ownership 
or control of property of U.S. 
citizens or entities 
beneficially owned by them 
without taking steps to 
discharge its obligations 
toward such citizens or 
entities? 

FAA Sec. 532(c), 620(a), 
620{f), 6200; FY 1982 Appropriation 
Act Sees. 512 and 513. Is recipient 
country a Communist country? 
Will assistance be provided 

NO 

to Angola, Cambodia, Cuba, 
Laos, Vietnam, Syria, Libya, NO 
Iraq, or South Yemen? 
assistance be provided 

Will 
to 

Afghanistan or Mozambique NO 
without a waiver? 

ISOCA of 1981 Sees. 724, 
727, 728 and 730. Fer 
specific restrictions on 

N/A 

assistance to Nicaragua, see 
Sec. 724 of the ISOCA 
of 1981. For specific 
restrictions on assistance 
to El Salvador, see Sees. 
727, 728 and 730 of the 
ISOCA of 1981. 

FAA Sec. 620(j). Has the No. See January 6, 1984 
country permitted, or failed memorandum signed by the 
to take adequate measures to administrator taking into 
prevent, the damage or consideration various 
destruction by mob action provisions of the Foreign
of U.S. property? Assistance Act of 1961, as 

amended, prior to approval 
of the FY 84 OYB, for this 
item and items 7, 8, 10, 12 
and 16 below. 



- 8 

7.	 FAA Sec. 620(1). Has the 
country failed to enter 
into an agreement with 
OPIC? 

8•	 FAA Sec. 620 (0) ; 
Fishermen's Protective 
Act of 1967, as amended, 
Sec. 5. (a) Has the 
country seized, or 
imposed any penalty vi 
sanction against, any 
u.S. fishing activities 
in international waters? 
(b) If so, has any 
deduction required by 
the fishermen's 
Protective Act been made? 

9.	 FAA Sec. 620(9) ~ FY 1982 
Appropriation Act Sec. 517. 
(a) Has the government 
of the recipient country been 
in default for more than six 
months on interest or 
principal of any AID loan to 
the country? (b) Has the 
country been in default for 
more than one year on 
interest or principal on 
any u.S. loan under a program 
for which the appropriation 
bill appropriates funds? 

10.	 FAA Sec. 620(s). If 
contemplated assistance 
is development loan or 
from Economic Support Fund, 
has the Administrator taken 
into account the amount of 
foreign exchange or 
other resources which the 
country has spent on military 
equtpment? Reference may be 
made to the annual "Taking 
into Consideration" memo: 

No 

NO 

NO
 

NO
 

N/A 
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This	 approval by the 
Administrator of the Operational 
Year	 Budget can be the basis for 
an affirmative answer during 
the fiscal year unless 
significant changes in 
circumstances occur.) 

11.	 FAA Sec. 620(tL. Has the 
country severed diplomatic 
relations with the united 
States? If so, have they 
been resumed and have new 
bilateral assistance 
agreements been negotiated 
and entered into since such 
resumption? 

12.	 FAA Sec. 620(u). What is 
the payment status of the 
country's U.N. obligations? 
If the country is in arrears, 
were such arrearages taken 
into account by the AID 
Administrator in determining 
the current AID Operational Year 
Budget? 

13.	 FAA Sec. 620A: FY 1982 
Appropriation Act Sec. 
520. Has the country 
aided or abetted, by granting 
sanctuary from prosecution 
to, any individual or group 
which has committed an act of 
international terrorism? 
Has the country aided or 
abetted, by granting 
sanctuary from prosecution 
to, any individual or group 
which has committed a war 
crime? 

NO 

Taken into account by the 
Administrator on January 6, 
1984, at time of approval of 
FY 84 OYB 

NO 

NO 
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14. FAA Sec 666. Does the NO 
country object, on the 
basis of race, religion, 
national origin or sex, 
to the presence of any 
officer or employee of 
the U.S. who is present 
in such country to carry 
out economic development 
programs under the FAA? 

15. FAA Sec. 669, 670. Has NO 
the country, after August 
3, 1977, delivered or 
received nuclear enrichment 
or reprocessing equipment, 
materials, or technology, 
without s~G~iti~d arrangements 
or safeguards? Has i. t NO 
transferr~d a nuclear ~xplosive 

device to a non-nuclear weapon 
state, or if such a state, either 
received or detonated a nuclear 
explosive device, after 
August 3, 1977? (FAA Sec. 
620E permits a special waiver 
of Sec. 669 for Pakistan). 

16. JSDCA of 1981 Sec. 720. Was 
the country represented at the 
Meeting of Ministers of Foreign 

Taken into account by 
the Administrator on 
January 6, 1984 at time 

Affairs and Heads of Delegations 
of the Non-Aligned Countries to 

of approval of FY 84 OYB 

the 36th ~neral Session of the 
General Assembly of the U.N. 
of Sept. 25 and 28, 1981, and 
failed to disassociate itself 
from the communique issued? 
If so, has the President 
taken it into account? 

17. JSDCA of 1981 Sec. 721. 
See speciel requirements for 
assistance to Haiti. N/A 
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18.	 FY 84 Continuing Resolution. Has the NO
 
recipient country been detemined by the
 
President to have engaged in a consistent
 
pattern of opposition to the for'eign
 
policy of the united states.
 

B.	 FUNDING SOURCE CRITERIA FOR 
COUNTRY ELIGIBILITY 

1.	 Development Assistance
 
Country Criteria
 

a. FAA Sec. 116. Has the No. Taken into account by
Department of State the Administrator on Jan. 6,
determined that this 1984 at time of approval of 
government has engaged in FY 84 OYB. 
a consistent patteln of 
gross violations of 
internationally recognized human 
rights? If so, can it be 
demonstrated that contemplated 
assistance will directly 
benefit the needy? 

2.	 Economic Support Fund
 
Country Criteria
 

a. FAA Sec. 5028. Has it N/A

been determined that the
 
country has engaged in a
 
consistent pattern of
 
gros8 violations of
 
internationally recognized
 
human rights? If so, has
 
the country made such
 
significant improvements
 
in its human rights record
 
that furnishing such
 
assistance is in the
 
national interest?
 

b. ISDCA of 1981, Sec. 725(b). N/A

If ESF is to be furnished to
 
Argentina, has the President
 
certif.ied that (1) the Govt. of
 
Argentina has made significant
 
progress in human rights; and
 
(2) the provision of such 
assistance is in the national
 
interests of the U.S.?
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c. ISDCA of 1981, Sec. 726(b). N/A 
If ESF assistance is to be 
furnished to Chile, has the 
President certified that (1) 
the Govt. of Chile has made 
significant progress in human rights; 
(2) it is in the na tional interest of 
the U.S.; and (3) the Govt. of 
Chile is not aiding international 
terrorism and has taken steps to 
bring to justice those indicted in 
connection with the murder of 
Orlando Letelier? 
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5C(2) PROJECT CHECKLIST 

Listed below are statutory criteria 
applicable to projects. This section 
is divided into two parts. Part A. 
includes criteria applicable to all 
projects. Part B. applies to projects 
funded from specific sources only: 
B.l. applies to all projects funded 
with Development Assistance Funds, 
B.2. applies to projects funded with 
Development Assistance loans, and 
B.3. applies to projects funded from 
ESF. 

CROSS REFERENCES: IS COUNTRY 
CHECKLIST UP 
TO DATE? HAS 
STANDARD ITEM 
CHECKLIST BEEN 
REVIEWED FOR 
THIS PROJECT? 

A. GENERAL CRITERIA FOR PROJECT 

1.	 FY 1982 Appropriation Act 
Sec. 523: FAA Sec. 634A: 
Sec. 653(b): Second CR FY 83, 
Sec. 101 (b) (1) • 

(a) Describe how authori~ing 
and appropriations committees 
of Senate and House have been 
or will be notified concerning 
the project: 
(b) is assistance wi thi fl 
(Operational Year Budget) 
country or international 
organization allocation 
reported to Congress (or 
not more than $1 million 
over that amount)? 
(c) If the proposed 
assistance is a new country 
program or will exceed or cause 
the total assistance level for 
the country to exceed 
assistance amounts provided 
to such country in FY 83, has 
a notification been provided 
to Congress? 

(Filed by Mission) 

YES 

NO 
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~ . 

3. 

4. 

5. 

(d) If the proposed assistance 
is from the $85 million in ESF 
funds transferred to AID under 
the Second CR for FY 83 for 
"economic development 
assistance projects", has the 
notification required by 
Sec. 101 (b) (1) of the Second 
CR for FY 03 been made? 

FAA Sec. 6l:i..(a) (1). Prior 
to obligation in excess of 
$100,000, will there be 
(a) engineering, financitll 
or other plans necessary to 
carry out the assistance and 
(b) a reasonably firm 
estimate of the cost to the 
u.S. of the assistance? 

FAA Sec. 6 J 1 (a) (2). Iffur the r 
legislative action is required 
within recipient country, what 
is basis for reasonable 
e~pectation that such action 
will be completed in time to 
permit orderly accomplishment 
of purpose of the assistance? 

FAA Sec. 6ll(b) ~ FY 1982
 
~2propriation Act Sec. 501.
 
If for water or water-related
 
land resource construction,
 
has project met the
 
standards and criteria as set
 
forth in the Principles and
 
Standards for Planning Water
 
and Related Land Resources,
 
dated October 25, 1973?
 

FAA Sec. 611 (e). I f pro j ec tis 
capital assistance (e.g., 
construction), and all u.S. 
assistance for it will exceed 
$1 million, has Mission Directvr 
certified and Regional Assistant 
Administrator taken into 
consideration the country's 

N/A
 

The Regional Legal Advisor has 
determined that plans and cost 
estimates are adequate to 
satisfy Section 611 (a) (1) • 

N/A 

N/A 

N/A 
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capability effectively to
 
maintain and utilize the
 
project?
 

6.	 FAA Sec. 209. Is project 
susceptible to execution 
as part of regional or 
multilateral project? 
If so, why is project 
not so executed? Information 
and conclusion whether 
assistance will encourage 
regional development 
progr<lms. 

7.	 FAA Sec. 60l(a). Information 
and conclusions whether project 
will encourage efforts of the 
country to: (a) increase the 
flow of international trade; 
(b) foster private initiative 
and competition; and 
(c) encourage development and 
use of ~ooperatives, and credit 
unions, and savings and loan 
associations; (d) discourage 
monopolistic practices; (e) improve 
technical efficiency of industry, 
agriculture and commerce; and 
(f) strengthen free labor unions. 

8.	 FAA Sec. 60l(b) ~ Information and 
conclusions on how project will 
encourage u.S. private trade and 
encourage private u.S. participation 
in foreign assistance programs 
(including use of private trade 
crannels and the services of 
U.S.	 private enterprise). 

9.	 FAA Sec. 612 (b), 636 (h) ; 
FY 1~82 Appropriation 
Act Sec. 507. Describe steps 
taken to assure that, to the 
maximum extent possible, the 
cOllntry is contributing local 
currencies to meet the cost of 
contractual and othe services, 

NO 

The Project will investigate 
private sector distribution 
channels for contraceptives, 
and where feasible support 
pilot distribution programs. 

The commodities and contractor 
will be from the u.s. 

The GSDR will contribute 
50Sh. -,.-- --"._....",...._ 
roughly % of total 
costs. There-are no U.S. 
owned local currencies. 
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and foreign currencies owned 
by the u.s. are utilized in 
lieu of dollars. 

10.	 FAA Sec. 612(d). Does the u.s. 
own excess foreign currency of 
the country and, if so, what 
arrangements have been made fo~ 

its rr:lease? 

11.	 FAA Sec. 601(~). Will the 
project utilize competitive 
selection procedures for the 
awarding of contracts, except 
where applicable 
procurement rules 
allow otherwise? 

12.	 FY 1982 Appropriation 
Act Sec. 521. If 
assistance is for the 
production of any 
commodity for export, 
is the commodity 
likely to be in surplus 
on world markets at the 
time the resuJting 
productive capacity 
becomes operative, and 
is such assistance likely 
to cause substantivl injury 
to u.S. producers of the 
same, similar or competing 
commodity? 

13.	 FAA 118(c) and (d). Does 
the project comply with 
the environmental procedures 
set forth in AID Regulation 16? 
Does the project or program take 
into consideration the 
problem of the destruction 
of tropical forests? 

14.	 FAA 121(d). If a :Sahel 
project, has a determination 
been made that the host 
government has an adequate 
system for accounting for 
and controlling rec~ipt and 
expenditure of project 
funds (dollars or local 
currency generated there from)? 

NO 

YES 

N/A 

Yes. A categorical exclusion 
has been granted. 

N/A 
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:~. FAA Sec. 128; Second CR FY 83, YES 
Sec. lOl(b) (2). Has an 
attempt been made to fina~ce 
productive facilities, goods, 
and services which will 
expeditiously and directly 
benefit those living in 
absolute poverty under 
the standards adopted by 
the World Bank? 

16. FY 84 Continuing Resolution. Is NO 
comparable American private 
enterprise funding available for 
the proposed project? 

17. FY 84 Continuing Resolution. Has 
full consideration been given at 
each stage of project design to 

YES 

the involvement of small minority 
(including women-owned businesses) 
enterprises, historically black 
colleges and 
PVO's? 

universities and minority 

FUNDING CRITERIA FOR PROJECT 
1. Development Assistance 
Project Criteria 

a • FAA Sec. 10 2 (b), Ill, 
113, 281(a). Extent to 
which activity will (a) 
effectively involve the 
poor in development, by 

This project will be aimed 
at Somali couples, more 
especially women, to p:vvide 
family planning information 
and services which will 

extending access to 
economy at local level, 

improve the health of mothers 
and children. 

increasing labor-intensive 
production and the use of 
appropriate technology, 
spreading investment out 
from cities to small towns 
and rural areas, and 
insuring wide participation 
of the poor in the benefits 
of development on a sustained 
basis, using the appropriate 
U.S. institutions; (b) help 
develop cooperatives, 
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especially by technical 
assistance, to assist rural 
and urban poor to help 
themselves toward better life, 
and otherwise encourage 
democratic private and 
local governmental 
institutions; (c) support 
the self-help efforts of 
developing countr ies; (d) promote 
the participation of women in the 
national economies of developing 
countries and the improvement 
of women's status; and (e) utilize 
and encourage regional cooperation 
by developing countries? 

b• FAA Sec. 10 3, 10 3A, 10 4, 10 5, 
106. Does the project fit the 
criteria for the type of funds 
(functional account) being used? 

c. FAA Sec. 107. Is emphasis on 
use of appropriate technology 
(relatively smaller, cost-saving, 
labor-using technologies that 
are generally most appropriate 
for the small farms, small 
businesses, and small incomes 
of the poor)? 

d. FAA Sec. llO(a). Will the 
recipient country provide at 
least 25% of the costs of the 
program, project, or activity 
with respect to which the 
assistance is to be furnished 
(or is the latter cost-sharing 
requirement being waived for a 
"relatively least developed" 
country)? 

YES 

N/A 

YES 
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e. FAA Sec. llO(b). Will grant 
capital assistance be disbursed 
for project over more than 
3 years? If so, has 
justification satisfactory to 
Congress been made, and efforts 
for other financing, or is the 
recipient country "relatively 
least developed"? 

f. FAA Sec. l22(b). Does 
the activity give reasonable 
promise of contributing to 
the development of economic 
resources, or to the increase 
of productive capacities and 
self-sustaining economic 
growth? 

g. FAA Sec. 28l(b). 
Describe extent to which 
program recognizes the 
particular needs, desires, 
and capacities of the 
people of the country; 
utilizes the country's 
intellectual resources to 
encourage institutional 
development; and 
supports civil 
education and training 
in skills required 
for effective 
participation in 
government processes 
essential to self
government. 

NO 

Indirect benefits will be 
obt~ined as a result of 
lower long term population 
grow,th. 

The project stems from a 
direct request of GSDR for 
such a project. The project 
design has been a collabora
tive effort between USAID, 
GSDR, and several Somali 
non-Government organjrations.
Likewise, the project is 
specifically designed to 
strengthen Somali Family 
Planning Institution. 
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nN~r' T:r. nohAn, 

The Government of the Somali 'Democratic Republic (GSDTI) requ€cts 
financial 8f.lsistance of ap!JroJtirnEl,tely ,t10.1 million over (} fi.ve-~re2.r 'P,'?rio<l 
from the Government ()f the Uni tp.ll states. ,The :funds will finance the short
tp.:r'Tfl tr~linin~, ·/;(~~hrtieflJ. ncsistrmce and selected cornm0diti.0.s Y/hich will 
support the conduct of information and education prop,rams, delivery of 
sp,rvices, and research relatpd to f8mi.ly hp.~\J.tr~, ;'f:J v,p.ll ~1:: t,ll,!? inrplemp,n-tp
tion of various demor;raphic stuc1ics 8nd policy prop;rr-uns t inclndin{,; the 
~on~uct of the 1986 cenOU8 of population. 

The nSDH plnce8 :" vc~ry ILi.r~h priOl'it;v on the effective imnlcmf:ntn
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SECrION 13.1 TEQINICAL ANALYSES ANNF.x5 

13.1. (a) TECHNICAL ANALYSIS FOR THE POPULATION DATA AND
 
POLICY COMPONENT
 

A. Justification 

AID's population assistance program focuses on the provi
sion of safe and effective family planning services, but is 
balanced with assistance in population data collection, anal
ysis, program design, and policy development. Thii data and 
policy component supports the data gathering and evaluative 
research necessary for government leaders to: establish the 
current size, distribution, and'condition of the population; 
project future growth, redistribution, and needs of the popu
lation; and plan pre.grams and formulate policies which address 
population and pop .. 't..:.ion-related problems. Wi thout knowledge 
of population characteristics and understanding of links bet
ween population growth, health conditions, and economic devel
opment, government planners and policy-makers may ignore or 
assign low p~iority to family health programs. 

Data on the Somali population are scant. Of the limi ted 
data sources, most cover only urban, settled, or regional seg
ments of the populatioll and so are insufficient for comprehen
sive national assessments and for detailed planning purposes. 
Because of difficulties in surveying and enumerating refugee 
and nomadic groups, even the few national surveys and the 1975 
Census are of questionable quality. Aside from the dearth of 
demographic and socioeconomic data, Somalia alsc has limited 
data collection, production, and analysis resources - in terms 
of: 1) infrastructure for planning, crganizing, and ca£rying 
out data collection activilies; 2) data entry ?ld processing 
equipment and associated skills; and 3) analytic skills for 
assessing population data, incorporating data into development 
planning activities, and advising government leaders on appro
priate policy and program initiatives to hasten achievement of 
national development goals. 

Despite this scarcity of data, SomaJ.i Government leaders 
have begun to recognize problems associated with rapid popula
tion growt~. The 1979-81 Three-Year Development Plan identi 
fied the development of human resources as a prerequisite for 
development and recommended the formulation of sound long-term 
population and manpower policies for optimal human resources 
development. The current 1982-86 Five-Year Development Plan 
recognizes rapid population growth as one of several factors 
contributing to foreseeable future employment and underemploy
ment problems. Other factors include: 1) the increase in 
3econdary SCllool graduates coupled wi th the government's pol
icy of ~uuranLecing employment to all graduates; 2) the limited 
absorptive capacity of the modern, non-agricultural sector; 
and 3) a perceived tapering off of employment opportunities in 
the oil-exporting states of the Near ERst. Yet, population 
links with other sectors (e.g., health, agriculture and nutri 
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tion, environment and land use, housing and urban social ser
r vices) ~re absent from these planning reports. 

While Somalia does not have a r~rmal policy regarding popu
lation growth and fertility as such, the government has, 
through a number of programs, demonstrated a commitment to 
family planning as a means for couples to space childbirths 
and thereby contribute to improved maternal and child health. 
The Ministry of H2alth has since 1978 included family planning 
as part of maternal and child health care; it has recently 
mandated that all primary health care (PHC) workers participate 
in family health training sessions and that family planning be 
incorporated into the PHC curriculum. The Somali Women's 
Democratic Organization (SWDO) has since 1975 carried out an 
effective campaign to acquaint women with their legal and cul
tural rights; SWDO has recently incorporated family health/ 
family planning issues into its daily radio program and com
munity discussion program. The Ministry of Enucation ha~ inte
grated population and family health education into the primary 
and secondary school curriculum and supports an out-of-school 
outreach program which addresses family life and family health 
issu0s. In 1983, the National Parliament passed a decree to 
establish ~he country's first non-governmental Somali organiza
tion - the Somali Family Health Care Association - to undertake 
family health activities. The Somali Government has recently 
begun considering the establishment of a national policy-level 
commission, responsible for formulating MCH and population pol
icies and ensuring the coordination of these with other govern
ment policie~. 

The Government of Somalia has recognized the health benefits 
associated with family health services and has responded by 
supporting educational and service delivery programs. Still, 
to continue development of these programs and to progress to
ward informed national population policies, a broader and more 
detailed data ~ase is needed. The Government of Somalia is 
committed to ~nformation-based program development and policy 
formulation. The full data and policy requirements in Somalia 
include, then, training and technical assistance in the pro
duction of population data and training and technical assis
tance in the analysis and use of data in the policy-making, 
dev0loprnent planning and program design processes. 

B. Strategy 

The FHS project attempts to meet these requirements through 
a balanced technical a~sistance, training, and research support 
program aimed at data production, analyses, and applications 
for planning and policy-making. 

The major data production undertaking is the 1986 Census.
 
Census data will be extremely valuable for detailed analyses
 
of the population, including: establishing the
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size of the working population and its distribution by age, 
sex, education, location, and type of work; evaluating current 
and estimating future employment requirements; evaluating 
characteristics of existing housing and estimating future 
housing requirements; assessing current enrollments against 
number of school-age children and estimating future schooling 
requirements; and establishing the geographic distribution of 
the population by age and estimating medical and family health 
needs by geographic region. The Census activity does require 
considerable resources and is a time-consuming activity. By 
the end of project, the detailed tabulations for the total pop
ulation will be incomplete, but total population counts and 
tabulations for ten percent of the populution are expected to 
be prepared. 

~In the meantime, the FHS project will support a number of 
data collection and research activities, which will provide 
more timely, though less comprehensive and detailed information. 
The FHS project will support the completion of analyses of two 
important data sets. The 1980 Population Survey promises to 
provide more accurate estimates of fertility, mortality, and 
migration rates. ~hat survey also contains the data on fertil
ity and mortality of nomads - information which was not pro
vided by the 1975 Census. ~he 1982 Settlements Survey contains 
useful information on quality of life and demographlc charac
teristics of recently settled populations. Since nomad settle
ment schemes are planned to continue in the future, this infor
mation will be valuable for guiding the settlement program and 
estimating the demographic consequences of this program. 

The FHS project will also support two demographic research 
undertakings. These two projects will expand upon small-scale 
studies conducted in preparation for the upcoming Second Na
tional Population Conference. The research subjects will be 
id~ntified after that Conference, but may address one of the 
following topics: fertility-health relationships, population
natural resourC2S relationships, nuptuality patterns, demo
graphy of resettlement, male attitudes toward child-spacing 
and famiJy planning, results of unwanted fertility, determin
ants and consequences of urbanization, and employment drain 
to Near EdSt States. These topics cover areas of special con
cern to Somalia and require focused research work. This work 
will help to highlight important population-development links. 

The FHS project will provide the greatest ~esources to 
data collection und tabulation activities, which is practical 
since 0ata resources are so poor in Somalia. Still, the project 
will provide limited assistance, in the later years of the pro
ject (as data become available) in the utilization of popula
tion data for planning and policy-making ~urposes. These in
clude two workshops on utilizing demographic data in projecting 
futuro population growth and in estimating requirements for the 
growing population (including health, education, employment, 
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and food requirements). These workshops will help strengthen 
local skills in population-development planning. In addition, 
the project will support two additional National Population 
Conferences. These conferences will provide a mechanism for 
disseminating research findings and planning analysis results 
to a broad government and research audience and will help to 
raise awareness of population-development links. 

C. Component Inputs 

Planned FHS project inputs to support population data and 
policy activities are considerable. This commitment of re
sources, however, is necessary to ensure that: 1) accurate 
data are produced in a timely fashion and 2) local data pro
duction and analytic capabilities and skills are developed. 
These were two major shortcomings of the 1975 Census. Because 
of questionable enumeration methods employed jn surveying the 
nurnadic population and less than ccmplete coverage of the set
tled pop'llation, the Census data are not of high quality. Due 
to computer deficiencies and data production delays, the final 
tabulations frum the Census havp still not been released. 
Finally, because most of the collection and processing work 
for the Census was handled by outside advisors, there are few 
local personnel who have developed skills in data collection 
and production procedures. 

The FHS project, however, is providing short-term technical 
assistance in the early phases of census planning to ensure 
that proper steps are taken to provide fullest coverage of the 
Somali population and to ensure adequate questionnaire construc
tion to provide useful information in a form easy to administer 
and computerize. The Project is also providing a mainframe 
computer and adequate maintenance to facilitate timely data 
entry and processing. The central purpose guiding FHS project 
activities is the development of local capabilities and skills 
for undertaking data collection and analysis work. In this 
regard, the Project provides technical assistance work which 
str~ngthens the3e local skills, through short-term and on-the
job training. 

D. Special Problems 

1. Cartography 

Census field mapping activities have already begun in 
preparation [or the 19~6 Census. An important question-mark 
relnains, however, over the conditions placed on using the base 
maps for the rural areas. The military's N~tional Cartographic 
Directorate (NCO) has indicated that CSD is only allowed to 
borrow the maps, whir.h essentially means that their usefulness 
is limited as they have to be returned in good ~ondition. Out 
updating maps in the field requires that they be drawn nn, 
folded, cut up and joined together according to the chief com
pass limits of the Jdministrative boundaries. 
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It is recommended that CSD seek higher authority, there
fore, to enable the maps to be used in the fi(~ld as necessary. 
The Somnli Census has already been delayed one year and, as 
there are no cartographic equipment and materia~s available, 
even further delays could be incurred if tracings or photocopies 
have to be made of the 470 NCD base maps. A l.ong-term advisor 
in cartogral'hy sponsored by the UNFPA will be res{j0nsible for 
assisting the Somalis in the acquisition of mclps and their ~Q
lineation for the census. It is hoped that his presence will 
reduce delays in cartographic work. 

2. Special Problems with Nomads 

The problem of how nomads can best be counted has been 
addressed by sample and survey technicians in the past, but has 
never been satisfactorily resolved. This is in part because 
of the difficulty of locating a mobile population during a short 
census-taking period. Also, since few countries have sizeable 
nomadic segments, few resources have b2en devoted to this problem. 

Somalia does have a sizeab12 nomadic segment and so the 
1986 Census must address this enumeration problem. The Somalis 
have been encouraged to update the list of waterpoints and to 
study nomadic migration patterns before the 1986 Census. They 
can do this without technical assistance. However, further re
search is required for determining the best way to establish 
nomadic migration patterns in the confines of a few census 
questions. 

Even if the list of waterpoints is updated, the migra
tion patterns are studied, and the field procedures are devel
oped according to findings, the movement of nomads is dependent 
upon rainfall patterns during census field work. Unpredictable 
nomadic movement which can make accurate counting even more 
difficult. 

3. Appropriate Counterparts 

Although the Director of CSD, the Deputy Director, and 
some Section H0ads have had over ten years of experience in
cluding the last census, their availability is limited due to 
other administrativ~ responsibilities and service as counter
parts in other survey projects. Furthermore, only nne program
mer has received long-term training abroad. The lack of trained 
programming staff is the most critical problem facing CSD in 
the technical aspect of census implementation. 

It is recommended tlla t CSD g l. ve ~ 'ie Census top priority. 
It has so promised, but too much emphasis cannot be given to 
this undertaking. It will bp primarily the responsibility of 
the long-term advisors in census taking dnd data processing 
(sponsor~d by the UNFPA) to train CSD staff while on-the-job. 
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The limited technical assistance pro,~ded by USAID is insuf
ficient to assure quality and timeliness of census implementa
tion. 

4. Collaboration and Support of Other Ministries 

The 1975 Census was taken during a nationwide literacy 
campaign. Approximately 25,000 students and 5,000 teachers who 
had been living in the rural areas were made available for cen
sus enumeration (the exact number who actually conducted the 
enumeration is unknown). In fact, major field work implementa
tion in the rural areas was controlled by the Central Committee 
for the Rural Development Campaign and not the Census Committees. 
There is a serjous question concerning how effective the 1986 
Census Committees will be and whether or not they can provide 
the support required for the census. 

The importance of the Census Executive and Technical 
Committees has been brought to the attention of the Director 
of CSD during an Executive Level POPSTAN workshop given by the 
U.S. Census Bureau in February. They were advised by CSD that 
permission to set up the Committee has been requested from the 
President ot GSDR. ~SO hopes he will approve it soon and that 
work can begin in March. However, there is no way to guarantee 
the success of the Committees now. 

5. Data Processins 

Although the computer site will be prepared and the 
computer acquired with assistance from UNFPA and USAID, respec
tively, this alone cannot guarantee successful processing of 
census data. Some of the problems experienced with the NCR 
will no doubt plague the new computer because power outages 
and environmental factors are hard to control. Furthermore, 
experience in computer center management is limited and CSD 
has no systems analyst able to fully understand and utilize 
the new equipment. None of the programmers are experienced 
and only the Head of the Processing Section has received long
term training. 

Although training in COBOL, Wang Systems, CEN£S4, 
CONCOR and Systems Analysis and Design has been recommended, 
most of it is not presently covered in the assistance offered 
by UNFPA and USAID. If increased funding is not made avail 
able for these activities, the need for training must be 
filled primarily by the long-term data processing advisor 
funded by UNFPA. That individual will have to allocate time 
to provide formal training in the areas identifi~d if insti 
tutional capacity js to be strengthened. 

6. Logistical Support 

Although both USAID and UNPPA are funding a significant 
proportion of the local (~osts of the Cerisus, the major portion 
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of local costs must be supported by the GSDR. Among the most 
important of these are salaries and supplements for local staff, 
especially enumerators, supervisors, data entry staff, editors 
and coders. 

It is extremely important that the Ministry of Educa
tion, and other Ministries which have staff in the field, pro
vide release time for their students, teachers and other appro
priate staff to carry out the field work. The present GSDR 
budget for the Census has no line item for enumerator salaries 
01 supplements. The U.S. contribution will cover only enumer
ator per diems for a period of two weeks. Assuming 15,500 enum
erators and supervisors are required for two weeks of training 
and two to three weeks of enumeration and their salaries are 
supplemented by So. Sh. 2,000 per month, this cost will be quite 
high. The same can be said for support of office staff, espe
cially keyers for the duration of data entry which may take 
over two years. If the GSDR is unable to cover such costs, 
the Census cannot be implemented as planned, or if implemented, 
it will suffer from low morale and staff motivation due to lack 
of incentives. 

The GSDR must b€ made fully cognizant of these obliga
tions and must plan well in advance for the budget allocations 
necessary for taking and processing the Census. 
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13.1.(b) TECHNICAL ANALYSIS FOR THE IEC COMPONENT 

A. Justification 

Before a couple can choose to adopt or not to adopt a method 
of child spacing, they must know that they have such a choice 
and the advantages and disadvantages to them of choosing one op
tion or another. Evidence from the Family Health Survey (in 
which only about 2% of the women interviewed reported using any 
child-spacing method and arout 20-40% had any knowledge of mod
ern methods) suggests that for most Somalis utilizing a family 
health service and using a method are new, innovative behaviors. 

Sociologists have described the process of acceptance of a 
new behavior as consisting of five critical stages: 1) aware
ness (the person's introduction to a new idea or practice); 
2) interest (the stage at which she/he actively seeks more infor
mation); 3) evaluation (the stage of assessment in relation to 
her/his beliefs, experience, and other criteria); 4) trial (a 
limited time phase of experiment); ann finally, 5) acceptance 
or adoption. The duration of this process will depend upon per
sonality factors of the individual, how the innovation itself 
is presented (as consistent with present values and experience 
or not), and who presents the innovation. At the societal level, 
you can describe the following sequence: first the "innovators" 
or "early adopters", i. e., those who respond more quickly and 
positively to new ideas or radical concepts; then, the "early 
majority" who help legitimize the process; then, the "late ma
jority" who consolidate it; and finally, the "laggards" who are 
the last to accept the change. 

lEe has a role to play in all stages of th~ adoption process 
and can be critical in reducing the time for adopt jon to take 
place. IEC helps to inform the "innovators" and attract the 
members of the "early and late majorities". Within IEC are in
cluded all of the possible communication media, i.e. everything 
from radio to one-to-one, face-to-face discussion. The differ
ent media and channels have their own strengths and limitations 
in supporting this adoption process; some do better at different 
stages than others. 

lEC js critical to informing Somali couples about the options 
family hLalth presents to them. Most family health IEC activity 
is presently conducted through the MCH Centers of the Ministry of 
Health, though effective, the staff can reach only a limited 
audience. Expanding the institutions and strengthening the pro
gram will increase the numbers of couples reached and improve 
the knowledge (awareness) and (ultimately) adoption of family 
health practices. 
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B. Component Strategy 

The selection of a multiple-institutional, multi-media, 
coordinated strategy for IEC is dictated by the needs and real
ities of the Somali environment. People in Somalia learn of 
innovations through. a variety of channels: radio, printed ma
terials, their friends, teachers, political leaders, and visit 
ors -- to name just a few sources. Of particular importance is 
the continuing strength of the oral tradition; story-tellers and 
poets are highly regarded. The influence of these channels and 
their messages on the behavior of an individual will depend on 
their credibility to the person; some people regard the advice 
of teachers highly, others prefer to follow the advice of friends 
or relatives. 

To reach as many couples as possible and affect their be
havior, the FHS project must use a variety of institutions reach
ing different audiences in Somali communities. The selection of 
the institutions was influenced by the extent of their outreach 
into urban and rural, settled areas and their interest in becom
ing involved in family health IEC. A variety of media or commun
ication channels must also be used; the selections made so far 
are based on considerations of what is appropriate and available 
in communities to be reached. In this society, radio is a par
ticularly effective medium fo~ communicating and achieving aware
ness of family health and its importance. Group discussions, 
presentations, and the like ~re also popular and often used; 
they have been quite effective, given the anecdotal evidence 
available, in promoting use of family health methods. Posters, 
films, slide shows have not yet been tested for family health 
education. It is assumed that they will be popular, given the 
popularity of these media for communicating other messages. One
on-one, word o~ mouth transmission of messages is known to be 
effective in most cultures, and the evidence indicates that this 
will be the case in Somalia. The use of all of these media and 
the results will be assessed during project implementation. 

Given the objectives, the plan to use a numbe~ of institu
tions and media is necessary; at the same time, it is important 
that the messages that people receive from the different sources 
are consistent and mutually reinforcing. This requires close 
coordination of all those who are involved in this program and 
agreement on what and how IEC will be done. The SFHCA IEC Unit 
was chosen as the most appropriate coordinating body as it is 
a "relatively neutral entity with representation on its board 
from all of the concerned governmental agencies. Neither the 
Ministry of Health, nor the Ministry of Education, nor the SWDO 
can make a similar claim. 

The formulation of the messages to be used and their adapta
tion into the various media will be done on the basis of the in
formation gathered on attitudes towards family health and related 
characteristics in the baseline study for this component. The 
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messages must convey how the practice of family health reinforces 
accepted values and practices. If this innovation is closely 
aligned with accepted values and practices the evaluation stage 
of the adoption process can be speeded up. To align family 
health with traditions and accepted values, the IBC staff must 
present the concepts of family health in a framework familiar 
to the people in the audience, in their words, and in ways in 
which they are comfortable. Although this can be studied and 
applied by IEC-trained staff, the Project will aim to develop 
grassroots activities. This approach is drawn from experience 
in other countries when people at the local level present the 
innovative ideas to their own people, the communications is gen
erally more effective and adoption facilitated. 

Among the staff in the implementing institutions, the pre
sent levels of knowledge and skills about information, education 
and communication and about family health are low. There is no 
advanced education or training available in Somalia related to 
IEC. The Somali film agency and radio station have some trained 
staff, but their levels of skills and effectiveness have not 
been assessed. The staff of the Ministry of Health, FH/FP Divi
sion have received some training in low-cost media and visual 
aids production but these have been very simple and for their 
own personal use. Thus, a whole cadre of persons skilled in IEC 
remains to be developed. In addition, no systems presently ex
ist for developing an integrated IEC program for any field as is 
envisioned for this project. Each agency has its own means of 
dissemination of information and materials, with short-comings 
in each. The specific problems likely to be encountered are not 
yet evident, but will have to be dealt'with in the process of 
program implementation. 

C. Component Inputs 

The inputs for this component include short-term training 
and study tours for the IEC staff; one long-term advisor and 
months of short-term advisors for specific technical areas of 
IEC implementation; commodities which consist primarily of audio
visual equipment and materials; and vehicles for fieldwork of 
the implementing agencies. These inputs have been carefully 
selected so as to develop the cadre of IEC specialists required 
for effective implementation of an lEC program. The placement 
and scopes of work of the advisors, as well as the selection 
and placement of the commodities support the development of the 
coordinating mechanism required for the integrated lEC approach. 

These inputs will b2 complemented by those of other donors: 
UNFPA provides funding to the Ministry of Education's Population 
Education Project to implement selected IEC activities for MCH 
and family health; UNICEF is supporting the development of com
munity and health education programs with emphasis on nutrition, 
immunization and other preventive health measures through the 
SWDO, MOH's Health Education Program and the Women's Education 
Department of the Ministry of Education. 
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D. Special Problems/Issues 

1. Coordination of Efforts 

Active, comprehensive coordination is a key to the imple
mentation of IEC under this project. Coordination requires cer
tain actions on the part of the involved parties: regula~ com
munications about activities and plans; willingness to come to 
agreement on a common goal and common products; willingness to 
compromise in order to develop common products; delegation to 
one party the right to take selec~ed actions on behalf of the 
group. Ostensibly, by working together, the product of the whole 
becomes greater, and better, than the sum of the parts. However, 
experience indicates that participants in such ventures rarely 
see it from that perspective. Especially where resources are 
scarce and leaders and agencies under pressure to gain for them
selves and for their staff, each organization is tempted to take 
as many of the resources as possible including the resources of 
prestige and power. Rather than work together, the leqders and 
staff try to demonstrate their superiority and influence, making 
the process of compromise long and difficult. 

The Somali Family Health Care Asso=iation will play an 
important role in bringing the institutions together, facilita
ting their work and the development of joint plans and other pro
ducts, and, possibly by mediating differences. The Director of 
the IEC Unit of the SFHCA must be selected on the basis of her/ 
his skills in communicating effectively with the leadership and 
operational staff of the implementing agencies and her/his abil 
ity to gain the respect of the leaders. 

To foster the needed coordination and avoid possible 
breakdowns in communications, the SFHCA will use the following 
approaches: 

- Meetings of the Program Coordination Committee. As the 
review and policy committee for the project, the members 
will review all IEC pJ.ans and activities and will iden
tify problem areas; policy issues will be discussed at 
this level. 

- Meetings of the IEC Technical Group. This group, made 
up of the directors of IEC activities in each agency, 
will meet at least once every two months to share infor
mation on plans and activities; this group will formu
late the joint workplan every year. A regular meeting 
time and place will be set and an agenda circulated be
fore the meetings to achieve as high an attendance as 
possible of these leaders. 

- Informal meetings with the Direct~r of the IEC Unit. 
The IEC Director will meet at least once every month· 
with the directors of the lEC activities in each agency. 
These meetings will be more informal with the agenda 
being only to share information and tea. 
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- Newsletter. The newsletter of the IEC Unit will pro
vide another means of sharing information, and for 
granting prestige to agencies who are performing par
ticularly well. 

2. Maintenance and Upkeep of the Equipment 

The record of maintenance of equipment of any mechan
ical nature in Somalia is not reassuring. The project will pur
chase equipment which is as easy as possible to maintain. The 
project has also planned for and provided resources for training 
staff in the upkeep and repair of equipment and in its proper 
use. 

3. Translation/Printing of Materials 

For the advisors to provide their technical review of 
the materials and contribute to the improvement of program qual
ity and effectiveness, some translation will be needed. If the 
materials are developed in Somali (highly perferred) then trans
lation will be needed from Somali to English. If materials are 
developed in English, then translation to Somali is neceosary. 
To avoid delays that such translations often impose on projects, 
the project proposes to take the following actions: 

- Provide the Somali counterpart staff with English train
ing (through USIS or other means); this will enable the 
Somali staff to serve as on-the-spot translators and to 
better check the translations of others. It will also 
help them prepare for their participation in short-term 
training programs and study tours. 

- Develop an on-going relationship with someone competent 
in translation so that this individual develops the vo
cabulary necessary for accurate and speedy translation. 

Printing of materials is also a major bottleneck in the 
production of materials. The project will provide an offset 
press as one means to avoid such delays. Project plans will also 
be made to take inevitable delays into account. 

4. Reaching Men 

Although women are. nft~D t~~ first acceptors of family plan
ning and are often the actual,. ".j,~rs, in Somali society, men play 
a major role in making L',,; ,;.i..3ioil3 for the welfare of the family 
and in relation to personal, sexual matters. If a woman's hus
band does not want her to use a family health method, then she 
will either follow his direction and not use or use a method sur
repticiously, possibly leading to other problems and conflicts 
between the couple. An important audience for IEC activities 
and an important group to reach and educate about the role of 
family health are the men. 
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The institutions being tapped for participation in the 
IEC component, however, largely direct their efforts to adult 
women. Family Life Education Centers, the Orientation Centers, 
and MCH Centers cater to a female audience and orient their mes
sages to concerns of women. 

The Somali Family Health Care Association and the Minis
try of Information and National Guidance will take the lead in 
assuring that programs and materials are prepared and implemented 
for male audiences. These will include radio features, pamphlets, 
and posters, and group sessions in Ministries, other institutions 
at the central and local level, and through activities generated 
at the local level. 
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13.1.(c)	 TECHNICAL ANALYSIS FOR THE CLINICAL FAMILY HEALTH 
SERVICES COMPONENT 

A. Justification 

Improvement of the quality of life depends in large part on 
the improvement of the health status of all Somalis, particularly 
mothers and children, the most vulnerable groups. An important 
action to assure the good health of mothers and children is 
spacing of pregnancies at least 2-3 years apart; to allow the 
mother and her new child to regain their health. To space births 
the couple must either avoid intercourse or use some method of 
family health. Traditionally, in Somali society, in polygamous 
marriages the man would leave the one wife for up to two years 
following the birth of a child. While this is still practiced 
in some communities, these traditional ways are being practiced 
less as urbanization and concomitant cultural changes take place. 
Thus, the need to practice and use family health methods for 
child-spacing is becoming greater. 

The provision of comprehensive family health services is 
central to the purpose of the Project. These services provide 
information to couples which helps them select the most appro
priate method for child-spacing, provides them with the method 
they choose, instructs them in its use, and follows up to assure 
there have been no side effects. The Project's intent to 
strengthen the capabilities of the institutions to manage and 
support clinical services will permit improvements in the quality 
of services and expansion to more people in more geographical 
areas. 

B. Component Strategy 

The selection of the Maternal Child Health Center System as 
the most appropriate in which to integrate family health services 
was made with the full realization of its limitations, and only 
when the limitations of other alternatives were seen as greater. 
The strengths of the MCH are described below. To date, the MCH 
System has the most well-developed structure for the delivery of 
health services in Somalia, with over 89 centers in the regions 
and districts. More are being constructed. While some of these 
centers are not fully operational nor fully staffed, other don
ors, such as WHO/UNFPA and UNICEF are providing support for con
struction and renovation, hiring of staff, and supplying equip
ment. MCH services are heavily preventive and oriented to the 
urban areas. At this time, this urban orientation is an ad
vantage for family health services as urban couples are more 
likely to accept family health methods. Another important rea
son for integration of family health into MCH has already started: 
family health services are being implemented in the MCH centers 
of 5 regions and they are accepted as a legitimate part of MCH. 
Although accomplishments in acceptance rates and usage are mod
est, over 30 MCH centers are now providing some family health 
services. 
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An alternative health system considered for developing fam
ily health services was the primary health care system. While 
PHC is to become the national system Into which all other health 
systems are to be integrated, there are still many steps to be 
completed before it will be fully functional as a national sys
tem. The thrust of this program is to provide services to rural 
communities, through trained community health workers (CHWs) and 
traditional birth attendants (TBAs). The communities are asked 
to select and support (financially and in-kind) the CHWs; the 
program provides the training and supplies. For cases they can
not treat, the CHWs refer patients to Primary Health Care Units 
(PHCUs) located in district centers. USAID, UNICEF, and Caritas 
are among the donors providing support to the PHC system; each 
donor has assisted the development of the program in separate 
regions with some variations in each. To date there is no uni
fied system for PHC services. 

Other alternatives to the health systems described above 
were considered and rejected as being either too costly or 
risky, as other candidate institutions are still hesitant about 
becoming involved with the family health program, and particu
larly in the delivery of family health services. One alterna
tive, the development of a separate system of free-standing 
family health clinics, possibly under the Somali Family Care 
Association, would be very expensive and, at present, inappro
priate in the context of Somalia, where family health is accept
able only as a part of a health delivery package. Approaches 
using the network of the SWDO's Orientation Centers or the Min
istry of Education's Family Life Education Centers may be tested 
under the Operations Research component, but these institutions 
are not prepared to become lnvolved in service delivery at pre
sent. The possibility ot using commercial retail sales outlets 
will also be tested under the Operations Reserach component. 

Experience in delivering family health services through MCH 
has resulted in the identification of a number of problems; 
these problems have formed the basis of the selection of purpose 
indicators and outputs for this component, as the project will 
attempt to alleviate these problems and avoid others experienced 
in similar programs in other countries. Although correcting 
these weaknesses does not guarantee an effective field program, 
it does increase its likelihood. The most serious weaknesses 
are these: inadequate financial management; inadequate manage
ment of the supplies and equipment; limited service information; 
extremely limited documentation of plans and activities/accom
plishments; sporadic supervision and personnel' management. 
While some of these problems have been aggravated by lack of 
transport and timely financial support, 

a major reason 
is the lack of procedures and systems. (Problems of transport 
will be addressed in Section 4 below.) 

An additional concern is the adequacy of the service struc
ture of MCH for reaching the couples most in need of services 
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An additional concern is the adequacy of the service struc
ture of MCH for reachin~ the couples most in need of services 
and providing follow-up. In those centers visited by outside 
observers, there seemed to be no method for case-finding, e.g., 
for identifying women at risk and who need antenatal care, or 
for identifying those patients needing follow-up. There was 
also wide divergence in the level of activi ty related to family 
health services~ in some clinics the nurses seem to "promote" 
family health, in others they do not. Because of this concern, 
the Project plans a short-term consultation by an expert in 
service delivery to review the structure and assess its strengths 
and weaknesses, and to make recommendations on how they can be 
improved. 

C. Implementation Strategy 

The approach to implementation for the clinical family 
health services component of the Project is primarily to con
tinue with the implementation of family health services started 
two and one half years ago, with efforts directed to consolida
ting progress and improving the services being delivered. Over 
the five years service sites will expand (more than double) but 
at a rate which will allow the PH/PP Division to closely monitor 
and supervise the staff and facilities. The selection of regions 
and districts where family health services will be incorp0rated 
into MCH and Primary Health Care :,ill be closely coordinated with
in the Ministry of Health. The proposed expansion plan is pre
sented in Table 11.1.1. 

One major change from prev~ous activities will be the de
livery of health education. While the Ministry of Health will 
continue its important role in the delivery of health education 
about family health, it will, under the PHS project, coordinate 
its activities with the IEC component, namely the IEC Unit of 
the SPHCA, and the other implementing agencies. No major change 
is anticipated in the types of IEC activities undertaken~ how
ever, the Ministry of Health would share in the development and 
production of lEe mater~als with the other agencies. 

The primary mechanism for expanding and upgrading family 
health services (and rEC) is through training of staff. As 
noted in the Implementation Plan (See Section 15.0. ), training 
programs will cover a variety of topics~ over the five year 
plciect period, all staff working in family health will receive 
some type of training. For training to adequately support this 
responsibility in program implementation, it must be well 
designed and delivered. Further, once training is completed, 
then the staff must receive adequate logistical and supervisory 
support. All of these are areas of project emphasis. 

D. Component Inputs 

The inputs are directly related and compatable with the 
strategy and outputs defined. Technical assistance is the 



- 38 

~ 13.1.1: PROPOSED MCH CENTERS AND HOSPITALS OFFERING FAMILY HEALTH SERVICES 
By Region and by Year - 1982-1988 (PAGE 1/2) 
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PROPOSED MCH CENTERS AND HOSPITALS OFFERING FAMILY HEALTH SERVICES 
By Region and by Year - 1982-1388 (PAGE 2) 
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heaviest component and is consistent with the need to provide 
skills in doing the jobs within the Somali context. The tech
nical assistance and short-term training are to be targeted to 
the specific needs mentioned above. The long-term advisor will 
work with all of the management systems, including training. 

Other inputs are directed to fill specific gaps. The reno
vation of the office space and the MCH Center for a training 
site will permit the Central Office st~ff to work in an environ
ment in which the needed systems can be implemented. Contracep
tives and clinical equipment will be purchased so that effective 
and high quality services can be provided. An important input 
is vehicles which will support the logistics and supervision 
systems. 

E. Implementation Problems 

There are a number of prc~lems which are anticipated in the 
implementation of this component of the project. Specific actions 
to avoid these problems are explained under each. 

1. Maintenance of the Quality of Service 

As the services expand into more MCH centers and PHC 
service sites, the possibility increases for the quality of 
services to slip. To meet USAID guidelines and generally ac
cepted standards of care in family health services, the project 
must take steps to assure that patients who participate are fully 
informed about tile benefits and hazards of all the family health 
methods available, that they make a choice without any coercion, 
and that they be treated with dignity and confidentiality. A 
first step is establishing the standards by which this project 
will assess the quality of care as in the development of the 
model MCH center to be used as the training site for IUD inser
tion training. In conjunction with its development, the director 
of the medical services unit of the FH/FP Division, with consul
tation of the Director, Deputy Director, and the Director of 
Community Health Services, will develop written standards for 
care. These standards will be incorporated into the training 
for MCH nurses and for the procedures and training for the super
visors. 

The Director of the Medical Services Unit will also 
establish a review committee, with membership from the Division 
and other parts of the Ministry of Health and University. This 
committee will review the guidelines and periodically visit MCH 
centers to assess whether these guidelines are being followed. 
They will review the reports of the supervisors to assess ad
herence to the guidelines in those facilities they ~annot per
sonally visit. 

Family health services will also be provided through 
three hospitals and will ~xtend into new services, infertility 
services, voluntary surgical contraception, and services for the , .. 
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treatment of sexually transmitted diseases. Protocols and pro
cedur~s will be written for these services with che assistance 
of the short-term advisor. This advisor will also recommend 
the most appropriate review process and body to assure that the 
protocols are followed. 

2.	 On-going Support for the Family Health Services:
 
Recurrent Costs
 

This project is providing almost complete financing for 
the delivery of these services. The Operdtions Research compon
ent of the project will be critical in examining the issue of 
recurrent costs; under the vR component, studies will be under
taken to assess whether and how much people will be willing to 
pay for family health services and/or contraceptives. Various 
payment mechanisms will be reviewed and assessed, and be of 
particular concern in the preparation for the pilot programs in 
community-based distribution of contraceptives through the TBAs 
and/or through the political leaders of the SWDO. 

The project also anticipates reducing the level of re
current costs by integrating these services with the regular 
services of MCH and PHC and by closely coordinating inputs at 
all levels (See 4 below.) 

3.	 Maintenance of Vehicles 

The survival record of vehicles provided to the Ministry 
of Health is not positive. Various reasons are given for the 
nU~'"r of vehicles now not functioning: lack of spare parts, 
poor maintenance, and unskilled mechanics. The project proposes 
to add five vehicles to the Family Health/Family Planning pro
gram of the Ministry. To make sure that these vehicles will 
operate and continue to operate the following actions will be 
taken: purchase of sufficient numbers of spare parts; training 
for the drivers in how to drive the vehicles properly and in as
certaining when they need to take them for maintenance; and 
training for the mechanics. The project will contribute to the 
development and maintenance of the vehicle garage of the Min
istry of Health initiated under the Rural Health Project of 
USAID. The garage will provide these services to the project: 
routine maintenance and periodic chec}~s of all mechanical systems; 
preventive maintenance; repair of vehicles as possible. 

4.	 Coordination of Efforts wi th PHC and MCH 

Both the MCH progrRm and the Primary Health Care program 
are presently providing health services to the people of Somalia. 
While the MCH program is primarily concentrated in the more ur
ban areas of the districts and regions, the two programs are di
recting their efforts to preventive health measures and to 
treating the most common health problems; they are both trying 
to reach the people in greatest need and direct their attention 
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to those most vulnerable: mothers and children. Family health 
is to be integrated into these systems. 

To provide these services, common systems and support 
are required: transport, supervision, records, supplies, to 
name a few. With resources of the Ministry of Health limited 
and the needs great, the programs must do as much as possible 
to coordinate their efforts. This means planning trips, so that 
supervisors can travel in the same vehicles; planning distribu
tion of drugs and other commodities; arranging training programs 
jointly, so that the same staff are not being asked to go to 
different training programs at the same time or to training pro
grams so closely spaced that services cannot be provided in the 
centers. 

The project proposes to structure coordination by con
ducting meetings at minimum on a monthly basis with the princi
pals of these programs, the Director of Community Health and MCH, 
the Director of Primary Health Care, and the Director of Family 
Health/Family Planning. The purpose of these meetings is to 
discuss plans and problems and to share information and accom
plishments. Reinforcing this coordination activity will be 
meetings of the long-term advisor with the Director of Community 
Health and MCH on a monthly basis, and informal meetings with 
the Director of Primary Health Care and other donor agencies, 
such as WHO and UNFPA. Further coordination of activities will 
be accomplished through the Project Cooroination Committee in 
which all project activities will be discussed in light of the 
activities of other ministries and agencies. 

5. Maintaining a Positive Policy Environment 

The Ministry of Health has provided strong support to 
the development of family health services, within the context 
of MCH and Primary Health Care services. Reproductive health 
issues are given considerable importance, among them the control 
of sexually-transmitted diseases, infer.tility, and female cir
cumcision. Nonetheless, questions persist as to the need for 
family health services in a country with a relatively small popu
lation and low desnity for total land area. Most observers agree 
that family health has been able to expand because it has been 
presented in the context of health and because efforts have been 
fairly low-key and dir~cted entirely by the Somalis themselves. 
The expansion of the project, the renovation of separate office 
space, and the arrival of a contingent of expatriate experts 
will bring greater exposure to the program and expose it to more 
misunderstanding, rumors and potential backlash. 

Several approaches will be used to mitigate these possi
bilities. First, in the policy area, studies will be implemented 
which will demonstrate more explicitly for Somalia the relation
ship of child-spacing to health, and thereby the importance of 
family health for the health of Somali women and children. 
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These findings will be more widely disseminated through the IEC 
component and the workshops proposed under the policy area. 
Second, the IEC component will be developed with the cultural 
context and just these concerns in mind; expansion will be done 
step-by-step, and each phase will be evaluated to assess response 
and to identify needed changes. Third, Somalis will decide on 
the annual work plans, what will be done, where, and when (that 
is, how quickly to expand and what should be done). More Somalis 
will be trained to take leadership roles in the program. Advo
cacy of the program will be reinforced by the programs of the 
Somali Family Health Care Association. Fourth, the program, 
through its monitoring and planning system to be developed under 
the project, will keep all important officials and concerned 
parties informed as to what is being done in the delivery of 
family health services. This will be important to get any nega
tive reactions early; to learn of any problems so that action 
can be taken before they become major ones. 

The leadership of the project will determine to what ex
tent regular meetings should be held to inform the high officials 
of the government about project activities. It is anticipated 
that the newly legislated Council for the Care of Mothers and 
Children wil monitor project activities and give policy advice 
when appropriate. The project leadership will need to keep the 
members of this council informed through such reports as men
tioned above. 
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13.1.(d)	 TECHNICAL ANALYSIS FOR THE OPERATIONS RESEARCH 
COMPONENT 17 

A. Justification 

Key to any effective service delivery program is an innova
tive, informed, and responsive management system. Operations 
research activities are critical to the functioning of such a 
management system. A comprehensive and effective operations re
search program has three elements: 1) testing alternative ap
proaches to service delivery and identifying the most practical 
approach; 2) establishing an ongoing monitoring system which 
identifies successful operations and isolates problem areas; and 
3) undertaking formal research projects which establish the im
pact of service delivery inputs and uncover sources of service 
delivery problems. The availability of this sort of operational 
information in a timely fashion enables program managers to adopt 
service delivery approaches which have been tested and recommended, 
to replicate service delivery approaches which have been demon
strated to be effective in a given context, and to redesign inef
fective operations according to guidance provided by formal oper
ations research projects. 

Operations resear~h is an important element in any service 
delivery program, but is an especially important part of the FHS 
Project. This is because family health services have only re
cently been introduced in Somalia and effective delivery ap
proaches have yet to be identified. The Somali Government has 
been supportive of family planning methods as a preventive health 
measure for infants and mothers. Family planning services have 
been provided through the Ministry of Health's Maternal/Child 
Health Centers and population education has been incorporated 
into shcool curricula by the Ministry of Educati~n. There is 
evidence that Somalis are willing to adopt family planning and 
that a small segment of the population is currently using family 
planning methods. Still, the institutions providing these ser
vices have been slow in establishing services in urban areas and 
relatively unsuccessful in extending services to rural areas. 
They have offered only a limited mix of family planning method 
alternatives. These institutions are also poorly equipped to 
answer the many questions that are raised by users and potential 
users about maternal-child health measures, child-spacing, family 
planning, and alternative contraceptive methods. Hence, much 
service delivery development is required and there is a pressing 
need for testing alternative approaches, establishing a workable 
monitoring system, and estimating program impact and solving 
operational problems. 

Operations research also plays an important part in the FHS 
Project, insofar as the Project prepares the way for a finer
tuned and broader-based follow-on project. In drawing up the 
five-year FHS Project, the Design Team adopted a ten-year horizon 
for longer-range planning. The FHS Project comes at a very early 
stage in program development and so the Project will be imple

1/	 Not~: The Technical Analysis for the Contraceptive Social 
Marketing Program in lJ.l(e). 
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menting new types of services and entering new areas in Somalia. 
Evaluating these new services, testing alternative delivery ap
proaches, and redesigning delivery programs will be an ongoing 
exercise, pivotal in the evolution of family health services. 
This continuous operations research work will contribute to a 
lengthened and broadened experience in Somali family health 
which will be instrumental for the design of a refined and ex
panded follow-on project. 

The Operations Resear~h Component is critical, then for the 
effective management and operation of service delivery programs. 
It is especially critical to the success of this Project, since 
family health services are just beginning in Somalia and since 
this Project is intended to set the stage for a follow-on project. 

B. Strategy 

The FHS Project will provide a balanced program of operations 
research aimed at testing alternative service delivery approaches, 
establishing ongoing monitoring systems, and'undertaking formal, 
focused operations research projects. Project activities will 
be phased in a way which corresponds to the natural progression 
of program development. 

The selection of a strategy in which Operations Research will 
be closely coordinated with all of the implementing agencies and 
rely on their staff for the implementation of its studies was 
made only after other alternatives were reviewed and assessed as 
too costly and duplicative. The integrated approach yields these 
benefits: maintaining ongoing responsibility for the conduct of 
evaluation or with the operations agencies; providing them with 
the training and experience in the implementation of these studies 
and learning the need to build them into their regular activities; 
and providing a mechanism for the sharing of information and re
sults among the various institutions. 

By developing a Unit, the FHS Project also assures itself 
that these research activities will be considered and incorpo
rated into the work plans for the project as a whole. The Unit 
becomes a means for ongoing "lobbying" for OR as well as ongoing, 
regular assistance in the implementation of studies. 

By locating this Unit at the Somali Family Health Care Asso
ciation, the FHS Project chose a neutral organization with a 
particular interest in the results of these studies for the pro
motion of family health services in Somalia. It will be in a 
unique position to promote those approaches identified as parti
cularly successful in Somalia. Beyond this Project, the SFHCA 
can use th skills gained and related resources to continue ex
perimentation and testing of family health service delivery 
mechanisms. 

The Operations Research methodologies to be employed will be 
those deemed appropriate by experts in the field. 
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By requiring the institutions to submit proposals for the
 
smaller and large-scale studies allows the OR Unit and Technical
 
Group to: 1) compare studies and select those of greatest po

tential utility: 2) make sure that the study has been well
 
thought through: 3) determine the resources required for its im

plementation: and 4) assess the implications for other activities
 
ongoing in that institution. At the same time, the preparation
 
of such proposals assures that the institution has carefully con

sidered its interest and commitment to the study.
 

The second Family Health Survey requires separate considera
tion. The Project will endeavor to use the lessons gained in 
the first in this one. Final decisions will be made to design 
and structure in the third year of the Project. Among the recom
mendations is that the ~ cope of the second round should be en
.larged to cover a minimum of 4,000 ever-married women 15-49, 
living in urban areas as well as villages throughout the country. 
Given the difficulties of obtaining reliable probability samples 
of nomadic households and the virtual impossibility of inter
viewing women using the customary waterpoint approach, some al 
ternative method is indicated. One approach would be to admin
ister the questionnaire to a relatively small (200-500) number 
of women in selected groups of temporary nomadic encampments. 
Another approach would be to abandon the questionnaire in favor 
of a more anthropological method of gathering data, such as dis
cussion groups. Before either approach is adopted, it should be 
discussed with Somali researchers and pretested. 

In order to maximize the comparative value of the survey, 
the questionnaire should be modelled on the one used in the 
first round with the folJ.owing exceptions: a) a shorter ques
tionnaire would improve respondent cooperation, reduce the 
length of interviewer training and simplify data processing. 
Possible deletions might be questions on vaccinations of children, 
husband's attitudes towards family planni.ng and female circum
cision, weaning of the last child, and some of the questions on 
source of method for users: b) because there is some doubt as to 
whether the questions on knowledge of specific contraceptive 
methods were fully understood by respondents in the first survey, 
special care should be given in the second survey to ensuring 
accurate Somali translations of these terms. Consideration 
should be given to including short descripLions of each method 
in the questionnaire as is done, for example, in World Fertility 
Surveys (e.g. "there is something which a man can put over his 
penis before having intercourse in order to avoid pregnancy. 
This is called a condom or rubber. Have you ever heard of this?"): 
c) depending on the types of IEC activities introduced in the 
new project, this section should be expanded. Final determination 
of the questionnaire will depend on a full analysis of data from 
the first round. 

Prior to developing the questionnaire, consideration should 
be given to conducting focus group discussions. Focus groups 
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have long been used by marketing research agencies to gather 
data on attitudes and to refine questionnaires for subsequent 
sample surveys. This approach has more recently been applied 
in demographic research in developing countries (e.g. Mexico 
and Thailand) and has been found to provide a richer data source 
than can be collected in structured individual interviews, al
though, since the method does not rely on a probability sample 
of respondents, it should not be considered as a substitute for 
a survey, but instead as an adjunct. Focus groups may be par
ticularly suitable in Somalia, where group discussion is an 
integral part of the traditional culture. 

Consideration should also he given to collecting information 
from men. This could be accomplished either through focus groups 
or by implementing a small survey. The Westinghouse Contracep
tive Prevalence Survey Project has developed a male questionnaire 
and has conducted male surveys in several countries in conjunc
tion with female surveys. Experience has shown that surveys of 
male and female respondents are more efficiently implemented in 
separate stages of fieldwork. In order to keep inputs at a 
minimum, a male survey in Somalia should utilize a short ques
tionnaire and should cover a sample of only 1000-1500 respondents. 

c. Inputs 

Project inputs have been designed to enable the development 
of a complete, comprehensive OR program. Most important is the 
long-term operations research advisor who will guide all OR ac
tivities. This individual will provide important technical de
sign assistance as well as planning, implementation and analytic 
support to the Unit, Technical Group, and individual institutions. 

Ttl~ long-term advisor will be assisted by three short-term 
advisors who will provide assistance to the three major stucies 
planned. In addition, the IEC and Training and Management Sys
tems Advisors will reinforce OR activities, particularly in the 
area of evaluation and monitoring systems, in their respective 
components and counterpart institituions. 

The second Family Health Survey will be timed so that its 
findings on changing family health behavior can be used in the 
second evaluation of the Project. This activity will be carried 
out by the contractor for the AID centrally-funded Demographic 
and Family Health Surveys Project through a Mission add-on to 
that contract. That contractor will collaborate with the long
term advisor, the Somali Research Associate, and their counter
parts in evaluative/management units of relevant institutions 
in designing the survey instrument. The OR Unit will take the 
le~d, however, in advising and coordinating the survey work of 
the Ministry of Health and Central Statistics Department. 

The Somali Research Associate will participate in a study 
tour to similar projects already successfully implemented, most 
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likely in Asia. This experience will provide him/her with infor
mation on what should be done or be avoided to initiate such 
studies and what has been gained from them. 

The FAS Project will support the Unit for all 'ocal costs 
for its operation and the studies it undertakes. Vehicles for 
field work will be supplied by the participating agencies from 
those already provided by the Project. 

D. Special Problems/Is dues 

1. Reinforcing the Importance of This Component 

Although considerable resources are being provided to 
this component, it still receives less than any of the others 
and starts later than the other component~ It will be very 
tempting to relegate OR to a less than equal position among the 
components. Besides, OR will be asking questions that many in 
the Project, especially around the third year, when it will 
start, probably will not want asked, or answered. 

To avoid this eventuality, USAID and the SFHCA will need 
to directly assist and insist in the s~lection of an appropriate 
candidate as the Research Associate n ld the contractor will need 
to retain a dynamic well-qualified person as the long-term OR 
advisor. The formation of the Unit and the Technical Group will 
also mitigate against losing this component in the shuffle. 

·2. Maintaining Communication Links 

The implementation of OR ar.tivities and the utilization 
of the findings depends on ongoing effective communications with 
the concerned agencies. By assigning responsibility for ongoing 
coordination to the Unit and structuring the Technical Group, 
two means have been provided to assure communication takes place. 
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13.1. (e) TECHNICAL ANALYSIS - CONTRACEPTIVE SOCIAL MARKETING 

A. Justification 

Contraceptive Social Marketing (CSM) makes use of the estab
lished networks of retail outlets to make contraceptives readily 
available to people at a price affordable to the vast majority. 
Experience in many other countries has shown that many potential 
users of contraceptives prefer not to patronize government health 
facilities, for various reasons, be it inconvenience, waiting 
time, large numbers of people, poor services, or just nut knowing 
about the service. Many people pLefer to pay something for the 
convenience of having a source of supply near by. In fact, some 
observers would argue that charging for contraceptives increases 
their value and importance, and therefore, their attractiveness; 
in addition, it is argued, that when people pay for contracep
tives, they are much more likely to actually use them. 

There is reason to believe that this experience is applicable 
to Somalia. Although contraceptive use is still low, less than 
1% even in the urban areas, pharmacies report steady sales of 
contraceptive pills. In a recent, informal survey of pharmacies 
in Mogadishu, 14 of the J.5 visited had stocks of contraceptive 
pills and were retailing them for So.Sh. 20-40 per cycle. All 
confirmed that the take-off from the shelf had been steady. 
Physicians, now permitted to set up their own private practices 
and clinics, report a steady business for private, fee-for-service 
health care and an increasing demand for family health services, 
including requests for contraceptives. 

In Somalia, moreover, the retail network is well-established 
and very active. Most outlets purchase direct and effect sales 
direct to consumers. The main categories of outlets are: gener
al stores; textiles and crockery; book stores and stationery; 
pharmacies; hardware; and liquor and beverage stores. Pharmacies 
and trade outlets can add contraceptives as one other product 
line. 

There are few, if any other constraints for social marketing. 
There are no known legal constraints; duty is not paid on contra
ceptive imports. As evidenced in conversations with officials 
at the Ministries of Health and Bducation and with the govern
ml~ntal pharmaceutical corporation (ASPIMA), the government's at
titude is positive. While cultural and religions attitudes to
wards CSM specifically have not been probed, most Somalis concur 
that if the program is directed towards the health and economic 
benefits of child-spacing and towards married couples, it will 
be acceptable. 

B. Strategy 

The selection of the CSM strategy, i.e. to establish an inde
pendent unit under the SFHCA with a director hired to manage the 
program, was done only after careful consideration of two other 
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alternatives, the first using a government-sponsored enterprise 
and the second using a wholly private entrepreneur. The first 
was rejected because the CSM program would not have had the flex
ibility required and would be sUbject to the same problems as 
the present programs already operating. Moreover, the purpose 
of CSM is to establish an alternative to government channels, 
which can serve the private sector. 

Using a private entrepreneur was a~ attractive but ultimately 
impractical alternative. First, there are few private entre
preneurs in Somalia. Second, their involvement in the private 
sector trade is enormous and so diversified that they are un
likely to devote the necessary attention to the program. Thus, 
although they profess a desire to be associated with a program 
of utility to the country, investments of time and commitment 
are also required, and difficult to obtain. 

The advantages of developing a unit with a director speci
fically hired for the program and arsociated with the SFHCA are: 
1) its acceptance by the government is more likely; 2) the 
Somalis already active in family health are all associRted with 
the SFHCA and can give their support to the program; and 3) the 
Unit can devote its entire energies to the program. 

The selection of the six urban areas and the pharmacies and 
selected retail outlets as tile targets for the program was dic
tated by assumptions of where contraceptive demand presently ex
ists (i.e. among urban, more educated people) and who would have 
disposable income to spend on contraceptives. Moreover, the pro
gram must limit its geographic scope in the beginning to assure 
that an adequate distribution/supply network is developed. 

C. Inputs 

The Project will provide the support needed to set up the 
CSM Unit and maintain its operations for four years. This as
sistance includes: technical assistance, i.e. on-the-job train
ing for the staff in the conduct of small-scale research studies 
and marketing tests, set up of packing, distribution, and promo
tion systems, and overall organizational management; contracep-

J tives, packaging and promotional muterials, offfice equipment, 
and vehicles; study tours to obs~rve how similar programs in 
other countries operate; and local cost support for the salaries, 
travel, per di2m, and packing costs. 

D. Potential Problems/Issues 

1. Be~oming Self-Supporting 

The CSM Unit's sales should generate enough return so 
that over time it can become self-supporting (except for the 
costs of the contraceptives-USAID would continue to provide the 
Unit with free contraceptives). Under the Project, USAID will 
subsidize all Unit costs; all surplus sales revenue, after mar
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gins to retailers are met, will be placed in a separate account 
to accumulate over the project period. After funding ends, 
these funds are to be used as the capital to continue the pro
gram. Whether these funds will be sufficient after four years, 
and whether there will be sufficient funds generated to continue 
to pay the staff, travel, etc. is a question. Moreover, the 
Unit will also require access to foreign exchange to replace 
vehicles and produce the packaging and promotional materials 
outside of the country. 

To address this issue, several kinds of assistance will 
be given: technical assistance to be provided to the Unit in 
the third and fourth years of the project to assist in answering 
this question; OR studies will examine the CSM program in com
parison to others in terms of cost-effectiveness; and the evalu
ations scheduled for the ProJect as a whole, will also assess 
this program and make recommendations regarding future support 
of the Unit and its potential for independent existance. 

2. Retaining Independence 

Experience in other countries, for example Nepal, indi
cates that governments frequently want to take control of programs 
which are innovative and successful. The CSM Unit will be an 
unusual enterprise in Somalia and a tempting target. However, 
it is anticipated that the placement of the Unit under the SFHCA 
and its linkages with an Advisory Board made up, in part, of 
government officials, will permit the UnLt to retain its ability 
to act independently. 

3. Maintaining a positive Environment for CSM 

The environment for family health is still sensitive; 
the present family health activities appear to be accepted in 
part because they are low-key and within the context of health 
services. The development and distribution of packaging and 
promotional materials and the increase in the number of outlets 
for contraceptives will increase the potential for misconceptions 
and charges of immorality, etc. 

All program materials must be designed with these sensi
tivitjes in mind; further, the advisory board should assist by 
setting appropriate guidelines and policies for the program. 
The Board and SFHCA will be important forces for addressing cri
ticisms and advocating the program. 
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13.2. ECONOMIC ANALYSIS 

A. Background: The Methodology 

Conventionally, eocnomic analyses undertaken for family 
planning projects are based on a weighing of the benefits de
rived from a slower growing population against the costs of 
providing a level of family planning services to achieve that 
slower growth. In short, cost-benefit analyses estimate the 
number of couple-years contraceptive protection provided by the 
level and mix of contraceptive products distributed through 
project-supported family planning programs. Based, then, on 
an assumed ratio of births averted to couple-years protection, 
the total number of births averted through project inputs is 
computed. The current value of social savings derived per 
averted birth is estimated by calculating the discounted pre
sent value of the marginal individual's lifetime stream of ex
penditures (including food, housing, education, and health) 
minus lifetime stream of income from productive activities. 
The total savings (in present value terms) from project
supported family planning inputs is then calculated and com
pared against total costs (in present value terms) of the pro
ject to establish the internal rate of return. 

Such an analysis for Somalia is complicated by two factors. 
First, the lack of adequate data makes a cost-benefit analysis 
impractical. Since the FHS Project virtually initiates a fam
ily planning program for Somalia, the rate of acceptance of 
family planning and the mix of preferred methods is difficult 
to estimate with any precision. Further, the benefits derived 
from an averted birth in Somalia is a presumptuous calculation, 
given the poor data on household consumption, on nationul and 
local expenditures, on education, health, and social services, 
on size and age distribution of the base population, and on 
labor productivity. Any computation of an iuternal rate of 
return to Project inputs, then, would be highly speculative. 

Second, the particular focus of the FHS Project make~ a 
cost-benefit analysis inappropriate. Actual family planning 
service delivery constitutes only a part of Project activities. 
A sizeable portion of Project inputs will support population 
census and survey data collection and analysis (an important 
activity for population policy and planning given the poor con
dition of data in Somalia). Since family planning is just get
ting underway in Somalia, considerable resources are being de
voted to pilot studies and operations research activities to 
develop an effecient and effective distribution system. But 
even the service delivery portion of the Project may not be 
suited for a conventional cost-benefit analysis. This is be
cause the Somali Government is promoting family planning for 
the purpose of child-spacing and its associated ~enefits for 
maternal ano child health; it is further presumed that a large 
segment of current users and potenLial future users of services 
under this project will adopt family planni~g for this health 



- 53 

purpose. The immediate impact of Project activities will likely 
be improved health, with a smaller, secondary impact on reducing 
effective rates of fertility. 

Yet, activities supported under the PHS Project are appro
priate given the demographic condi tions in Somalia and indis
pensible to the timely achievement of all effective family plan
ning program. They develop the program infrastructure for on
going family planning distribution beyond the term of this Pro
ject when services will continue to be utilized to maintain 
maternal and child health and will be utilized to a greater ex
tent to limit the number of childbirths. The present economic 
analysis will dispense with a formal cost-benefit evaluation 
and will instead provide a cursory assessment of population 
condi tions and economic d'evelopment prospects for Somalia. 

B. Macroeconomic Issues 

Real national economic development is most simply measured 
by a "ledger sheet" comparison of the rate at which national 
pr.oduction is growing. This comparison of growth rates is in 
effect an evaluation of changes in Gross National Product (GNP) 
per capita. Improvement in national development is spurred by 
efforts ~o increase the rate of production growth, efforts to 
decrease the rate of population growth, or some combination of 
these efforts. Economic indicators for Somalia suggest that 
GNP per capita has not increased and may have actually declined 
over the past twenty years. Hence, Somalia has been stationary 
(or perhaps retrogressing) over this period in economic devel
opment progress. Gains in national production have been matched 
or outpaced by gains in national population. ' 

The current annual rate of population growth in Somalia is 
estimated to be 2.6 percent. This translates to a length of 
time of 27 years in which the population will double in size. 
Such a rapid growth rate has important implications for future 
requirements of that population in terms of food, housing, ed
ucation, health, and employment needs. Prospects for this 
growth rate being reduced in the near future are not promising. 
In fact, there is good reason to expect this growth rate to in
crease in coming years - perhaps to 3.0 - 3.4 percent. This 
translates to doubling times of 20 - 23 years. Such an increased 
pace of populatjon growth would further complicate efforts to 
feed, house, educale, and productively employ the population. 

The reasons underlying expected increases in Scrnalia's popu
lation growth rate relate to changing patterns of mortality and 
fertiliLy. Mortality rates are extremely high in Somalia -
especially among children and mothers. The crude death rate is 
estimated to be 21 per 1000 people. of 1000 childbirths, 170 
are estimated to result in infant death and 11 to result in 
maternal deaths. These mortality rates are among the highest 
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in the world. Through various means of health intervention 
(including improvements in primary health care services, health
related education, water and waste management, agricultural 
output, and food transport and storage systems) these mortality 
rates may be brought down quite quickly and achieved in the ab
sence of like strides in national production development. Hence, 
the crude death rate (and infant and maternal mortality rates) 
may well fall dramatically in the coming years. 

Lowered incidence of mortality will have some direct in
fluence on raising fertility. This is because more women will 
be surviving into and through childbearing years and so will 
be contributing to national fertility levels. Aside from this 
link, there are other reasons to suspect fertility levels to 
increase. With improved nutrition and health, (including aban
donment of female circumcision practices and control of venereal 
disease) the incidence of infertility among Somali wo~en is 
likely to be reduced. Also, with the settlement of nomads and 
modernization taking place among settled populations, traditional 
fertility regulation and polygamous marriage practices are likely 
to break down, contributing to higher fertility. Hence, the 
crude birth rate (which is estimated to be 46 per 1000 people 
and about on a par with Africa as a whole) may well increase 
slightly in the coming years. 

The combination of significant mortality declines and slight 
fertility increase will lead to higher rates of national popu
lation growth in the future. For real per capita national devel
opment to take place, rates of national production growth will 
have to be stepped up to even higher rates. The rate of popula
tjon growth can be slowed, however, through programs providing 
safe and effective methods of family planning to those couples 
wishing to space ur limit childbirths. 

c. Microeconomic Issues 

Of course, the macroeconomic "ledger sheet" comparison of
 
national production growth rates and national population growth
 

. rates ignores important links between these growth rates. The 
national population, in addition to being benefactors of national 
productive output, are the generators of that very output. It 
has been argued that rapid population growth contributes to per 
capita national production growth. This argument breaks down, 
however, for most less developed countries in two ways. First, 
in many of these countries, the ability of natural land resources 
to support a rapidly expanding population is limited. This is 
certainly true in Somalia where much land is very marginal and 
water is in short supply through much of the year. Expansion 
of the agricultural sector, then, faces major constraints. 

Second, in many of these countries, enhancement of human and 
material capital is made difficult by rapid population growth. 
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The short-term consumptive burden posed by large new additions 
to a population (in terms of food, health, and education require
ments) are counterbalanced by their long-term productive contri 
butions. However, in many instances the short-term burden of 
children is considerable and has major long-term consequences. 
The short-term burden represented by six to eight child families 
often means diverting family income fro~ investment (which is 
needed for modernizing production pLocesses) and from educatioh 
(which is needed for modernizing human skills) to meet more im
mediate food and health requirements of family members. This 
short-term burden is translated in the long-term, not by modern, 
capitalized production and skilled laborers with large numbers 
of innovators, but to continued traditional production techniques 
and largely unskilled laborers with few trained to contribute 
to technological innovation. 

Adoption of smaller family size norms, on the other hand, 
enable families to devote greater resources to more productive 
technologies and to better educate their children. In this way 
a mo~e moderate rate of population growth can contribute to 
more productive labor. While the entire Somali population can
not be expected to adopt smaller family no~ms overnight, there 
is evidence that a segment of the population (those who are 
better eoucated, reside in urban areas, and employed in more 
modern economic sectors) has adopted these norms already. As 
the nation de'-elops, it is likely that this segment will con
tinue to grow. It is important, then, to establish family plan
ning programs which enable couples to freely choose the timing 
and number of children. 
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13.3 SOCIAL ANALYSIS 

A. Introduction 

Data on social and demographic characteristics relevant to 

this analysis are few. While some anthropological studies have 

investigated attitudes and practices related to health and 

disease, none of them have concentrated specifically on 

child-bearing, sexual practices, or decision-making within the 

family regarding children. The AID-funded Family Health 

Survey, conducted in 1983, was the first sample survey intended 

to assess attitudes towards family Size, child-bearing, 

awareness ut and use of contracteption, etc. Almost all of the 

studies, including the Family Health Survey, hav~ been geared 

towards women. There is very little information available 

which systematically attempts to asaess men's attitudes. 

Thus, most of the assertions made in this analysis are 

drawn from rough interpretations and are subject to 

retinement. They applY primarily to the urban and more settled 

rural portion of the population. The FHS project will address 

just such deficiencies by providing f~llding and technical 

assistance to conduct demographic, socio-economic and 

operations research studies which will yield information about 
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the knowledge, attitudes and practices of Somali men and women 

concerning family health and family size. Results of these 

studies will be utilized ~n planning specific activities, 

particularly lEe and family health service delivery, and in 

adjusting plans to deal with particular problems encountered 

during implementation. The evaluation cycle and preparation of 

annual workplans will help to incorporate these results into 

the on-going program. 

B. L:ontext 

1. L:h~ld tipacing and Health 

The major health problems of tiomali mothers and 

children result from the high prevalence of three, interrelated 

factors: 1I1alnutr~tion, infectious diseases, and unregulated 

fert~lity.l] There is a high rate of maternal mortality and 

morbidity, and an especially high rate of an~mia during the 

fertile years. In some cases, c~stomary practices leave 

mothers and children highly vulnerable to infection, e.g. that 

of reducing, sometimes drastically, the intake of food during 

the third trimester of pregnancy, in the belief that smaller 

bab~es will result ill an easier delivery. However, problems 

also result from lack of health facilities: one estimate is 
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that national health services are out of reach for 85 to 90 

percent of the rural population. Lack of adequate water and 

sanitation facilities and food shortages are other factors 

contributi.ng to Somalia's health problems. 

Best available estimates 2 ] of demographic parameters 

demonstrate the effects of unregulated fertility in the context 

of high mortality: a crude birth rate of 46 per 1000; a crude 

death rate of 20 lJer 100; all infant mortality rate of 170 per 

1000; a total fertility rate of 6.1 children per woman; natural 

rate ot increase or 2.6 percent per annum; and a life 

expectancy at birth of 43 years. Hased on preliminary results 

of the Family Health ~urvey, the proportion of married women of 

reproductive age using modern methods of contraception is less 

than one percent. vf urban women aged 15 to 49, twenty to 

forty percent have heard of family planning and 10 to 15 

percent of them know of a source of contraceptives. 

Although studies of the determinants of fertility are 

lacking for SomalLa, the general social framework for this 

Project can be described on the basis of population surveys to 

date, the anthropological literature, and comparisons with 

demographic patterns and change in other sub-saharan African 

countries. 
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As elsewhere in Africa, a synergistic relationship 

between high infant mortality and high fertility characterizes 

Somalia. Aware of the high likelihood of childhood deaths, 

couples try to have many children in order that adequate 

numbers will surv~ve. Very high fertility, ~n large part, 

follows trom the lack of alternate options, as health services 

(including child spacing) are inaccessible for most of the 

population. Most studies to date suggest poor understanding of 

the linkages between infant and maternal morbidity, and closely 

spaced nirtns. 

Somal~a's social, economic and political context is 

one ~n which large families are valued. As in most· 

agr~culturely based, developing countries, the value of 

children derives from their role in providing economic support, 

through their labor on family enterprises, when young, and 

their contributions to their parents and family when older. 

Children start being prod~ctive from about the age of seven. 

(In the more settled areas, where education is available, 

parents tend to send their children to primary school. 

Approximately one third of primary enrollment is girls. 

Dropout rate is high.) Uata are not ava~lable to permit more 

precision about the need for children's labor in the household, 
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and this gap will remain until there is further study of 

household and extended family economic strategies. 

However, the value placed on large families does not 

necessarily preclude the practice of spacing of births, to 

ensure healthy mothers and children. Evidence for traditional 

spacing practices is, unfortunately, only anecdotal for 

Somalia, but some observers have ~eferred to practices such as 

prolonged breastfeeding, and separation of husband and wife 

after childbirth (especially in polygynous households, when the 

husband would move away to another wife). Whether or not 

parents saw these practices in terms of their health benefits 

is not understood; there is some evidence that Somalis view the 

first two years of life as very precarious, and that an 

important way to strengthen the child is through breastfee~ing 

throughout that period. 

2. urgaaization and Decision Making 

The Somali Joople share a common nomadic heritage and 

a common language and oral tradition. They are ethnically one 

of the most homogeneous 1n Africa, with five majur clan 

families deriving language and culture from similar Cushitic 
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origins, and having a 98 percent (or more) adherence to Sunni 

Islamic oeliefs. lraditLonal norms stress the dominance of the 

individual within a strong egalitarian (although male

dominatp.dJ framework. Traditional organizational structures 

provide for communal decision making at various levels within 

an extended family and clan grouping. 

Despite their frequent movement and geographic 

dispersion, Soma11s Ilave preserved a high degree of cultural, 

social and lingu~stic unity over the centuries. Clan 

membership provides a system for assigning each Somali a place 

in society and a network of relatives to a call upon for 

support no matter wher~ one may travel. However, there are 

important economic and social variations, which correspond, 1n 

part, to differences in physical environment, and in part to 

differences in local social and political institutions. 

A fundamental prLnciple of social and political 

division is the lineage based on patrilineal descent. The 

lineage gruups are led by a ~ouncil of ~lders - all men - a 

policy-making body chaired by a headman. Although 

inter-lineage competitLon and warfare Ilave been reduced, and 

numbers alone are not as important now as they were in the 
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past, mutual support among lineage members persists, and elders 

remain strong leaders. 

In religious life, there are four major brotherhoods, 

each formed from the following of a particular Sheikh. 

Religious leaders, looked to for inspiration, are seen as 

mediators between people and God. They may be accorded great 

personal loyalty, and followers tend to give strict obedience 

to their teachings. Controversies arise when religious leaders 

differ in their interpretatlon of the teachings of the Quran. 

~dentification of a Somali family as either nomad, 

settled or urban is somewhat artificial, as !Rany families are 

simultaneously engaged in at least two, or perhaps three, 

sectors. uf the approximately 5 million Somalis living in the 

Republic, about ten percent are estimated to be refugees. Of 

those remaining, it is generally agreed that about 50 percent 

of the population are primarily nomads, about 20 percent are 

primarily involved in settled agriclture, and another 20 

percent are urban dwellers engaged in non-agricultural 

occupations. Many farmers and city dwellers actually becom~ 

nomads for part of the year, following a cyclical pattern: 

during the dry seasons, when the herds are gatllered at watering 
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points, some of the nomadic population may shift to urban 

centers to earn supplementary income, or to stay with their 

relatives working there. With the rains, these temporary 

migrants then return to their herds. The urban population may 

expand by 20 to 50 percent during the dry seasons. Many 

"nomads" keep houses in lIrban, settled areas. Thus, there are 

frequent contacts between the urban and settled populations and 

the nomadic population, and through these contacts both groups 

are affected. No matter how long one stays in urban centers, 

ties with rural relatives remain strong. 

Households are often grouped together 1n larger, 

extended family mana6ement units. The same organizational form 

facilitates responses to agricultural and non-agricultural 

opportunities. ~xte"ded families may constitute a single unit 

with regard to pooling of risk or investment, with rural 

members linked economically to kin in town and overseas. 

Internal and external migration -- there are an estimated 

140,000 ~omalis, primarily male, working abroad -- should be 

seen 1.n this context. Most Somalis in the Gulf identify with, 

and remain an important part of their families within Somalia. 

Male family heads often make critical decisions e.g. with 

reference to starting a new enterprise, moving a child closer 
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to a school, or employment, in the context of the wider (and to 

the outsider" far-flung) unit. 

I t a ~ nth e co ,1 t e xl 0 f the h i gh val u e p lac cl don fa mil y , 

clan and lineage that the role of marriage should be seen. 

Marriage ~s essential and its purpose is to produce children to 

strengthen and increase the [ather's lineage. Traditionally, 

women's roles are defined in terms of caring for their 

ch il dren. 

3. ~ocial Change and ~opulation Growth 

For a number of reasons, it ~s likely that Somalia's 

high rate of population growth may accelerate in the near term, 

unless modern contraceptives are made available to couples. 

First, if better health care services (and water and 

sanitation) are provided, the infant mortality rate may 

decline, and more children will survive. This is likely to 

happen in urban areas and more densely settled rural areas 

first, where services can be most easily expanded. 

~ecolld, it ilas been suggested that the duration of 

breastfeeding is declining throughout the country, and that it 



- 05 

is lower in urban areas than rural areas. Une figure cited is 

a current practice of 6-12 months in urban areas and 12-15 

months in rural areas. ~iven the contraceptive effect of 

prolonged lactation, and the near absence of modern 

contraceptives, the result is likely to be a shorteuing of the· 

birth interval, and ~igher fertility. 

Third, if other traditional practices (for example 

polygamy) which served to limit fertility are declining in 

prevalence, in tiomal ia as they have elsewhere, this will 

contribute to higher fertility. 

Fourth, it has been noted that elsewhere (e.g. in 

Kenya), women's fertility increases with achievement of primary 

educatlon -- perhaps because of better health or sanitation 

practices. This may apply to Somalia as well. 

Fifth, some analysts believe that nomadic fertility is 

lower than that of the more settled population as a result of 

nutritioLlal shortages among women, and perhapa a strong 

tradition of child-~pacing. Wherever nomads settle, or begin 

to assume habits of the settled population, fertility among 

this substantial group of the population may rise. 
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Thus, 1n the absence of strong national institutions, 

trained people, and facilities to support provision of family 

health serV1ces, tiomalia faces the possiblity of a r1se in 

fertility and higher rates of population growth. The extent to 

which th1S may be the case 1S poorly understood, as a result of 

the lack of data, and this 1S one research topic of key 

importance to planning. 

Fertility is not likely to drop significantly 1n the 

short term among the majority of Somalis, however, even if 

services are available. For most ~omalis the strong values 

attached to large families and family networks are likely to 

preclude the use of contraception to limit family size. Family 

size limitation may be the option chosen by pockets of the 

population: where ~omen have employment outside the home and 

other economic interests; where wives are relatively highly 

educated; 1n urban areas where large numbers of children are 

seen Dare as an economic burden than as a source of family 

labor. Thus, among certain sub-groups, probably first in urban 

areas, family size may decline somewhat as women and men begin 

to redetine their roles, and those of their children in family 

support. 
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~ Beneficiaries and Benefit Flow 

1. Uirect, Indirect and Ultimate Heneficiaries 

The direct beneticiaries of project components are the 

personnel of Somali family health institutions, a large portion 

of which are women. The Family Health /Family Planning Division of 

the MOH and the Somali Family Health Care Association with 

particularly belletit, as well as other institutions with 

information and education. Also benefitting will be staff of 

the Central ~tatistical Uepartment, Ministry of Planning. 

Civil servants will rece~ve training and advice to 

enable tllem to manage program components; deliver services in 

reproductive or family health; and collect, analyze and use 

appropriate data tor planning and programming. Project inputs 

will also assist them through providing better facilities in 

which to conduct the~r work. 

By project component, direct beneficiaries will be: 

Population Data and Policy: About -JUL staff of the- . 

Central ~tatistical Uepartment, who will receive new analytical 
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skills and have access to greatly improved data processing 

facilities. 

Intormation, Educat10n and Communication: l~bout 600 staff 

(600 trainees, 3 new hires) of Somalia's leading information 

institutions, and the management staff of the SFHCA, all of 

whose skills in reaching the Somali population with appropriate 

health messages will be increased. 

Clinical FamilY-He~~~rvi~: Ab ou t 200 staff of the 

FH/FP Division and other institutions, who will receive 

training, supervision, and financial sup~ort. The MOH will 

have a strengthened training capability, including a cadre of 

family health trainers. 

50Operations Kesearch: Abou t staff of participating 

institutions, especially the SFHCA, whose capacity to conduct 

monitor1ng, research and evaluation activities, and assist IEC 

and service delivery managers in the application of findings to 

program development and improvement, will be strengthened. 

Indirect beneficiaries will be the users of new data 

GSUK planners, leaders, policy makers and program managers 

1n the areas of national policy, health services, and 
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education. Persons utilizing IEC materials develo~ed with 

Project support will also benefit indirectly. 

The ultimate beneficiaries of Project support are 

those Somalis who will benefit from improved and expanded 

services and health information. Benefits will be in the form 

of improved health of mothers and children, and improved family 

well-being. It is estimated that 8 percent of married women of 

reproductive age will be users of modern child spacing methods, 

through services made available (or strengthened) in 60 MCH 

Centers and 20 regional/specialty hospitals. During the Project 

life most of those receiving services will be urban residents or 

will live in settled rural areas. 

2. Benefit Flow: Data Collection and Use 

Without an improved data base, national planning for 

Somalia's population and health sectors will not be possible, 

and program inefficiencies (e.g. misplaced services, inappro

priate service delivery approaches) will hamper improvements 

in family health over the long-term. Without better knowledge 

of population characteristics and of population-health 

and population-development linkages, planners 
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may continue to give low priority to population and family 

health. Further, effective approaches to service delivery have 

yet to be identified: this can be done through operations 

research, review of service statistics, and surveys (for 

example, the lEe Baseline Survey). 

In ~omalia, data gaps run the gamut from basic 

demographic paraIT~ters, to knowledge and attitudes toward child 

spacing and family planning, to reliable service statistics. 

The Project's strong emphases on improving skills and 

iuscitutional capabil1ties 1n identification of data gaps; data 

collection, processing and ana~ysis; and data applications to 

plannIng and decisiun making, are necessary if Project benefits 

to the Somali population are to be maximized over the long 

term. IhlS implies that significant benetits of the Project 

will flow indirectly -- first, to the individuals and 

institutlons responsible for data collection and use, then to 

service delivery institutionR, and finally to the individuals 

who benefit from services. 

As noted in the text, relevant data are scant, and 

most cover only urban, settled, or regional segments of the 

population. There are few completely analyzed surveys (the 
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Demographic Survey of Benadir, Bay and Lower Shebelle, 

published December 1981, is one exception). Most surveys have 

not been fully processed or analyzed, including the 1980 Survey 

ot Population (covering 7500 households in urban, rural and 

nomadic areas), the 1982 Labor Force Survey, and the 1983 

Family H~alth Survey (ot 3000 ever-married women ~n 5 urban 

areas). The 1975 Census is only partially analyzed and is of 

questionable quality. 

The Project will support the analysis or useful, 

previously co11ecterl data bases, and will support collection 

and analysis of new data sets. This will permit establishment 

of current conditions, assessment of program impacts, and an 

ongoing basis for formulation and retinement of policies and 

programs. 

More specifically, by component: 

~u1ation Data and Policy: In order to permit the 

quantification of demograpllic and socioeconomic parameters and 

~~ends, the project will support the 1986 Census of Population 

(along with other donors); interim analysis )f the 1980 Survey 

of Population and the 1982 Settlement Survey (the latter 
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will provide data on the demographic. economic and social 

consequences ot settlement); and special studies of population 

- development linkages (topics are not yet decided, but likely 

ones include male attitudes, and health effects of family size 

differences). 

~nformation, Education and Commun~cations: the planned lEe 

Baseline Study will provide important, new information on the 

social enviroament (including commun~cations channels, formal 

and informal, and family health attitudes, beliefs and 

practices) in which education programs must operate. 

Clinical Fam~ Health Services: Support to this component 

will include development of an improved service statistics 

system. AMong other things, this will permit documentation of 

usage, and differentials in usage, and service delivery 

problems. 

0e~rations Research: This component will test alternate 

approaches to service delivery, and provide feedback necessary 

to improve services. The second Family Health Survey will 

measure changes in attitudes and knowledge on family health 

t0pics and in contraceptive use. Focussed studies will address 

cost recovery (fees/payment), extension of services to rurDl 
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areas and ways to encourage community involvement in service 

delivery. Market tests will be conducted to establish an 

appropriate contraceptive social marketing program. Also 

included Undel" th:LS component is monitoring of service delivery. 

U. Feasibili!Land Impac.;, 

1. Pol:ttical, Social and Ideological Factors 

The social feasibility of establishing broad child 

spacing services should be examined in terms of: evidence of 

governmental support; evidence of demand for services; and 

likelihood of ongoing popular support for child spacing and for 

populat:ton access to contraceptives. 

The National Five-Y~ar Development Plan (1982~1986) 

recognizes population growth as one factor contributing to the 

nation's development problems, and (although actual coverage is 

minimal) family planning information and methods have been 

officially included in MCH services since 1978. The 

est a b 1ish IIIe n tin 19 S3 0 f the So mal i Fa mil y He a 1 theare 

Association (although a non-governmental organization, it was 

established by government decree) is perhaps the most 

significant indicator of government support. 



- 74 -


An important share of the credit for official support 

for expanding child spacing services in Somalia should go to 

Somali women's leaders, especially those who hold positions in 

the government, and 1n the Party, where they form a 

signiticiant proportion of regional and district secretariats. 

Support by the Somali Women's Democratic Organization has been 

critical, as the organization is one of three branches of the 

Party, is powerful in national policy formulation, and has an 

extensive network of regional, district and village committees 

which can mobilize women in campaigns related to social welfare. 

3Consultants' reports ] cite indications of women's 

interest in uS1ng contrrceptives, if they were made available, 

particularly among those women who are better educated or who 

live in urban areas. An unofficial survey of pharmacies 

revealed that 14 out of 15 had stocks of oral contraceptives, 

retailing for oetween Sh 20 and Sh 40 per cycle; shopkeepers 

all confirmed that the takeoff from the shelf had been steady. 

An important indirect indicator of unmet demand, statistics on 

hospitalized complications of abortion, have not been compiled, 

but discussions with medical staff suggest the tigures may be 

significant. In reporting on maetings with nurse and 
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nurse-midwife trainees, consultants noted 4] that many 

nurses, in1tially reserved and uninformed about family 

planning, had become strongly supportive and indicated that 

"people are now beginning to ask for family planning at 

clinics." 

Popular support will depend on opinions held by the 

society's traditional leaders, and by male family heads. It 

might app~ar to an outside observer that family planning runs 

counter to tradition, but (as has been shown 1n other Islamic 

societies) tnis is not necessarily the case. Support for 

limitation of births is likely to be opposed, but support for 

birth spacing, with the purpose to improve family health and 

well being, could be seen as fully consistent with tradition. 

Somalis perceive that the number of children which a 

woman bears is somethin~ decided by God. A government program 

which attempted to alter this belief might be considered an 

attack on religion, and therefore opposed. However, a program 

which worked within the context of such a belief (this depends 

on how information is presented, as the program is not intended 

to change family size or family size norms) would probably be 

viewed favorably. Further some scholars of Somali cultureS] 
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note that the fata11sm often ascribed to Somalis as Muslims -

that outcomes of situations should be left up to God -- does 

not preclude purposetul human action. When Somalis see that 

particular things are within the domain of human influence, 

they uel~eve that people should not be complacent, but rather 

should do their part and take action to ensure a good outcome. 

In terms of maternal and child health, this means introducing 

specific practices whic~ can be seen, through experience, to be 

beneficial. 

It will be important to secure the positive 

involvement of religous leaders, who otherwise could see a new 

health practice as threatening to their power, or to the role 

of religion in life. This is especially true with reference to 

women's health and reproduction. And the1r resistance could 

have major repurcussions: 

"if the Sheikhs want to make an 1ssue of something 

concerning women, it is likely that they can rally the men 

of the community to their side if it touches so directly on 

the local interpretation of religion as does health" 

(Thomas 19HZ) 
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As Somalis especially value the 0p1n10ns and teachings of 

their religious leaders, it will be especially important 

that they support family health. 

2. Concerns 

Child spacing practices are most likely to be an acceptable 

and appropriate innovation if, during implementation, the 

following, facilitating steps are taken. Most of these steps 

indicate areas of emphasis within the context of planned 

activities. 

a. Maintain a Positive Policy Environment. Staff of 

participating institutions, especially those involved in 

activities under the first project component, should realize 

that potential for misunderstanding is ever-present on subjects 

related to family health, and attempt to preclude it through 

open dialogue and discussion of issues with government and 

traditional leaders. 

b. Promote Public Understanding Through Appropriate 

Edu~!!.!iollal Naterials alld l'lessages. The lEC Baseline study 

will be critical to the design of suitable material, as will 
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fcp.dback from other sources (e.g. nurses). Child spacing 

through modern contraceptives use 1S an innovation in Somali 

culture and one which, given the Somali context, could be seen 

as threatening to valued traditions. Misunderstanding can be 

avoided if messages are based on an understanding of local 

interpretation and are styled to be consistent with deeply held 

values. Any promotion of a change in the v~lue of children is 

likely to be opposed. 

c. Male Attitudes and S~~. Hecause of the male role 

in the family, it will be difficult for women to adopt family 

health innovation without their husbands' support. Male 

attitudes are one of the most important factors which will 

affect acceptability of project innovations -- but these are to 

date very poorly understood. Special studies should focus on 

the topic. 

By emphasizing capacity-building, data generation and 

strengthening of services in urban (and more settled rural) 

areas, the Project 18 taking a sound approach to a sensitive 

area by (1) building Somali capacity to deal witn family health 

problems on their own, (2) helping to ensure that programs are 

designed and refjn~d on the basis of current information, and 
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(3) support of service delivery first among segments of the 

population which are most likely to be receptive to project 

inno"ations. 

3. Impact 

This five-year Project looks to a longer time frame ~n 

which institutions strengthened during Project life will not 

only be able to sustain activities, but replicate, or adapt, 

delivery systems in areas of the country which remain 

underserved. Some activities supported under the project, 

especially though the Operations Research component, will 

address directly the constraints to expansion of services to 

more isolated rural areas, and to nomads. Acceptable new 

information, or attitudes':owaru new practices which are seen 

to be beneficial, may spread through the kin networks which 

characterize Somali society and link urban to rural, nomad to 

farmer, and geographic area to geographic area. 
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13. 4 . ADMINISTRATIVE ANALYSIS 

A. Introduction 

The Family Health Services Project will work with eight dif
ferent Somali organizations in the implementation of the four 
project components, with one organization taking the lead for 
each, ~s shown below: 

Component 1: population Data and Policy - Lead Institutioni 
Central Statistics Departme~t of the Ministry of National Plan
ning. Other cooperating institutions include: Somali Family 
Health Care Association ana the Ministry of Education (Popula
tion or Planning Department). 

Component 2: Information Education and Communication - Lead 
Institution: Somali Family Health Care Association. Cooperating 
Institutions: Somali Women's Deomcratic Organization; the Cur
riculum Development Center, Women's Education Department, and 
population Education Program of the Ministry of Education; the 
Ministry of Information and National Guidance; and the Family 
Health/Family Planning Division and Health Education Program of 
the Ministry of Health. 

Component 3: Clinical Family Health Services - Lead Institution: 
Family Health/Family Planning Division of the Ministry of Health. 
Cooperating institutions: Benaadire Hospital (Ministry of 
Health) . 

Component 4: Operations Research - Lead Institution: Somali 
Family Health Care Association. Other cooperating institutions: 
see Component 2 and 3 above. 

In the implementation of this project, these organizations 
~;l'\:,.,,;.: operate separately to carry out those activities for which 
th2~ have sole responsibility; they must also, in varying degrees, 
depending on the component and the specific activities, work 
together. All of the organizations will coordinate their activi
ties through the Project Coordinating Committee, which will over
see all project activities. 

This analysis assesses the capabilities of the lead institu
tions in detail, summarizes the capabilities of the cooperating 
institutions, and s~ecifies how the Project will strengthen their 
administrative capabilities,an important purpose for the Project. 
The final section address the proposed structure for overall 
coordination of the Project Coordinating Committee. 

B. Central Statistics Department, Ministry of National Planning 

The Central Statistics Department (CSD) is responsible for 
the implementation of all the activities under project Component 
1, Population Data and Policy. This component encompasses a wide 
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variety of activities including some which would be a challenge 
to managerial capacities in any setting. The planning and exe
cution of the 1986 National Census is SCD's responsibilit v~ to 
be successful, CSD must gain the collaboration of many different 
ministries and organize their efforts. In addition, CSD will 
have responsibility for managing the completion of several other 
analyses, conduct of conferences, and the planning and implement
ation of several additional demographic studies. One or more of 
these activities CSD may choose to delegate to another institu
tion, such as the Somali Family Health Care Association or the 
National Academy of Sciences and Arts. 

1. Organization and Staffing 

The Ministry of Planning is directed by a Minister, Vice 
Minister, and Director General (DG), who is responsible for oper
ational oversight of the Mini5try. The Director of the Central 
Department of Statistics reports to the Director General of the 
Ministry. All official letters and documents are signed by the 
DG. 

The Central Statistics Department has a staff of approxi
mately 60 people organized into six sections. (See Appendix A 
for details on the structure and staffing of each of the sections.) 

Specific needs for staffing are discussed in Appendix A. 
The CSD will require additional staff in order to plan and pro
cess the census, indicating: more programmers, operators, data 
entry operators, as well as staff to train and manage the plan
ning for enumeration, the enumeration itself, and the organiza
tion of the questionnaires and their transmittal to the CSD in 
Mogadishu. 

The technical staff of CSD frequently leave, as they can 
find more lucrative positions outside of Somalia. Thus, some 
turnover of the trained staff is likely~ however, because of 
overtime pay and interest in the training and experience, it is 
anticipated that during the course of the census itself, this 
will be relatively low. 

With the hiring and trainin~ of more staff in 1984 and 
1985, and with appropriate technical assistance and on-the-job 
training, it is anticipated that the CSD will be able to tech
nically manage the census and other data analysis activities re
quired under this component. 

2. Management Capability 

a. General 

More than any other skill, the census requires strong 
management capability. Among the specific management skills re
quired are planning, scheduling, recruiting and selecting staff, 
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ongoing coordination, monitoring of activities, budgeting and 
disbursing of funds, and supervision. The CSD will need to man
age the inputs of at least 6 different ministries; the Census 
Committee, which will take primary responsibility for this co
ordination, will rely on CSD for implementation. 

At present, CSD does not appear to have the experi
ence or required skills to manage such a complex undertaking. 
While many of the staff were involved in the 1975 Census, none 
were in positions of directing the census efforts. Moreover, 
the 1975 Census was able to make use of another parallel manage
ment structure, the Central Committee for the Rural Development 
Campaigns for Literacy and Health. The 25,000 students and 5,000 
teachers teaching in the rural areas during the campaign were 
loaned to the census for the enumeration activity. In 1986, 
there will be no such parallel structure; CSD will have to make 
and maintain the linkages needed to get access to potential enum
erators, such as teachers and nurses, and other support required 
from other ministries. 

This key deficiency will be addressed through the 
provision of technical assistance -to the CSD; UNFPA is providing 
funding and will recruit a long-term Census Advisor, who is ex
pected"to arrive in Somalia in late 1984 and stay for two years. 
This person will assist the CSD in organizing and managing the 
overall census activity. In addition, other assistance is being 
provided which will support the management of the census: UNFPA 
is providing an advisor to assist in census planning for five 
months in 1984; USAID/BUCEN are providing two training programs, 
one in census planning and the other in technical preparation 
for the census; UNFPA and USAID are providing other technical ex
perts who will also advise in planningandmanagement of their re
spective activities, the UNFPA in cartography and USAID in design 
and data processing. In sum, these advisors, both in the work 
they do and in the advice and training they provide, will enable 
the CSD to manage the census activity. 

b. Financial Management 

CSD will not be required to manage any of the hard 
currency contributions to the census or other demographic studies, 
as these will all come through the provision of commodities, 
technical advisors, and long-term and short-term training pro
grams. The CSD will be required to manage a large bUdget of 
shillings from GSDR and CIPL, both of which have requirements 
for budgeting and accounting which must be met. At present CSD 
does not have the capability to manage such large budgets and 
account for such large expenditures. 

The UNFPA has agreed to provide funding to hire two 
local accountants for accounts for the conduct of the Family 
Health Survey. 
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Problems with the accounting and management of funds 
include lack of knowledge and skills in basic accounting pro
cedures; lack of understanding of the relationship of expendi
tures to budget line items; lack of understanding of the need to 
provide a "paper trail" for all expenditures; lack of ability 
to keep files and receipts in order. 

With such problems still plaguing this project, ·two 
things were clear: that the Ministry of Health would not be 
able at this time to manage a USAID contract; and ongoing assist 
ance was required to assure that accounts are properly kept for 
this project. This assistance is beginning with the development 
of procedures and training by a financial management consultant 
under the Family Health Initiatives Project in April-May, 1984. 
It is planned that this same consultant return at six-month in
tervals during the first two years of project implementation. 
(When he returns under this project, the scope of work will also 
include financial accounting guidance to tn'? oth'='r implementing 
agencies. ) 

c.	 Logistics Management: Vehicle Maintenance and 
Commodity Management 

Vehicles for the preparatory work (principally map
ping) and enumeration for the census are being supplied by UNFPA. 
Although USAID is not providing vehicles ana, therefore, is not 
dir.ectly concerned with their upkeep and maintenance, activities 
do require transport support. If transport fails, then the acti 
vities are delayed, and everybody is affected. 

The vehicles being provided are Landrovers and Cam
pagnolas. The Landrovers in particular are known to be sturdy 
and spare parts and maintenance are fairly easy to obtain. USAID 
will provide funds through local currency support to assure pre
ventive maintenance of the vehicles. In addition, USAID will 
institute in CSD a systematic procedure for recording vehicle use, 
maintenance, and repairs. 

USAID is providing a large, expensive computer system 
to CSD. Its maintenance and the mainten~nce of its operating 
environment are critical to its proper operation and utilization. 
While USAID is not responsible for the site preparation for the 
computer, (this is being funded and contracted for by the Italian 
Government), it will closely monitor the renovations and installa
tion of auxiliary equipment. The computer supplier will be re
sponsible for the installation of the computer itself. To avoid 
the failures of the previous mainframe computer system at the 
CSD, several steps are being taken. First, an auxiliary power 
source is being included with the site preparation. Second, the 
computer supplier is being asked to establish a service outlet 
in Mogadishu with technical staffing capable of servicing their 
mainframe computer. Third, USAID will be supporting the opera
tions of the computer by providing foreign currency surport for 
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the maintenance contract with the supplier for the three years 
of the census data processing as well as training on the com
puter for the CSD staff. 

d. Monitoring, Documentation, Reporting 

As for all implementing agencies, CSD will be asked 
to submit reports to USAIO on the imple~entation of its project
related activities. Each year CSD will update its workplan for 
review by the Project Coordination Committee. Quarterly reports 
will be submitted to the Project Coordination Committee and re
viewed by its members, and rerommendations will then be made for 
future planning and activities. At present, eSD does not report 
to USAIO: the director, however, writes English well and has 
been responsive jn preparing required documentation. This is 
not expected to be a problem. 

In addition to these reports, USAID will also re
ceive progress and trip reports from the short-term technical 
advisors to be provided from BUCEN. These reports will permit 
the Mission to monitor progress arid identify any potential prob
lems. 

e. Other Management Concerns 

While a major concern is the overall management of 
the census effort, an equally important one is the management/ 
coordination required among the donors. CSO has proposed a for
mal mechanism for coordinating the inputs of UNFPA, the Italian 
Government, and USAID, the primary donors. Such a mechanism 
will be difficult to implement on a regular basis, as UNFPA does 
not have a resident representative in Modadishu. This particu
lar concern has been communicated to UNFPA by both USAIO and CSD. 
To date, no response has come from UNFPA. 

In the absence of a formal, ongoing mechanism for co
ordination, USAID has requested written commitments from UNFPA 
regarding what USAID considers critical inputs, namely the long
term data processing advisor and the long-term census advisor. 
These are form21ized as conditions precedent to any disbursement 
of funds for Component 1. These advisors will, in effect, "rep
resent" UNFPA on a day-to-day basis throughout the cen3US effort. 
They are in the best position to assure that activities are being 
implemented on schedule and that any needs are brought to the 
attention of the respective donors agencies. We have asked that the 
verbal agreement that the long-term data processing advisor be 
hired by RUCEN be affirmed in writing. 

C. Somali Family Health Care Association 

The Somali Family Health Care Association is responsible for 
the coordination and selected implementation of the activities 
under Component 2, the Information, Education and Communication 
for Family Health Services, and for the implementation as well 
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as coordination of activities under Component 4, the Operations 
Research for the project. Both of these components will require 
ongoing contacts with a variety of Somali institutions, the 
generation and management of joint activities, and the fostering 
of good relations. The SFHCA is in a pivotal role and its staff 
will affect the success of these efforts. 

1. Background of the SFHCA 

The founding of the SFHCA in 1983-84 was the result of 
three to four years of discussions and planning. Somalis inter
ested and supportive of family planning, the Somali Women's 
Democratic Organization and others approached the Internatonal 
Planned Parenthood Federation and discussed the formulation of 
such an association and requirements for affiliation. Somalis 
attended a number of international conferences sponsored by 
IPPF and discussed the organizing efforts further. 

In August 1983, the plans were put in the form of a 
Parliamentary Decree which was approved; in J~nuary 1984, the 
President signed the document which established the association. 

2. Structure and Organization 

The SFHCA is a private, ~on-governmental institution 
(one of few in Somalia) which Will solicit members and associ
ate members from the society at large. The members and associ
ate members will make up the Membership Assembly which will, in 
turn, select the Management Board, composed of seven members. 
Until the Associatioi1 ·l':~S established its membership, called its 
first assembly meeting, and formally elects its board, the desi~
nated Boarct will manage the Association and establish its poli
cieti. The present Board is made up of representatives of the 
Somali institutions with direct concern with famIly health: the 
Ministry of Health, the Ministry of Education, the Women's Organ
ization, the Ministry of National Planning, the Faculty of Medi
cine, and the Ministry of Local Government. 

The officers of the Association are presently these 
people: 

President: Dr. Mohamed Warsame Ali (Director of 
Benaadir Hospital) 

Vice 
President: Mrs. Hawa Haji Egal 

Secretary Dr. RUkiya Mohamed Seif (Director of the 
General: Family Health/Family Planning Division of 

the Ministry of Health 

Executive Dr. Raqiya Haji Duale (Vice President of the 
Director: Somali Women's Democratic Organization) 

The Executive Director is the only paid staff of the 
officers. 
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At present, the SFHCA has five staff members as follows: 

Exec~tive Director: Dr. Raquiya Haji Duale 

Program Officer: Ms. Asli Aden Ashkir 

Information Officer: Mr. Abdi Rahman 

secretary: Mr. Sheikh Mohamed Sheikh 

Accountant: To be determined. 

Primary support for the Association's start-up is from 
IPPF; IPPF is also providing substantial technical assistance 
and short-term training to the staff. The SFHCA has been accep
ted as an associate member of the federation, its l18th in the 
world. At present, the Association has no units or other divi
sions. 

All of the officers of the Association retain their com
mitments to their other, full-time positions in government agen
cies. Thus, they can only devote limited time and energy to its 
activities. The SFHCA's history is too short to have staff turn
over; but they have had difficulty in recruiting competent staff 
for its positions. 

3. Project Management 

The SFHCA is, in effect, an untested organization. While 
its officers are highly regarded in their respective fields and 
organizations, they have not worked together in such an enter
prise before. Moreover, the establishment of such an organiza
tion is highly unusual in Somalia and there is little experience 
here to guide them; the leaders cannot go to other similar or
ganizations for suggestions or moral support. 

The work of these project compcnents will be under the 
overall guidance of Lhe Executive Director and the respective 
heads of the units ~o be established, namely, the lEC Unit and 
the Operations Research Unit. The heads of these units, and, in 
the case of the lEC Unit, the staff, have yet to be recruited. 
The reputation, f the Executive Director and her performance in 
a similar capaclty in SWDO indicate that she will delegate respon
sibility to her staff as long as they demonstrate competence and 
interest in theiL work. A formidable challenge is the freeing 
up of her time from other demands and responsibilities, to pro
vide the guidance and supervision needed. 

As noted earlier, the heads of the involved units have 
not been selected. These, clearly, will be key people and it 
will be very important to select competent, confident people. 
They will have the time and commitment to work on these assign
ments. 
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To address the needs which exist in the SFHCA to carry 
out their responsibilities in these components, the FHS project 
has proposed a number of actions. First, the long-term IEC 
advisor will p10vide assistance in the establishment and manage
ment of the IEC Unit. The Operations Research Advisor will take 
the same role for his/her unit. Second, before these advisors 
arrive, the project will engage a short-term advisor to assist 
the Association in setting up the IEC Unit and establishing its 
terms of reference and the job descriptions for the staff; this 
same advisor will assist the SFHCA in recruiting and selecting 
the key staff members of the unit. (Another advisor will assist 
the unit in carrying out three studies needed before an IEC plan 
can be developed.) Third, the IEC Unit staff will receive short
term training for both their technical roles and their management 
responsibilities. F)urth, other short-term advisors will assist 
the Unit in developing its capabilities in selected management 
functions, such as evaluation. 

The problem of limited time of the Executive Director 
will thus be addressed by developing the capabilities of the 
staff and backing them up with advisors so that she can confid
ently delegate a major portion of the day-to-day operation~l 

responsibilities to them. 

4. Financial Management 

The SFHCA will be required to manage a substantial budget 
for the disbursement of shillings for salary supplements, re~t, 

per diem and other local expenditures for the two components. 
For the funds provided under the FHS project, t~e Association 
will be required to adhere to the guidelines set by the CIPL Unit. 
They will also receive funds from the International Planned Par
enthood Federation and from their own membership. These will re
quire separate accounting systems and procedures, and thus will 
present the Association with somewhat more complicated financial 
management arrangements than the other institutions. 

At present, the SFHCA has no capability to manage these 
accounts. The accountant originally hired was deemed unsuitable, 
so they are presently recruiting another. To address this prob
lem, the FHS project is undertaking several actions. First, a 
financial managemen t consul tant will, before the project starts, 
assess the particular needs for the financial accounting of the 
Association and recommend technical assistance/training inputs. 
These inputs will be provided by CIPL, which will train the ac
countants and other staff to meet their requirements; by IPPF 
which will provide training and technical assistance to meet 
their requirements; and by a short-term financial advisor who 
will return to Somalia three times during the first two years of 
the project period to assure that the accounting systems of all 
the participating agencies are fulfilling the requirements and 
needs of the project. The Association has also asked for assist
ance from the Mission in interviewing prospective candidates for 
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the	 accountant position, to assure that the person they choose 
has the potential for strong accounting skills. The project 
will also provide calculators for use in financial management. 

5.	 Logistics Management: Vehicle Maintenance and
 
Commodity Management
 

Under the FHS Project, the SFHCA will receive vehicles 
and audiovisual hardware and software. The Association is also 
proposing that RAPID II provide them with a microcomputer to use 
for RAPID-type computer modeling demonstrations as well as word 
processing and other support activities. 

The SFHCA has no proven capability to maintain or manage 
such commodities. This may be a strength rather than a weakness, 
as the project then has the opportunity to train staff from the 
start in proper maintenance and foster an approach to commodities 
which reinforces the idea of preventive maintenance and care in 
use. 

The development of the needed capability will be done in 
several stages. First, the equipment and vehicles are being 
selected for their ease of use and maintenance. Second, for the 
audiovisual equipment, the long-term advisor will assist in pre
paring an appropriate storage area, recruiting and selecting the 
staff person who will have overall responsibility for the equip
ment, and training him/her in the do's and don't's of its use. 
The long-term advisor will also assist in recruiting and select
ing a staff member that will serve as the technician for the 
maintenance of the A/V equipment and arranging for the training 
of this person. Third, the A/V technician will train all staff 
who will use the equipment in how to use it properly and in basic 
maintenance. Procedures will be developed for control over the 
use of the A/V equipment and for its maintenance. 

The SFHCA vehicles will be serviced in the garage run by 
the Ministry of Health. Procedures will be developed jointly 
with the garage manager and the designated staff from each par
ticipating agency with US-made vehicles for regular maintenance 
work and vehicle use control. These steps will bring the misuse 
of vehicles to a minimum. Training will also be arranged for 
the drivers to assure that they know how to drive the vehicles 
correctly and can recognize when the vehicles require maintenance. 

Provision for adequate site preparation and training in 
use and maintenance of the microcomputer will be the responsibil 
ity of the RAPID II Project, with USAID monitoring assistance. 

6.	 Facilities for Project Management 

The house presently rented by the Somali Family Health 
Care Association is tou small to accommodate the needed staff and 
commodities for this project. Since the project proposes adding 
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at least five Somali staff members, space must be provided for 
the IEC Resource Center. Office space will also be needed by 
the IEC Advisor, the Operation Research Advisor, their Admin
istrative Aide, secretary, and short-term advisory staff. Ideally 
the Association will be able to host meetings of the Project Co
ordinating Committee and other joint activities of the implement
ing agencies. 

To resolve thii problem, the project will provide the 
SFHCA with funds from~:iocal currency to rent a building with ade
quate space to meet ~hese needs; Modest repairs and office 
equipment and furniture will also be provided to assure an appro
priate working environment. 

7. Monitoring, Documentation~and Reporting, 
The SFHCA will have primary responsibility for collecting 

together periodic reports and documenting the activities under
taken in the two components. The specific formats to be used for 
reports and the materials to be developed under the two compon
ents will be determined with the consultation of the long-term 
technical advisors. To date, the SFHCA has no track ~ecord or 
experience with such requirements. 

To develop the organization's capabilities in this area, 
the long-term advisors will provide technical assistance and on
going guidance .. In addition, a short-term advisor for IEC will 
assist in the development of an evaluation system for the IEC 
activities and assist the Unit in its installation. The long-term 
advisor will follow up its implementation. 

8. Other Management Concerns 

The implementation of both the IEC and the Operations 
Research components will require ongoing coordination with the 
cooperating agencies. The SFHCA will play the lead role in ef
fecting this coordination. Coordination will be done through 
regular meetings of the IEC Technical Committee (IECTC), made up 
of the directors of the IEC-related programs in the participating 
institutions. These meetings will be held quarterly, and one 
will be devoted to the review of the annual workplan (prepared 
by the IEC Unit). In addition to these formal mechanisms of the 
IECTC, the IEC Unit will work through one or more technical groups 
for the implementation of joint activities; these technjcal groups 
will be composed of officers of the agencies with particular 
skills or assignments pertinent to the activity. For example, 
there may be a materials production technical committee, to de
velop guidelines, models, and procedures for the review of all 
lEe materials to be produced under the project. Another mech
anism for coordination will be the preparation of the overall IEC 
strategy and the joint workplans. During the meetings to develop 
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these documents, the IEC institutions will share ideas and make 
decisions about the roles and responsibilities of their respec
tive agencies. 

The coordination approach relies on meetings; experience 
to date indicates that it is very difficult to get people to
gether for such meetings, especially the directors of programs 
and agencies. The project will take all actions possible to 
make this approach effective: 1) meetings with the directors 
are being kept to a minimum, i.e. four times per year; 2) the 
advisors will assist·the counterpart staff in planning for the 
meeetinqs welJ in advance and arranging times and places as 
conveniently as possible; 3) the advisors will assist their 
counterparts in running productive meetings which take as little 
time as possible. In addition, logistics support, for telephnne, 
transport, and meeting 3ites is being provided. 

Family Health/Family Planning Division, Ministry of Health 

The Family Health/Family Planning Division of the Ministry 
of Health is responsible for the implementation of all activities 
under project Component 3, the Clinical Family nealth Services. 
Among the activities are training, supervision, management of 
logistics, and maintaining information on contraceptive usage and 
acceptance. Health education will continue under the FH/FP Divi
sion but will be coordinated with the overall project IEC efforts, 
as has been described in the lEe portion of the paper. Although 
the staff to provide the clinical family health services work un
der other divisions of the Ministry, such as the Maternal Child 
Health Division and Primary Health Care Division, they will be 
supervised for their activities in family health by staff of the 
FH/FP Division. The FH/FP Division will also utilize the super
visory staff of the other divisions to assist in the supervision 
of the family health activities in the field. 

1. Background of the FH/FP Division 

The Family Health/Family Planning Division was created 
by the Ministry of Health in 1981 and placed under the Depart
ment of Maternal Child Health and Community Health. In this de
partment are all other health services directed towards the rural 
and urban populations, i.e. MCH, Primary Health Care (PHC), Ex
panded Program of Immunization, and School Health. The Division 
has been the responsible institution for implementing activities 
under the USAID-funded Family Health Initiatives Project. It 
has also received support from the Project for International 
Training in Health (INTRAH), for the training of staff from 
Westinghouse Health Systems, for the conduct of a Family Health 
Survey and from Johns Hopkins Program for International Training 
in Gynecology and Obstetrics (JHPIEGO), for the training of doc
tors and nurses. 
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In the last three years, the Division has implemented 
the following activities: 

o	 Training. Short-term courses for nurses, primarily 
from MCH centers, in Clinical and Non-clinical Contra
cep~ive Technology, Management and Supervision, and 
Preparation and Use of Visual Aids. Training has been 
conducted to train the trainers in training methods 
and cirriculum design. 

o	 Health Education. Conducted education sessions for 
ministries and other groups, political and other leaders, 
and for women at the Orientation Centers of the SWDO. 
Prepared radio programs on family health. Developed 
cloth posters and other. visual aids related to family 
health. 

o	 Logistics/Service Statistics. Developed and implemented 
a svstem for distribution of commodities and collection 
of service statistics. 

Family Health services are now being provided in 31 MCH Centers 
in five regions and nine hospitals, primarily in Benaadire re
gions. 

2. Structure and Organization 

The Family Health/Family Planning Division is one of the 
divisions of the MCH and Community Health Department. Its staff 
are employees of the Ministry of Health and as such are subject 
to the regulations governing this ministry. The Division is led 
by a Director and Deputy Director, Dr. Rukiya Mohamed Seif and 
Dr. Asha Haji Mohamed, respectively, both physicians. The Divi
sion staff of 28 is presently divided into four units: the 
Training, Health Education, Medical Supply and Logistics and MCH. 
Each Unit has a director and assistant; some units have additional 
staff. Many of the staff play interchangable roles -- those 
whose primary responsibilities in logistics also serve as trainers 
and supervisors; the trainers often help with logistics. 

The Division is presently considering a reorganization 
and expansion to 34 staff at headquarters and the addition of 21 
staff in the regions. The headquarters s~~ff would be divided 
into four units as follows: Training, Heal~h Education, Admin
istrative, and Medical Services. The staffing for each of these 
are presented in the Chart on page 

Given thr.t the Division is only three years old and had 
no staff at the beginning, the staff has expanded rapidly. The 
staff are primarily nurses with little administrative exper.ience. 
Many are taking on new responsibilities for which they have had 
little training or experience. The Director and Deputy Director 
and the Head of the Training Unit have received short-term train
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ing courses in some aspects of management. As noted above, there 
has been only limited technical assistance in the management of 
commodities and service information. While systems for each were 
developed, neither is working as anticipated and further training 
and orientation are needed to have them work effectively. 

The Division will face many demands in the next five 
years of activities under the project. Its staff must have very 
clear ideas of their rnles ar.d responsibilities and the capabili
ties and interest to carry them out. While the interest is there, 
the Division needs to revise its own organizational structure and 
clarify the roles and responsibilities of the staff. As noted 
above, many of its activities are conducted through other Divi
sions of the department, so close coordination with these divi
sions will be critical to efficient and effective implementation 
of the program. Further, the staff must gain the skills and 
knowledge they need to effectively perform their responsibilities. 

The Family Health/Family Planning Division will receive 
assistance under this project so that it can successfully ful
fill its activities under this pl'oject and in the future. During 
the first months of the project, a short-term advisor will work 
with the staff of the Division to assess their planned organiza
tional structure and make any needed modifications to assure 
that it is suitable to their needs. He/she will then work with 
the different units and the Division as a whole to clarify the 
roles and responsibilities of the Division, the units, and then 
the staff in the units. This will provide the basis for more 
specific assessments of training needs of these staff. 

The long-term Training and Management Systems Advisor 
will primarily work with the division and the unit heads to de
velop their skills in planning and management of their partlcular 
areas of resporlsibility. He/she will also assist in establishing 
ongoing coordination links with the other divisions and the de
partment. These will include regular monthly meetings with the 
Director of the department and the Directors of the Divisions of 
MCH and Primary Health Care. The inputs of the Training and Man
agement Systems Advisor will be complemented by assistance from 
other, short-term advisors in specific areas of management and 
training. In addition to the on-the-job training and study tours 
in general management and their specific areas of responsibility. 

3. Project Management 

The Family Health Initiatives Project, which is managed 
by the Division, started in 1981 and has been expanding its staff 
and range of activities. As any similar organization, it has 
felt its growing pains, changinq from what was, in effect, the 
one person show of its director, to a division with four units 
and 28 staff. As the program expands further, responsibilities 
for the management of the different functions will have to be 
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delegated; staff will have to take on responsibilities for imple
mentation and act on their own. Thus, periodic reporting systems 
and meetings will have to be started and institutionalized so 
that communications among the staff are maintained. 

While the Division has prepared overall plans each year 
and budgets for the use of local currency, these are not prepared 
in a systematic manner and require many revisions and adjustments. 
Regular monitoring and documentation of activities is also not 
done in a systematic manner. Supervision of field activities is 
conducted on an ad hoc basis. 

Some of these management deficiencies can be ascribed to 
problems with transport; it is difficult to develop a systematic 
supervision schedule if you do not have vehicles to get the super
visory staff to the sites. Others can be attributed to problems 
in working in overcrowded or unsuitable office space, delays in 
releasing budgets for local costs, and problems with support 
staff, such as secretaries and accountants. An additional factor, 
however, is the limited skills and experience of the staff in 
management. 

The FHS Project will address each of these deficiencies 
so that the FH/FP Division will have an effective management 
capability. Vehicles will be provided to assure that scheduled 
3ctivities can be implemented in time. Office space will be ren
ovated so that the staff will have suitable working conditions. 
Technical assistance in financial management will be continued 
so that accountinq and, therefore, budgets will be completed in 
a timely manner. (See next section for more details on the speci
fic problems and assistance planned). 

4. Financial Management 

The Family Health/Fmaily Planning Division has been res
ponsible for the management of the shillings-generated funds 
budgeted to it by the CIPL Unit and the Ministry of Finance. In 
1983, the FH/FP Division received a total of So.Sh. 2,774,800.00. 
This amount was to be spent for salary supplements, health edu
cation activities, training courses, and the like. In January 
1983 the CIPL Unit performed an audit of the accounts for these 
funds. While the audit report has not been made pUblic and is 
therefore not available for comments in this analysis, the audi
tors were dissatisfied with the accounting for the funds and 
made strong recommendations for major changes in the accounting 
procedures. This judgement was also reached by the auditors who 
reviewed the accounts for the INTRAH training project and by 
staff of Westinghouse who reviewed the accounts for the conduct 
of the Family Health Survey. 

Problems with the accounting and management of funds in
clude: lack of knowledge and skills in basic accounting proce
dures; lack of understanding of the relationship of expenditures 
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to budget line items; lack of understanding of the need to pro
vide a "paper trail" for all expenditures; lack of ability to 
keep files and receipts in order. 

With such problems still plaguing this project, two 
things were made clear: that the Ministry of Health would not 
be able at this time to manage a USAID contract; and ongoing as
sistance was required to assure that accounts are kept properly 
for this project. This assistance is beginning with the develop
ment of procedures and training by a financial management con
sultant under the Family Health Initiatives Project in April-May, 
1984. It is planned that this same consultant return at six-month 
intervals during the first two years of project implementation. 
(When he returns under this project, the scope of work will also 
include 
agencies.) 

financial accounting guidance to the other implementing 

5. Logistics Management: 
Co~modity Management 

Vehicle Maintenance and 

a. Vehicles 

Under the funding from the Family Health Initiatives 
Proje~t, the Family Health/Family Planning Division received 
four vehicles, two of which were turned over to the Hural Health 
Project as repayment for the loan of two Suburbans from that pro
ject during the early days of project implementation. Of the 
four vehicles, only one is still in working order. The Division 
has used the garage supported by the Rural Health Project in the 
Ministry of Health for maintenance and repairs. 

There are reasons for the pl 'sent unfortunate status 
of the vehicles. Repairs are not done on the vehicles in a 
timely manner due to lack of spare parts (no spare parts were 
ordered when the vehicles were ordered) and because no clear-cut 
arrangement was made for the Family Health Initiatives Project 
to contribute to the upkeep of the garage. Also drivers and 
mechanics are not highly skilled in care, maintenance and upkeep. 

Five new vehicles are scheduled for procurement for 
the FH/FP Division. To assure that they are maintained in good 
working order, the following steps are being implemented: a 
written arrangement is being made with the Ministry of Health 
garage for the maintenance and repair of the vehicles, with a 
contribution allocated in the budget; training is to be conducted 
for the drivers so that they know how to properly drive the ve
hicles and watch for problems and due dates for preventive main
tenance. In addition, the drivers will be required to maintain 
a log book for noting destination, kilometers driven, any prob
lems, etc. 

b. Other Commodities 

In the beginning the major problem was a shortage of 
contraceptives; once this was resolved, there was a shortage of 
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needed equipment, such as IUD insertion kits and gloves. Now 
there are ample supplies of contraceptives and needed equipment. 
By August 1982, twelve MCH centers and hospitals had received 
contraceptive supplies. Each organization was intitially given 
100 cycles of pills, 100 condom~, and 20 IUDs. In December 1983, 
30 MCH centers and 9 hospitals "'E're reported to be providing 
family health services. Even th0ugh there were four full-time 
staff members at headquarters responsible for distributing sup
plies and collecting statistics. 

Several problems still plague the logistics system. 
There are delays in receiving the shipping documents which are 
required in order to clear things from the port. Once cleared l 

they are placed in various warehouses where their placement is 
haphazard and does not permit ready access for taking of inven
tories or following the rules of "first in, first out". No re
cord is kept in the central office as to what contraceptives are 
where. While the contraceptives are logged in to the warehouse, 
they do not appear to be logged out. When the cO:ltraceptives 
are distributed, a form is filled out at headquarters that the 
commodi ties have been taken and by \>Ihom. However, these are 
never collated or used to assess the quantities which have been 
distributed and to calculate what is left. At the clinics, the 
nurses fill in forms when they receive the contraceptives, but 
they do not keep track of what goes out nor do they have a regu
lar system for requesting more supplies. There are forms, but 
there is still no system which is useful for the Central office 
and the clinics to keep track of what they have and when they 
need to order more. 

To address these problems, the Family Health Services 
t>roject will provide a short-term technical assistance from the 
Centers for Disease Control to review the present design for lo
gistics, make recommendat ions for its revision, llevelop a simple 
procedures book with forms for operating the revised system, and 
assist in arranging the warehouse space so that the contraceptives 
can be more easily managed. (The project will provide local 
currency support for the building of shelves for the warehouse.) 
The consultant will also supervise the testing of the contra
ceptives presently in-country to insure that they are in good 
condition. During a second consultation, the ?dvisor will train 
the staff who are involved in the logistics system and will pre
pare training modules and materials on logistics mana~ement for 
the family healLh in-service training courses for MCH nurses. 
Follow-up guidance on the implementation of the system will be 
done by the long-term Training and Mangaement Systems Advisor. 

6. Facilities for Project Manag~ment 

The Family Health/Family Planning Division is currently 
in temporary office space at the Ministry of Health; the staff 
has access to three-four rooms. Many of the staff have no desks, 
cabinets or other facilities they need to work. There is no 
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telephone. These conditions hinder the development of a good 
work environment and management systems. To address this prob
lem, the project will provide local currency support to the 
renovation of office space at the Post-Basic School of Nursing, 
and the provision of basic office furniture. This space will 
permit each staff member to have his/her own desk and working 
space. 

7.	 Monitoring, Documentation and Reporting 

The service statistics system was developed under the 
Family Health Initiatives project with the idea of making the 
calculation of the number of active users of family health meth
ods relatively e~sy. However, many of t1le staff do not under
stand how to maintain the records and manage the system. Each 
MCH Center is supposed to prepare monthly reports; centers in 
Mogadishu are sending these reports to headquarters only for the 
centers in Mogadishu. Therefore, the headquarters staff do not 
have any way of knowing what is being done by the different cen
ters, or of assessing their performance except during field 
visits. When the reports are received in the Central Office, no 
one is analyzing the data sc as to draw any conclusions about 
project perform.~nce or to identify the need for corrective action. 

Beyond the reports of acceptors and users, the Family 
Health/Family Planning Division does not keep systematic records 
of its other activities. Training is an exception, but even the 
training courses are not reported on a systematic and r0gular 
basis. 

To develop better, more systematic documentation of all 
levels of activities in the Division, assistance will be provided 
to the staff in the following areas: revision of the p~esent 

client record system (to be done with CDC assistance in conjunc
tion with revision of the logistics system); preparation of 
training for implementation of the revised record system; prepar
ation of reporting formats for clinic activities and performance 
and scheduling for transmittal of these reports to the central 
office; preparation of reporting procedures for other activities 
of the Division. These procedures may include the development 
of a monthly report and more comprehensive quarterly report. 
The quarterly report would be submitted as part of the reporting 
to USAID for the FHS project. The specific reporting needs of 
the special fa~ily health services and training courses will be 
addressed with the guidance of the long-term advisor. 

E.	 Somali Women's Democratic Organization; the Curriculum 
Development Center; Women's Education Department** 

1.	 Organization/Staffing 

**	 The Ministry of Information and National Guidance and the 
Population Education Program will provide technical guidance 
to the participating agencies and receive limited support 
fr9m the project. 
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The SWDO, CDC and WED will be implementing agencies for 
the IEC and OR components of the FHS Project. In each organiza
tion, the family health activities will be implemented by a 
specially designated group made up of regular employees of the 
agency. Each group will have a leader who will report directly 
to the Director of the organization. There will be up to six 
staff members working in each group. In each of these organ
izations, family health teaching/education is a new field; how
ever, the agencies have had substantial experience in implement
ing programs in other fields. 

In the absence of a formal survey of manpower capabili 
ties in these agencies, planning for the technical assistance 
and participant training support has been based on the percep
tions of the directors of these agencies -- they perceive a lack 
of knowledge about family health; limited skills 'n planning, 
developing and implementing non-formal and formal education pro
grams and materials; and limited skills in the management of 
such efforts on a national scale. The specific needs of the 
staff will be assessed during the first months of the FHS Pro
ject during the manpower resources survey. 

2. Management 

These organizations will face problems with the planning, 
organization, and implementation of the .IEC and OR activities 
planned for the project and with specific management functions, 
such as accounting and vehicle maintenance. Assistance will be 
provided to address these problems and to build their capabili 
ties to manage such projects in the future. First, they will 
all participate in the IEC and OR Technical Groups which will 
plan activities on an annual basis, participate in joint activi
ties, and in joint training programs. Selected staff will par
ticipate in training programs and study tours overseas. In ad
dition, technical assistance will be provided by the long-term 
IEC and OR advisors and short-term ad~isors, including the ad
visor in financial management and the advisors in evaluation to 
these organizations to assure their competency in these critical 
areas. Vehicle maintenance and A/V equipment maintenance as
sistance will be provided under Component 3 and Component 2, 
respectively. 

3. Other Management Concer~~ 

The leaders of each of these organizations are very busy; 
each has a list of at least 3-4 other jobs. Their time will be 
very limited for providing guidance to the family health groups 
under them. Given this limitation, each organization must dele
gate to the group authority for making day-to-day decisions. 
In turn, the project must help by strengthening the capabilities 
of the group members to manage and implement activities and for 
coordinating activities within their own organizations. Short
term training and technical assistance will be of particular 
importan~e to them. 
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F. Project Coordinating Committee 

The Project Coordinating Committee will have responsibility 
for planning overall project activities, assessing project pro
gress towards stated goals and targets, identifying problems 
and solutions, and acting on any issues which affect project 
implementation. The Committee will be formed by the Ministry 
of National Planning; the Director General will send an official 
letter requesting appropriate representatives to each of the 
agencies participation in the Project: the Somali Family Health 
Ca r 8 Association; the Ministry of Health, Family Health/Family 
Planning Division; the Ministry of National Planning, Central 
Statistical Department; the Somali Women's Democratic Organiza
tion; the Women's Education Department and Curriculum Develop
ment Center of the Ministry of Education; and the Ministry of 
Information and National Guidance. It is anticipated that the 
membership of the Committee will closely parallel the membership 
of the present Board of the Somali Family Health Care Association. 

The structure of the Committee will include a chairperson 
and rapporteur, the representative of the Ministry of National 
Planning is expected to chair the Committee. If the membership 
of the Committee is similar to that of the SFHCA board, then 
they are among the most experienced administrators involved in 
family health and educational activities in Somalia. Nonethe
less, many of them have had relatively little training in man
agement and little experience in working on such a coordinating 
body. The structure, the mechanics of the operations of such 
a committee, and their roles and responsibilities in relation 
to the Committ=e and the project will have to be clearly defined 
and agreed to by all the parties. 

This committee will not have direct responsibility for pre
paring budgets or accounting for funds, managing the logistics 
of commodities or transport, or documentation and reporting. In 
fact, they will be the recipients of such reports from the im
plementing agencies. Since many of the members of the CommLttee 
will also be overseeing the activities under their units, they 
will, in those roles, become intimately involved with such prob
lems. In the Committee they will be called upon to jointly deal 
with problems and identify solutions. 

The staff of the SFHCA will serve as the Secretariat for 
the Committee. They will prepare documents, arrange meeting 
times and locations, prepare agendas, keep minutes and submit 
reports. If this Committee does not work well, then project 
activities will not be coordinated and duplicaiton of efforts 
will inevitably occur. Further, without such a forum there 
will be no means to discuss problems, and implement project
wide solutions. Since this Committee will be convened speci
fically for this project, and the members have had little ex
verience in such organizations, the project has provided for 
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periodic technical assistance to assist it develop its struc
ture and implement its responsibilities. The first technical 
assistance visit will require approximately 2-3 months during 
which the advisor will assist the staff of the SFHCA and the 
participating organizations draw up the terms of reference of 
the Committee, outline its roles and responsibilities, any other 
guidelines or documents needed to assure its legal and appro
priate functioning, and plans for the activities of the Secre
tariat. The advisor will also assist in the conduct of the 
first meeting of the Committee. Then, every year, the advisor 
will return for 2-3 montlls to follow-up on th~ functioning of 
the Committee and Secretariat and assist in resolving any prob
lems. In addition to this advisor, all of the other long-term 
advisors will provide support to the Project Coordinating Com
mittee as needed. 
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The Director, Deputy Director and all of the Section Heads have 

worked at CSD for at least 10 years and took part in the \\Ork of the 

last census; at least five of them were Regional or District'directors of 

census operations. 

In the Census and Survey Section, six people were trained in the 

Institute of Statistics and Economics and t\\O were trained for one year 

at the u.S. Bureau of the CenS11S with a specialization in cartography. 
J.r\ 
;K the Regional Section, the Head is a graduate in econanics and 

received a one-year diploma fran Kuwait. 'l\o.u of the staff are graduates 

of the Institute and one of the graduates took a 3-nonth course in derro

graphy at the u.S. Bureau of the Census. 'l\o.u others have little formal 

education but have been working with CSD for 15 years. 

The Derrographic Section has one graduate fran the Institute who is 

anal~ing data fram the last census with assistance fran a long-tenn UN 

advisor in denography. 

The training and experience of the data processors is reviewed in 

Section III C. 

II IMPIEMENTATICl'J OF THE 1975 CENSUS OF POPULATICN AND HOUSlNG 

l
A. Data Collection

1.	 Geographic ~finitions Used For Fieldwork 

Urban settled - all district capitals and towns or villages with 1500 

people	 or more. 

Village - a carmunity with a name which has been settled for at least 

six IIDnths. 

1 Major J.X>rtions of this section are based on information provided in
 
"Population of Sorralia, An Analysis of 1975 Census" by r.bhamred AbyaJ., UN
 
Advisor in Denography which will be published soortly. z.
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Rural settled - all settled p:>pulations engaged in agriculture, fish

ing and carrrerce. 

Nanad population - people who do not have a permanent place of al:xJde 

and whose ~ occupation is raising livestock. 

2.	 Questiormaire COntent 

Three questionnaires were used in the 1975 census; one each for: 

(1) urban am rural settled areas; 

(2) nanads; and, 

(3) institutions. 

The questionnaire for the urban and rural settled areas was as follows: 

l. Name 

2. Pelationships tohousemld head 

3. Sex 

4. Age 

5. Place of birth 

6. Place of usual residence 

7. Literacy 

8. Educational attairurent 

9. Marital status 

10. Chil&.en tom alive 

ll. Children still living 

12. Births last 12 months 

13. Deaths last 12 months 

14. Type of econonic activity 

15. Occupation 

16. Industl:y 

17. Livestock. 

(2) (3) 

(2) (3 ) 

(2) (3) 

(2) (3 ) 

(2) 

(2) 

(2) 

(3 ) 
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All i tans with a (2) to the right were dropped fran the questionnaire for 

nanads. All items with a (3) to the right were dropped fran the question

naire for institutions. 

According to the Swedish data processing advisor for the census, 

items 9, 13, 14, 15, 16 and 17 had high error rates; itans 7 and 8 had lCM 

rates. 

3. Managem:mt 

AlthJugh CSD was in charge of the 1975 Census, the census Corrmittee 

set up in 1973 did not function well and the IPajor functions and duties of 

the Census were taken up by the central Ccrrmi.ttee for the Rural DevelopTeIlt 

carrpaigns for Literacy and Health. 

4. Fieldwork 

The carrpaign had 25,000 students and 5,000 teachers teaching in the 

n'ral areas. These were loaned to the Census for enumeration. The a~ 

number who took part in census enuneration is unknown. 

The urban enUIrerators were students in 1:x>arding schJols and in 

National Service Training. Except for M:::>gadishu they were not paid for 

their work. 

CSD provided technical advice and training for enUIl'eration. SUper

visot'S and trainers were trained for 4 rn:mths errling Dec~ 1974. Enurrer

ators were trained in January of 1975. 

A cx:mplete list of all waterpoints was prePared before the Census and 

updat.ed twice, the last t.i.Ire in Decenber of 1974. WaterPQinh; are listed 

acoording to the narre of the nearest village. They are classified as very 

irrportant (serving 20 or Irore households), irnp:)rtant (10-20 households) , 

and ordinary (serving less than 10 households). 
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Enumeration Districrl"(ED) maps were prepared for only 27 of the 64 

districts. However, cities with 15~000 or rrore inhabitants had sketched 

maps showing the basic net\o.urk of streets, ooundaries of major sulxllvisions, 

outstanding buildings and naIreS of major larrlmarks. Unfortunately the ED 

maps for t-bgadishu were oot finished in tine for the census and were largely0 

<2r'\UMo,ra"c",

ignored dudng.. ] e!r ten. 

Several drought oonditions in 1975 upset the distribltion of PJPUla

tions: 

1) Nanads moved fran drought stricken areas to neighOOring places 

inside and outside the borders; 

2) Many nanads were in relief canps in tc:Mns and rural areas; 

3) Many nanads retreated to inaccessible areas; 

4) It rained unexpectedly in January, causing population shifts 

across borders to the south an1 southwest; 

5) Ole l:o the rain in January nanads did not go to koown dry-season 

waterpoints; and, 

6) Animals were too weak to get to wat:eq:oints. 

5. Evaluation 

'!he census oounts were so suspect that they were withheld in 1975 but 

later released in response to UN ra::IUests. '!here was no ooverage evaluation, 

but a reoount done in l-bgadishu for food distribution smrtly after the census 

showed a population 20% higher than the census count. Estimates fran the 1980 

Survey of Population and the 1980/81 Derrographic Survey differ from that of 

2
the Populatiun Census. Official tables from the 1975 census have not yet 

been published. 

2 For further info:rmation on dem::x]raphic data refer to "Population and Family 
Planning Research in Somalia" by Anne Cross, Report prepared for USAIDfi.Dgadishu, 
March 1984. 
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B. 1975 census Processing 

One questionnaire for urban arrl settled rural and a second for 

mrnads were processed on an OCR century 101. 'Ihe institutional ouestion

naire was manually processed. I)le to the delayed installation of the OCR 

in June 1977, p:rocessin::r did not begin until Jul., 1977. Data entry of 

650,000 questionnaires took 2 ~ years with 22 operators (including suoer

visors) working two 5-hour shifts, six days a week usinq M::lhawk key-to

tape machines. Verification began the first rronth at 100%, after which 

a 10% sample was taken which was 'soon stopJ?ed altoqether due to orchler:ls 

with the Hohawk equipnent. 

'Ihere was a high rate of absenteeism necessi tatina considerable 

overtirre. 

Assistance was given by canputer exoert Bertil S. C£orgson for 2 

years, 1975-77. He developed 5 programs for ecli ting the questionnaires 

and 5 to produce 18 of the 31 base tables. Georgson left one month after 

the canputer was installed and was able to edit one region with partially 

tested programs. Georgson began \'lith 5 (SD proqranmers, 3 of whom left the 

country and 2 others changed fran data processing to economics. His staff 

included: 

1 EDP Manager
 

1 Deputy EDP Manager
 

1 canputer Operator
 

1
 Librarian
 

4 Coders for oorrecting and updating
 

22 Data F.ntrv Operators
 

o ProqraITIrers 

'Ihe canputer Operator was the only one who oould learn to run the 
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prograrrs. N::> one was available to further debug and test the program:;. 

Marla P. Rae, a U.N. senior data -processing advisor, arrived April 

1979, leaving a 20 rronth period after Georgson I s departure in which there 

was no data processing exp:rtise. At this point, 47% of the data had been 

edited with the partially working programs and he decided not to chancre 

the programs for the remainder of the data editinq and/or re-edit the 47%. 

In Septanber 1979, a U.N. associate advisor in computer techniques, Erik 

Valeratn, arrived. He assisted Mr. Rao and also taught a mBOL course 

folla.ving Rao I s course in Introductory CanTJUter Concepts. 

Fditing l"XJntinucd for a total of 2 years. Several districts were 

not edited and those which were resulted in errors in 20% of the records 

proCp.ssed. Corrections were dane manually. Since the questionnaires ~'lere 

not batched and checked-in appropriat\!9-y usinq control counts and con

trol lists, the loose questionnaires '.,rere difficult to locate and correc

tions were not complete. Under Rao I s supervision, tabulation prograrrs 

were develoPed for remaining tables while a fc=M were done by hand, Pre

liminary tables were available by Spring 1980. 

Besides the 20-rronth gap in data processinq expertise, other prob

lens which delayed the census processing were: inadeaua te site prepara

tuon & environmental control of te:mp:!rature, humidity and dust-., paver out

ages, inadequate service from NCR, a 6-rronth halt to census ooer'ations 

followed by the war. 

~1uch of the aforerrentioned along 'flith many instances in which 

processing controls were lacking resulted in r:oor ClUality. Five rercent of 

the records collected c1i!:'-lp}?eare(lsarewhere in the production. Ten thousarrl 

forms used for cooing had collunns miE,sing. Since corre ::tion was not cbne 

by going back to questionnaires in many cases, one-half of the final tares 
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were not error free resulting in inconsistencies in the final tables. 

III IMPLEMENTATICN OF THE 1986 CENSUS 

A. Data Collection 

1. Adm.i.ni.stration 

A letter has been sent to the President of the GSDR by the Director 

of CSD requesting pennission to fom the Executive census carmittees. The 

Exea.1t.ive Census Cbrnnittee will be made up of the Directors General of the 

following Ministries: 

1) Planning 

2) Lefense 

3) I.oca1 Government 

4) Education 

5) Infonm.tion 

6) Health 

7) Transport 

8) Post and Telea:mmm.ications 

9) Police ~"orce 

The Technical Coornittee will be made up of the Deputies fran these
 

Ministries. The Chairs will <XlTe from the Ministry of National Planning.
 

The Director of CSD has already set up a Steering Conmittee in CSD
 

which has !ret to discuss tc->chni.cal issues in census implementation.
 

2. Technical Assistance 

The u.s. Bureau of the census gave a t\oJo-week Executive level POPSTAN 

\'AJrkshop on census implarentation in February and will give a 4-week Technical 

Ievel Workshop in Mayor June. These workshops cover all aspects of census 

implarentation. 
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An Egyptian advisor is giving six months of assistance in census 

planning and is in the process of uPdating and expanding the original UN 

draft schedule. 

'Ihe long-term UN census advisor is not due to arrive until Novanber 

of 1984, the cartograFhY advisor is due in June of 1984 and the arrival 

date of the data processing advisor is unknown. 

3. Ntmlber of Enumerators and Supervisors 

'!he estimated number of enumerators and supervisors reauired for 

the 1986 Gensus ranges from 12,000 to 15,500 dependinq uoon the base 

numbers used in the calculation. If the population is estimated as high 

as 6,133,805 the nurrber is 15,500. If a lONer population count is used 

the number required is less. 

For example: 4,OR9,203 1975 estimate 
x 1.5 (3% qrcMth rate) 

6,133,805 
x .4 urban and settled 

2,453,522 
: 5 urban household size 

490,705 
+ 100 questionnaires Per enumerator 

4,907 enurrerators for Ul:ban areas 

6,133,805 
x .6 narad 

3,680,283 
+ 5.6 nomad household size 

657,193 
+ 60 auestionnaires ~r emnnerator 
10,953 enumerators for norradic areas 

4 . Maps for Enurrerators 

In order to carry out the fieldwork enurreration districts must be 

delineated, the number and location of waterholes iII the dry season (3,000 

in February) must be uFdated and the nanadic patterns must be sttrlied. 
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Base maps developed with Russian assistance are available \-.7ith scales 

of 1: 200, 000 and 1:100, 000. They also indicate imoortant water]X'lints. Un

fortunately they are 8 years old and must be updated. 

vlith the assistance of Distric(Officials it should be JX)ssible to 

upjate the li§t of waterholes from the last cenr:us with no foreiqn assistance. 

HCMever, delineating ED I S and studyinq nanadic miqration patterns will rccmire 

technicC1.l assistance which should be covered by the UN oroqram. 

5. Office Editinq 

Tb date little thought has been given to office check-in and editinq 

requirements. Specifications should be written for edit proqrarrs and manuals 

should be written to explain hCM errors are resolved by office staff. 

6. Schedule of 1986 Census Activities 

The schedule of ac+-ivities for the 1986 Census was drafted for the UNFPA 

project and up:1~ted in January of 1984. '!he urrlated schedule is attached 
-t4.~ (~])) 

to ~AreIX'rt."(An Egyptian advisor is expanding the schedule to shoN m::>re 

detail. Unfortunately, it is being done in Arabic.) 

'!he schedule appears adequate with respect to IrOSt itEmS, ho.olever, 

sections on data processing are very cursory and leave out many irrIrortant 

functions such as developrent of specifications. 'These sections (specifically 

itEm 11 and Section IV) should be canpletely revised. 



- 11 j -

B. Institutional Capacity of am in Canputer Processing 

The EDP Center of the CSD is headed by Salim r.1aO Haqi. Actin:r in 

his place is Hassan Abukar H. Hassan. 'Ihe center is divided into four 

sections: Systens and Progranming, Data Entry, Operations and Manual 

Correction. 'Ihere are 5 manual editors, 4 data entry operators, 3 canouter 

operators arrl 5 prograrrmers. One progranrner doubles as data entry surer

visor and two double as o~rators. 'Ihe progrc3Il'lrers began working witham 

between 1973 and 1978. Two of these heloed with the processing of the 

L 75 Census. In 1979, two studied CDBOL and FORTRAN at the university of 

Maryland with 8 hours of lecture a week. 'Ihree others (U.N. fellcws) 

attended Control Data Institute (0)1) for G rronths in 1981 for a self-study 

progrAm in CDBOL and FORTRAN. 'Ihis was very difficult in a second lanquaqe 

and not very effective. A fBol days of classes at NCR in Dayton, Ohio 

follCMed CDI studies. All 5 prograIl'lrers studied 2 years at the Institute 

of Statistics and Apnlied EaonorrUcs. 

Although they have studied CDBOL which will be needed for census 

processing, due to operational difficulties of the canputer and its envir

oI1I'l"ent, they have had little opp:>rtunity to apply their traininq. Samples 

were reviBoled of the most rea=nt programs which date back to early 1983, 

but for one produced in 1980. One prograrmer has written nothinq outsiu 1 

of class excercises. For the rrost pcu.t, they were very sirnn1e and unstruc

tured. In other words, they have a long way to qo. It would be rrore 

. f ihe .approprlate to re er to,,4 progranmers as tralnees. 

'Ihe Head of the EDP Center, Salim HaC! Hagi, is studyinq one year 

on a fellCMship at the U.S. Cens' "': Bureau and will return to a:s September 

1984. 
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'!he UN senior data processiI13 advisor Marla Rao left this J=Ost March 

1984. Dhahira Azer Iaam, UN long-tenn associate data processina advisor 

and FORTRAN programrer 1 will return frcm maternity leave May 1, 1984 for 

4 months to process data fram the 1980/81 Population Survey and write 

programs for the 1982 LaOOur Force Survey. She will not be able to oontri

bute to the census data processiI13 effort. Carla ~ciotto, a newly

contracted TlN associate data processing advisor and statistical prograrnner/ 

analyst, will be here several months ahead of her supervisor, the UN senior 

data processing advisor. Abdel Salam SuItan, a statistician oontracted 

by GSDR from the Arab League has prepared a census plan which includes 

data processing but neglects progranmer training and proqram develop.nent. 

'!he current equipnent is the OCR 101 which nrocessed the 1975 Census. 

In 1982-83, the NCR was dONn for 10~ months with one instance of 7 consecu
not . 

tive months. '!he manufacturer has"proouced spare parts for this mx1el for 

several years. '!he GUPPJrt has been so PJor that the only maintenance 

contracted for at this tirre is on-call maintenance at $2k/call. ~D continues 

to have problens in maintaining the compute~ environment. For example, 

(SD had no r::ower for a full rronth in 1983 and has frequent outages of lesser 

strength. 

MNP has attenpted to process a mmber of surveys usinq the C<F1Puter. 

For the rrost part, they have not been processed and must be either trans

ported out of the country to be processed or done by hand. 

1. 1986 Census Processing 

Staff needed: 25 keyers an::1 2 supervisors, 3 operators, 3 ne'w program

mers. '!he new progrartlTErs will be secondary school qraduates '!heir aptitude 

for programning should be tested before they are trained by Salim Mao in 

intronuctory CXJJTPuter exmcepts an:l proqramninq design and l'::>qic. Appropriate 

incentives should be paid to progral'llners and ooerators. Incentives for data 
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entry should be based on records keyed and error rate. 

Equiprrent: \'lANG VS/IDD, etc. The general perception at MNP is that 

the new corrputer will solve all problems. Vendor support may be fran 

Nairobi from which there are only t\\U flights/~ek to Mogadishu. Local 

support fran one engineer and one trained backup is reCOIT'llEnded. Instal

lation should be as soon as possible to allow for training, program devel

oprent and testing and pre-testing. A supply of spare parts shonld be 

ordered. 

Site: There should be sufficient air conditioning, humidity contJ:oI, 

uPS 
~, generator, dedicated circuits where needed, line conditioners (the 

generator is not srrooth po~r) , lighting, tennite control (it I s used for 

storage now) and spare Parts for all eqaipnent. 

Advisors'; The long tenn data processing advisor should be contracted 

by the u. s. Census Bureau before the computer is installed. 'l'he associ?te 

data processing advisors should have relevant data processing background 

and be contracted so they will have direction fran the senior advisor. 

Training: The POPSTAN 4-week \\Urkshop should be attended by all 

prograntl'lers (although one will be in ~en for 2 m::mths of trainJng). 

Carla Picciotto should be postponed until the senior advisor arrives. If 

this is not possible, she will need to attend POPSTAN to be able to make 

a contribution to the census this year. All prograrrrrers except Salim Mao 

need to study COBOL, preferably using a WANG VS system. With the inexper

ienced staff, rJackaged software needs to be used wherever possible. All 

programrers should attend a CENTS4 \\Url:ship. Prograrrrrers responsible for 

editing and correcting or migrations should attend a CONCOR \\Urkshop. With 

the aforerrentioned training, there will still be no experienced systems 

analyst. The 5 senior staff should attend a Systems Analysis and Design 

v.orkshop. Because the turnover is high, t\\O prograrrrrers need one-year 
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training carparable to that which Salim Mao has. Waberi and Hassan appear 

to have the aptitude. Hassan needs rrore English. 
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SECTlOO 14.0 PR:>CUREMENT SQiEDULE ANNEX 6
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SUGGESTED UNIT (JfY. TOI'AL PROCURED =-~.':'E TO 
~.:E SPEX:IFICATlmS SOURCE PRlCE(S) NEEDS COST($l BY DISI'RlBUTIQ.'J - - ORDERED REMA..~lTE2-! 

1 $119,835 AID l';O~P :Y 84C1-1 '/5:'0: $ 119,885 
MO:.P :Y 84C1-2 75 Y=:G Di~;: 16,800 3 50,400 AID
 

Cl-3 D.:.sk :"OP 10,500 L 21,000 AID 1-10-':P :Y 84
 

MO~P :Y 84
 
Cl-4 Ta::lE: :Jrive 19,600 2 39,200 AID MO~P :Y 84
 

Cl-5 D:5:-< s,,n.tc:' ~tion	 6,300 2 12,600 AID 

3,853 7 26,9"; J aD 1-1GNP ?Y 84Cl-6 l ::..:: .5eria: \"1/5
 

Cl-7 Bc..--' ?rinter 18,553 37,lSS AID MO~P :Y 84
 
-~ 

MONP :1 84C1-8 5.=::-:. =.2- loP 4,900 2 9,BJJ AID
 
84
Cl-9 7a::e :"OP 4,900 2 9,800 AID
 MONP ?y 

Cl-10 CO/x:" Canp1.1er 9,800 1 9,eOO AI:> MO~P =Y 84
 

Cl-11 Fo=--=an CCT.fliler 9,800 1 9,800 AID
 
MONP ?Y 84
 

MONP =Y 84
 

Cl-12 5c:es of 10 Diskettes (6) 84 10 840 AID 

Cl-13 ?ac~ 75MB Disks 665 10 6,650 AID
 
84
Cl-14 Tdfles 392 20 7,840 AID
 MaN? ?Y 

MONP ?Y 84 

Cl-15 P:::-:...,:.er Ribbons 20 24 480 AID
 MaN? =Y 84 -... 
Cl-16 :?:-~.:: Ball::	 1,120 2 2,240 AID MONP =Y 84 --.--.;.; 

MONP ?Y 84Cl-17 .::'2=-:' :'l.Ona:" 3:' K Ser~al Workstations	 8 30,822 AID 

Cl-18 C.:..:::'=s 2000 it coil 700 1 700 AID NONP ?y 84 
~..
 

Cl-19 C:r:.-:ctors 2 x 350-2-74 TNC 12.50 50 625 AID
 MONP :,y 84 

l-IONP ?y 842 x 350-2-74 BNC	 12.50 50 625 AID 
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I'I'E1-1 NA.'~ SPECIFICATIONS 
SUGGESTED 
SOUPCE 

l'NIT 
PRICE(S) 

C!IT• 
NEEDED 

'IUl'AL 
COST(S) 

PROCURED 
BY DISTRIBt1I'ION 

DATE TO 
BE ORDERED REMARKS 

VEHICLES 

C2-1 Vehicle 4 x 4 A1-'C, Jeep S 16,000 5 $ 80,000 AID 1 SWDO; 2 WED; 
1 CDC; ISFHCA 

FY 1984 

C2-2 Spare parts Stimd:rd kit 
Fi~ti~g as AV mobile unit 

2,000 
2,000x 

5 
5 

10,000 
10,000 

AID 
AID 

FY 
FY 

1904 
1'?d4 

IN £QUIPMEN!' 

C2-3 Of~set Press 70 x 50 cr.. 20,000x 1 20,000x Co1t. Scm. Prtg•A:lenc~' i-'Y 1985 

C2-4 Reprographic Unit 3,000x 3 9,000x Cent. SFHCA, Hj'E:), 
M:lH, SWDO - '. ea. 

l~Y 1985 

':2-5 FiL'll Ft"ojector 16 mn, ElIro, model 16-cL 
Xenon AV (wi".h public 
address capability), 240V 

Nelson C. 
White Co. 
82 AV Cat. 
p. 7 

2,650 10 26,500 Cont. FY 1985 Kismayo 
Hargeisa 
MJgadishu 
Baidoa 

C2-6 Aluminum Carrying Case EL"70, AP 605 - do - 130 10 1,300 Cont. - do - FY 1985 

C2-7 Speakers .. Elr.o, FS-lOOO, two-way 
(set of t;..o (2556 

- do - 200 10 2,000 Cont. - do - FY 1985 

C2-8 

C2-9 

C2-10 

C2-11 

C2-12 

Projection Screen 

I'oI-A:r Generator 

CUrrent Stabilizer 

Public Address System 

Tap<.~ Recorder 

Da-Lite, portable/tripod, 
Picture King, 96 x 96 in. 

For c:se in rrobile unit to 
~r film projectors 

Fer use with proj"..ctors 

~red fran car battery 
or other 

Professional model (p::ls
si~ly Uher 4000 Le, port
able (w/case) & battery 
charger (Z124Al) 

-do
p. 18 

310 

1,100x 

1,200x 

500x 

700 

10 

10 

10 

10 

3 

3,100 

11,000x 

12,000x 

5,000x 

2,100 

Cont. 

Cont. 

Cont. 

Cont. 

Cont. 

- do 

-do

- do -

SWDO 

Radio (MI1IKi) , 

SFHCA, H/ED 
(1 ea.) 

FY 

FY 

FY 

FY 

FY 

1985 

1985 

1985 

1985 

1985 

, --
~ , 

C2-13 Cassette Recorder Pcrtable, battery-oper
ated, w/mike & carrying 
case, address syst. output 

120 15 1,800 Cont. <:per. Units. 
All institutions 

Fy 1985 

C2-14 Slide Projector 
(electrical) 

Elno, Omigraphic 200, 
35 mn 

Ne:30n C. 
White Co. 
83 Cat. 
p. 12 

400x 4 1,600x Cont. SFHCA, H/ED, 
Film lv:]y., WED 

FY 1985 

x-estirnated 
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SPEX:IFICATIONS 
SUGGESTED 
SOURCE 

UNIT 
PRlCE(S) 

\lIT . 
NEEDS 

TCYI'AL 
COST(S) 

PROCURED 
BY DISTRIBUI'ION 

DATE TO 
BE ORDERED 

C2-15 Lense for abov2 EL~ (4180), 
D.S zoan 

70-12Omm, Nelson C. 
White Co. 
83 Cat. 

$ 130 4 S 520 Cont. SFliCA, HIED. 
Fi1I:l Agy., 1'i"ED 

FY 1985 

p. 12 

C2-17 

C2-H 

Telecontrol & ExteI~ion 

Trays. for above 

Cord 

E~ (for Ornnigraphic 
300) 

For above slide projector 

16 

4 

320x 

120x 

Cont. 

Cont. 

-do

- do -

FY 

FY 

1985 

1985 

C2-18 Slide Projector (kerosene) I'lith sturdy carrying case 20 l,600x 
Cont. Cper. Units, All 

institutions 
FY 1985 

C2-19 Photographic Camera 35mn, professional m::xiel 
with lenses & accessories 

1 900x 
Cont. SFHCA FY 1985 

flash, carrying case and 
tripod 

C2-20 l-'"lotographic Ca;rera Autcrnatic, 35rrm w/carrying 
case (possibly Trip) 

SOX 10 l,600x 
Cont. ~r. units. 

All l.nstitutions 
FY 1985 

OFFICE WUIPMENr 

C2-23 '1'yFe'..Tl.ters 

C2-22 Microphone, Headphor.es 

C2-21 Flipchart Easel 

r'lc>rlUal, long carrel, with 
tabulator 

r...il-purp::>se portable easel 
for 27 x 34 in. pads, easy 
clean, ..tlite s'lrface panel 

For tape-recorder (Uher or 
equivalent) 

120x 

200x 

sao}; 

20 

3 

3 

2,400x 

600x 

l,500X 

Cant. 

Cont. 

AID 

-do-

Radio (MIN:;) • 

SFHCA. HIED. "OH 

SFHCA, 1'v'ED, HIED 

FY 

FY 

FY 

1985 

1985 

1984 

.---
.~.~ 
.;:::; 

". 

C2-24 Furniture ?iling cabinets, shelves & 
mise. (fm ducu1rentation 
center/library) - suite of 
l.tems 

6,900x AID SFliCA FY 1984 

C2-25 Air COnditioners Large size 6,OOOx AID SFHCA, HIED FY 1984 

SUPPLIES 

C2-26 Fib Projector ~ 50 Cont. According to al- FY 
location of above 

1985 

equirnent & identi
fied needs '::..'1rough 
SFECA) 

x-estimated 
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PROCURE:-!E:,T SCHEDULE COMPONENT II 

SUGGESTED -_-~JIT .JTY. TOTl\L PROCURED DATE TO 
SOURCE ~~ICE($)SPECIFICATIONIt'SM :-JANE NEEDED COST (S) BY DISTRIBUTION BE ORDERED REMARK 

C2-27 Fil~ Proj. Exci~er Lamps :>C' Cont. FY 85 

C2-28 Slide Projector Bulbs 2u Cont. FY 85 

C2-29 Rec~areaole Ni/Cd Cells For Uher or equiv 
tape I:corder 

6 Cont. FY 85 

C2-30 Photo Film Kodak 135-24 for: c~lor prints 100 Cont. FY 85 
color slilies 50 Cont. FY 85 
black & white 200 Cont. FY 85 

C2-3l Audio Cassettes C90 (TDK) 200 Cor.:... FY 85 
C2-32 AudIO Tape 5 in. reel 60 Cont. FY 85 
C2-33 Splicing Tape Red/green leader reels 20 :ji9,UOO 

r2-34 Flipchart Pad 

C2-35 Paper 

27x 34 In 

Stock of various typ~s, drawing 

140 ($4,000 
FY 84) 

AID FY 84 

typing, offset preparation & 
print:ing AID FY 84 

C2-36 Graphic Design Materials Ink, markers,chinagraph, pencils,etc. AID l:'y 84 
C2-37 Films, l16mm,color Motivational/educational/training on 

FH, 10-30 min ea. sets of 20 frames 20 AID FY 84 
different FH themes: 4x5 sets 

C2-38 Publications Materials 
Books,journals, prototype IEC 

\,,-) 

materials on FH: Charts, models,etc. 20 Cont. FY 85 



---

6/84 

C-9 

PRCX:UREMENI' SCHEDULE CCM?ONENI' III - 1:l2 -

ITEM 

C3-1 

C3-2 

C3-3 

C3-4 

C3-S 

C3-6 

C3-7 

C3-fl 

C3-10 

C3-11 

C3-I2 

C3-I3 

C3-14 

C3-IS 

C3-I6 

C3-I7 

C3-i8 

C3-19 

C3-20 

C3-21 

C3-22 

C3-23 

C3-24 

C3-25 

C3-26 

NAME 

"Contraceptive !'1ethods" 

"Contr2.ceptive r-1ethods" 

"The IUD" 

"Sexually Transmitted 
Diseases" 

Tobeselec::ed 

SPEX:IFlCATIONS' 

16mm film lOB-II-English 

16mm film I OB-12 

16mm film English 

16mm film English 

" 

" .. 

.. 

.. 

.. 

.. 

.. 

.. 

.. 

.. 

.. 

.. 

.. 

.. 

.. 

.. 

SUGGESTED 
SOURCE 

Milner 
Fen....·ick 
Tirronium, l-ID 

UNIT 
PRICE(~J 

S 600 

600 

600 

600 

600 

600 

600 

600 

600 

600 

600 

600 

600 

600 

600 

600 

600 

600 

600 

600 
6~i) 

500 

600 

EOO 

600 

600 

(lrY. 
NEEDS 

1 

1 

1 

1 

I 

1 

I 

I 

1 

1 

1 

I 

I 

1 

1 

I 

I 
,... 
1 

1 

1 

1 

1 

I 

I 

1 

TOI'AL PROCURED 
COST(S) BY 

S 600 AID 

600 AID 

60G AID 

600 AID 

600 AID 

610 AID 

EOO AID 

600 AID 

600 AID 

600 AID 

600 Contractor 

600 

600 

600 

600 

600 

600 

600 

600 

600 

600 

600 

600 

600 

600 

600 

DISI'RIBUTION 

SFHCA 

SFHCA 

SFHCA 

SFHCA 

SFHCA 

SFHCA 

SFHCA 

SFHCA 

SFHCA 

SFHCA 

SFHCA 

SFHCA 

SFHCA 

SFHCA 

SFHCA 

SFHCA 

SFHCA 

SFHCA 

SFHCA 

SFHCA 

SFHCA 

SFHCA 

SFHCA 

SFHCA 

SFHCA 

SFHCA 

DATE TO 
BE ORDEHED 

6/84 

6/84 

5/84 

6/84 

6/84 

6/84 

6/84 

6/84 

6/84 

85/86 

85/86 

85/86 

85/86 

85/86 

85/86 

85/86 

85/86 

85/86 

85/86 

85/86 

85/86 

85/86 

85/86 

85/86 

85/86 

FIDolAR.'<S 

\-.J 
\-J, 

"
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ITEN NAME SPEX::IFlCATIONS 
St.X;GESTED 
SOURCE 

LJC;IT 
PRICE(Sl 

(IN. 
NEEDS 

'IUI'AL 
COsr(Sl 

PRCCL'RED 
BY DISl'RIBUTION 

DATE TO 
BE ORDERED ~{S 

C3-27 To be selected 16 mm film English llilner S 600 1 $ 600 Contractor SFHCA 85/86 
Fenwick 
Tirronium, Ml) 

C3-28 600 1 600 SFHCA 85/86 

C3-29 600 1 600 SFHCA 85/86 

C3-30 600 1 600 SFHCA 85/86 

C3-';. Teaching ~bdel "Ginny" 3 dim. life- Trainex Corp. 550 4 2,220 AID MJH 1984 
sized pelvis PO Box 116 

Garden Grove, 
CA 92642 

C3-32 Teaching »:xlel "Lindy" 3 .dim. p::>rtable Qnni Ed.!c. 20 4 80 AID MJH 1984 
0011 PC Box 220 

190 W. Main St. 
Sarervi11e, N.J 
088,6 

C3-33 Giant Ute..'"US RB."I 1 Cleveland 35 1 140 AID l'l:'H 1984 
Health Mus. 
8911 Euclid 
Ave. Cleve
land, 
44106 

Ohio -
C3-34 IUD REM 3 35 4 140 lJD MJH 1984 ~ . \ 

C3-35 Life Size Uterus RB."14 35 4 140 AID MJH 1984 '\.:~ 

C3-36 "Pathfindt.:r ~1" Pathfinder 150 4 600 AID MJH 1984 \ 

FUnd, Boston 
Massachusetts 

:3-37 Ot:;er »:xlels 1,240 AID MJH 1984 

C3-38 .aneroid Sphyg (TYCOSl Cat. No. 1055 Carrex Int'l 105.10 30 3,153 Contractor MJH 1985 

C3-39 Stethoscope (r-Edic l No. 3036 8.25 30 248 MJH 1985 

C3-40 H. Brace E;-:arn Table Cat. 273:> 320 30 9,585 MJH 1985 

C3-41 Utility Stand ,:at. 1562 61 30 1,1330 MJH 1985 

C3-42 Foot Stool Cat. 1579 21 30 690 !-7JH 1985 
C3-43 Exam Larrp Cat. 1570 64 30 1,920 MJH 1985 
C3-44 Power Converter Cat. 9016 23 30 630 MJH 1985 
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I~l 

C3-45 

C3-46 

C3-47 

':3-48 

C3-49 

C3-50 

C3-51 

C3-52 

C3-53 

C3-54 

C3-55 

C3-56 

C3-57 

NAr-lE 

Sterile Exam Gloves 

Laboratory+-Equit:nent for 
infertility, VSC and SID 
services 

Oral ContraceF~ives 

Jelly 

IUDs 

ApplicaLors 

Conrbns 

IUD I<.:ts 

JeetJS 

Spare Parts 

Typewriters 

Typewriters 

Books 

SPEX:IFICATIONS 

Cat. 3712.-S 

4 x 4 

SlX;GESTED 
SOURCE 

Camex Int'l 

GSA 

GSA 

GSA 

GSA 

GSA 

GSA 

GSA 

GSA 

UNIT QrY. 'IOI'AL PROCURED 
PRICE($) NEEDS COST($) RY 

S .20 75,000 $ 15,000 Contractor 

46,000 

.21 2,706,319 568,327 AID 

.50 58,781 29,391 AID 

.71 16,780 11,914 AID 

.3~ 4,690 1,688 AID 

.05 15,062,128 751,106 AID 

143 100 14,300 AID 
16,000 9 144,000 AID 

2,000 9 18,000 AID 
1,000 14 :!.4,00~ AID 

333 6 2,LlOO AID 

20 250 5,000 AID 
and 
Cbnt. 

DATE ro 
OISl'RIBIJI'ION BE ORDERED 

1985 

1985 

1-1JH 

MJH 

M:JH 

M:>H 

M:JH 

M:JH 

5 toMJH; 1984 
4 to contract 1984 
long-term personne: 1984 
M:>H/contractors 1984 

M:>H/ccntractors ~984 

1.98~ 

1985 

REMARKS 

-
'. 
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Suggested Unit Quantity Total Procured Dist:ri-
Item Name Specifications Squrce ~"'ice Needed Cost By bution Date 

C4-1 Vehicle 4 X 4 Ai-IC .Jeep $16,OOOx 4 $64,000 AID SFHCA 1984 
(CSM) 

C4-2 Spa!.e j?arts Standard set ABC Jeep ~ 2,000x 4 8,000 AID SF HCA 1984 
(CS1-1) 

C4-3 Packag!.~g r.1ateria1s 
fo::" contraceptives 

FY 
FY 

85 
86 

52,000x 
59,000x 

Con
tractor 

SFHCA 1985 /86 

FY 87 67,000x 

'. 

-'



- 126 -
SOCTlOO 15. 0 ANNEX 7 

IMPLE:r-1ENTATION PLANS AND SaIEDULES 

This section includes the inplanentation plans for each <X>r11lX>nent with 
a schedule for inp:>rtant events and, where appropriate an overall calendar for 
developnent and extension of the programned activities. At the end of the section, 
a tirreline is presented shCM'ing the activities planned for each comronent, 
their anticipated shceduling, and where appropriate, their relationship to each 
other. 'Ihe final chart/tllneline, shONs the actions reauired bv USAID in relation 
to the iITll?leroentation of the Project as a whole and to the four c0111POnents. 
'These hrrelines are to be used as quides for the Project Manaqer and advisors 
in the lrrplementation of Project activities. Further elaboration of these plans 
will be done by the agencies responsible for each carq:xment (for example, a canplete 
plan for the irrplanentation of the census will be developed) and revised each 
calendar year. 
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15.1.	 PROJECT IMPLEMENTATION FOR POPULATION DATA AND POLICY
 
COMPONENT
 

A'. Management. 

The primary implementing institution for this component will 
be the Ministry of National Planning (MONP) which will be respon
sible for overseeing, if not actually carrying out, the various 
component activities. Most rlata collection, processing and 
analysis work will be under~aken by MONP's Central Statistics 
Department (CSD). Utilization of data for development planning 
work will be undertaken by various units within MONP, including 
CSD and Human Resources Planning Division. Institutions outside 
of MONP will also be involved in population data and policy ac
tivities, as appropriate. 

The lead institution in the 1986Census is CSD, under the 
supervision of the Director of CSD, who will be assisted by his 
deputy. CSD has a staff of about 60 organized in six sections: 
Census and Surveys, Demographic and Social Statistics, Economic 
Statistics, Research and Publication, Data Processing, and Re
gional Statistics. The Institute of Statistics, with 9 part 
time teachers, is also under the direction of CSD. Because the 
staff of CSD is so small and because expertise is spread across 
all six section, census activities will require substantial in
Huts from most of the CSD staff. 

In addition to CSD inputs, this massive census undertaking 
will require the support and collaboration of other institutions, 
including: Ministry of Education, providing teachers and stu
dents for enumeration; Ministry of Local Government, providing 
guides and escorts for enumerators; Ministry of Defense and 
Police Force, providing security as required; Ministry of In
formation, providing pre-census pUblicity; and Ministries of 
Transportation, Post, and Telecommunications, providing logis
tical support. The work of these Ministries wi~l be coordinated 
by an Executive Committee composed of the Directors General from 
each Ministry and quiCed by a Technical Committee made up of 
the Deputy Directors from each Ministry. Both committees will 
be chaired by the Director General of MONP. 

The lead institution of the analysis of the 1986 Population
 
Survey is CSD. The processing and analysis of the data will be
 
carried out in collaboration with Westinghouse, under the AID
 
centrally-funded Demographic Data for Development (DDD) project.
 
The FHS project will support the final stages of the work, in

cluding report-writing and presentation at the second National
 
Population Conference, where the survey findings and imp~ica


tions will be reviewed and discussed with representatives from
 
other institutions.
 

The analysis of the 1982 Settlements will be under the Set
tlement Development Agency (SDA) under the direction of the 
'General Manager. The processing and analysis of the data is 
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tentatively planned to be carried out in collaboration with 
Research Triangle Institute, under the AID centrally-funded 
Integrated Population Development Planning (IPDP) project. 
The FHS project will support the final stages of the work, in
cluding report-writing and presentation at the second National 
Population Conference. 

The lead institution for coordinating the two demographic 
research studies to be supported under the FHS project will be 
the Somali Family Health Care Association (SFHCA) under the 
direction of the Secretary General. The two studies will prob
ably be selected from the small-scale research studies presently 
being supported by the AID centrally-funded RAPID II Project, 
in collaboration with the Somali Family Health Care Association. 
These small studies cover a wide range of policy-relevant fam
ily health and population issues. At least two will warrant 
more in-depth research. The research itself will be undertaken 
by an appropriate Somali institution with technical assistance 
from RAPID II or other centrally-funded contractor or selected 
directly by the Mission. 

The lead institution for the workshops on data use in plan
ning will be MONP's Central Statistics Department and Human Re
sources Planning Division. TheEe workshops will be undertaken 
with technical training assistance from AID centrally-funded 
projects: DDD and Integrated Population Development Planning 
II (INPLAN). 

The two t~ational Population Conferences will be managed by 
the Ministrj of Education (MOE) in close collaboration with the 
SFHCA. The ?l~nning Department of MOE organized the first Na
tional Popula·:~.il ~onference scheduled for December 1984, with 
technical aS3~',:ance from the University of North Carolina under 
the AID centrally-funded RAPID II project. Given its experience 
in organizing these confer2nces, it is expected that the Plan
ning Department will again take primary coordinating responsi
bilities for these two conferences -- with some limited technical 
assistance. 

B. Technical Assistance 

Short-term technical assistance under the Population Data 
and Policy component will serve primarily an advisory role. 
Technical assistance for the various activities related to the 
1986 Census will be provided by the U.S. Bureau of the Census 
(BUCEN) under a direct contract (PSSA) with USAID/Somalia. 
Technical assistance for the 1982 Settlement Survey -:'11 be 
provided by the INPLAN contractor (to be determined) through a 
mission add-on to the INPLAN contract. Technical assistance 
for the two demographic research studies and for the two Na
tional Population Conferences is tentatively expected from the 
University of North Carolina through a mission add-on to the 
RAPID II project. 
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c. Training 

Three short-term, in-country training activities are planned 
under this component of the FHS project. Training in the use of 
the CENTS4 tabulation system will be provided by BUCEN to data 
processing staff in CSD. Trainees will be identified by the 
Director of CSD in collaboration with BUCEN. Training facilities 
will be provided by CSD. Training in methods for using demo
graphic data in establishing population trends and projecting 
future growth and redistribution of population will be provided 
by Westinghouse to planners in MONP. Follow-up training on using 
demographic and economic data for planning analyses will be pro
vided to the same group by the INPLAN contractor. For these two 
training activities, trainees will be identified by the Director 
General of MONP and training facili~ies will be provided by MONP. 

D. Procurement of Commodities 

The FHS project will provide CSD with mainframe computer 
hardware and software for processing the 1986 Census and paper 
required for printing questionnaires and manuals. USAID/Somalia 
management will be responsible for procuring this system, with 
technical assistance on required equipment components and speci
fications provided by BUCEN. The FHS project will also provide 
CSD with CENTS4 census tabulation software under the BUCEN tech
nical assistance contract. 

E. Disbursement of Funds 

Primary responsibility for disbursing funds for local costs 
in component activities rests with the Ministry of National Plan
ning. The Director General of MONP will identify an accounting 
unit/person who will establish a system of financial accounting 
compatible with CIPL disbursement procedures. 

F. 9SDR Logistical Support 

Little logistical support will be required for short-term 
technical assistance and training activities provided under this 
component. For the 1986 Census, CSD will provide guides for 
field tests and field trips in conjunction with planning for the 
post-census coverage study of nomnds. CSD will also provide 
classroom and supplies for CENTS4 workshop and for two workshops 
on data use in planning. 

G. Implementation Schedu:e 

The implementation schedules for component activities to 
take place in the 60 months of the FHS project, first for activi
ties relating to the 1986 Census and then for remaining compon
ent activities, follow: 



Month 

1 

1 

3
 

3
 

5
 

8
 

12 

12 (or when 
computer
arrives) 

15 

21 

24 

30 

37 

49 

49 

- 130 

1986 Census 

Event 

Sampling design support: 3-week TOY
 
(Mathematical Statistician)
 

Census design support: 3-week TOY
 
(Survey Statistician)
 

Questionnaire design support: 3-week TOY
 
(Survey Statistician)
 

Data Processing system design: 3-week TOY
 
(Data Processor)
 

Sampling design support: 3-week TOY
 
(Mathematical Statistician)
 

Monitor pretest to evaluate census design:

3-week TOY (Mathematical Statistician)
 

Delivery of Computer
 

Arrival of long-term Data Processor
 

Installation and training in CENTS4: 4-week TOY
 
(2 Data Processors)
 

Monitor field work for coverage study: 4-week TOY
 
(Mathematical Statistician)
 

Document results of coverage study: 3-week TOY
 
(Mathematical Statistician)
 

Assistance in processing quick counts and
 
sample tabulations: 4-week TOY
 
(Data Processor)
 

Quick count of census data completed
 

Tabulation of 10% census sample completed
 

Integrate sample back into major data base
 

Provided by: 

BUCEN 

BUCEN 

BUCEN 

BUCEN 

BUCEN 

BUCEN 

FSU/WANG 

UNFPA 

BUCEN 

BUCEN 

BUCEN 

BUCEN 

CSD 

eSD
 

eso
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Other Population	 Data and Policy Events 

Month	 Event 

4	 Population Survey Report: 3-week TOY
 
(Survey Researcher)
 

7	 Settlement Survey Report: 3~week TOY
 
(Survey Researcher)
 

6	 Second National Population Conference 

6	 Population Survey presentation: 2-week TOY
 
(Survey Researcher)
 

9	 Settlement Survey presentation: 2-week TOY
 
(Survey Researcher)
 

10	 Assistance for demographic surveys:

(2 Survey Researchers)
 

17	 Assist~nce for demographic surveys: 2-week TOY
 
(2 Survey Researchers)
 

28	 Third National Population Conference: 2-week TOY 
(Survey Researcher) 

34	 Workshop on data use in planning: 2-week TOY
 
(2 Data Analysts)
 

38	 Workshop on data use in planning: 2-week TOY
 
(2 Economic Planners)
 

44	 Fourth National Population Conference:
 
2-week TOY
 
(Survey Researcher/RAPID Modeler)
 

Provided by: 

Demographic Data 
for Development (DOD)

IWestinghouse 

INPLAN Contractor 

RAPID II/UNC
(Central Support) 

DOD/Westinghouse 

INPLAN Contractor 

To be determined 

To be determined 

To be determined 

DOD/Westinghouse 

INPLAN Contractor 

To be determined 
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15.2. PROJECT IMPLEMENTATION FOR THE IEC COMPONENT 

A. Activities Prior to Arrival of the Contractor 

A short-term advisor will be requested from Family Planning 
International Assistance to assist in the planning for the es
tablishment of the IEC Unit and Resource Center in the SFHCA 
and the IEC Technical Committee. The Advisor will assist in 
the following: developing the scope of work (terms of reference) 
for the center, unit and committee and job descriptions for the 
staff; identify in the qualifications required of the staff and 
assist in the recruitment and selection of them; working with 
the director in establishing relationships with the implementing 
agencies and initiating liaison activities. This Advisor will 
also review training needs and recommend training programs for 
the IEC Unit staff. 

During the first six months of the Project, USAID/Somalia 
will request the Population Communications Services Project of 
Johns Hopkins University to provide two short-term consultants 
for the implementation of the data-gathering efforts specified 
in Activity 1 under the Project Description. One advisor will 
be asked to conduct an inventory of all the material and human 
resources available in the related Somali Institutions for use 
in the family health IEC efforts. The report will be used for 
identifying the commodity and training needs of the implementing 
agencies. 

The second short-term advisor will assist in the planning, 
collection, and analysis of data on relevant sociological char
acteristics. This advisor will conduct two workshops, one be
fore the data collection in the field and the second after the 
field work. The workshops will be attended by selected staff 
from each of the implementing agencies for IEC. During the 
first workshop the participants will review the data already 
available, identify any gaps in the data, and plan how they 
will be attended by selected staff from each of the implement
ing agencies for IEC. During the first workshop the partici
pants will review the data already available, identi~y any gaps 
in the data, and plan how they will collect addition~l data. 
The workshop participants will then go to the field, meet with 
local staff from t~,eir agencies, and gather the information 
they need. The second workshop will be used to review the in
formation collected anG draw conclusions about needs and appro
priate IEC approaches. 

B. Management 

All participating agencies will be responsible for the im
plementation of the IEC activities for which they assume the 
direction. Responsibility of the coordinated management of 
the whole IEC program will reside with the lEC Unit of the GFHCA. 
The Director of the IEC Unit will be the key liaison with the 
other agencies and will be the key counterpart for the long



term lEC Advisor. The Unit will exercise its functions for 
management and coordination by developing and implementing pro
cedures for planning the lEC activities (on an annual basis) 
and drawing up related budgets, monitoring implementation, and 
sharing information and experiences. The Director of the lEC 
Unit will report to the Executive Director of the SFHCA who is, 
in turn, responsible for the family health project activities 
assigned to the association; therefore, the Executive Director 
of the SFHCA reports to the Family Health Services Project Co
ordinating Committee composed of the directors of the family 
health program components in the participating institutions. 

The lEC Unit will also work through one or more technical 
groups for the implementation of joint activities. These tech
nical groups will be composed of officers of the agencies with 
particular skills (or those who will develop particular skills) 
pertinent to the joint activity, i.e., pamphlet design, poster 
production, training program development. At least twice a 
year, the directors of the lEC-related programs in the insti
tutions will meet to discuss progress made towards their objec
tives, problems, and to share experiences. One meeting will 
be devoted to planning the activities of the up-coming year. 

C. Technical Assistance 

The long-term lEC Advisor will perform somewhat different 
functions at different levels of the program. He/she will ad
vise the management of all participating institutions on their 
respective lEC strategies and programs, provide guidance to the 
lEC Unit heads in each institution and train the staff. 

At the Central level, at the lEC Unit of the SFHCA, the ad~ 

visor will provide guidance in the development and execution 
of all management functions (planning, monitoring, liaison). 
He/she will assist in the administrdtion of the resources pro
vided under the project. He/she will identify needs for short
term lEC consultants, and coordinate and follow-up on their 
work. 

For each institution, the lEC advisor will provide assist
ance and guidance in the implementation of their lEC activities, 
working with the lEC staff according to a schedule agreed upon 
and in accordance with the annual work plan. The advisor will 
help the staff develop their lEC programs, identify needs for 
materials, training, and the like, and assist them in supervis
ing implementation; the lEC advisor will provide technical 
guidance in the implementation of joint, inter-institutional 
activities. He/she will work towards improving the design and 
utilization of effective lEC materials for family health and 
in developing innovative approaches suitable to the cultural 
environment of Somalia. 
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The scopes of work of four short-term IEC advisors have 
been developed, with the assumption that other needs will be 
identified and scopes of work specific to those developed at 
the particular time. The short-term advisors would include: 
an IEC production consultant to assess the production of 
printed and other materials and assist the project to improve 
them; an IEC evaluation consultant who would assist the staff 
in setting up the monitoring and evaluation procedures needed 
for the program; a medium-term consultant in the development 
of curricula for formal education in family health; and a con
sultant to train the staff in the repair and maintenance of 
the A/V equipment. 

D. Training 

The Project will support short-term training overseas and 
study tours for key personnel of the implementing agencies work
ing with lEC, up to four per agency, and including the staff of 
the lEC Unit of the SFHCA. Staff to be sent for these training 
programs will be selected jointly by the lEC Unit, members of 
the lEC Technical Committee and the IEC long-term advisor. 
(Prior to arrival of the IEC advisor, USAlD will fill in.) Th~ 

short-term courses will be in planning and management of lEe, 
development of lEC programs, materials and media production, 
evaluation of lEC materials, and related skills areas. These 
trained staff will form the core group with whom the long-term 
IEC advisor and short-term technical adviso~s will work. 

The Project will also support, through the provision of 
technical assistance, commodities, local currency contributions, 
training programs for many levels of staff in the implementing 
agencies. The long and short-term advisors will work with the 
staff of the IEC Unit of the SFHCA as the lead agency and other, 
selected staff in preparing a series of training programs and 
manuals geared to developing the lEC skills of all participating 
staff in the implementing agencies. The training will be skills
oriented as the programs will serve as opportunities to develop 
lEC programs and materials for implementation in the field. 
Table 
volved, and numbers 

presents some of the topic areas, agencies 
expected to be trained. 

to be in

Table15.L Proposed IEC Training Topics and Staff 

Topics Agency(ies) Personnel to 
Be Trained 

Approximate 
Numbers 

Overview of lEC: Pur
pose, Methods, Materials 

SFHCA 
WED 
SWOO 

Senior staff 
Regional staff 
District staff 

100 

MOH 

Design of lEC Approahes 
/programs 

SFHCA 
WED 
SWOO 

Senior staff 
Regional staff 

25 

MOH 



- 136 -

Topics Agency (ies) Personnel to Approximate 
Be Trained Numbers 

Materials Design & 
Production 

SFHCA 
WED 

Selected staff 
Central and 

10 

SWDO 
r-nH 

Regional 

Using lEe in the 
Community/Educational 
Activities for Com

WED 
SWDO 
r-nH 

All staff working 
at local level 

200 

munity Groups 

Use of lEe Materials 
/I'echniques 

SFHCA 
WED 
SWDO 

All staff working 
at the local level 
and who do any lEe 

250 

r-nH 

Under the leadership of the SFHCA, training will also be 
arranged for staff of the agencies to learn how to run the film 
and slide projectors. The long-term advisor will suggest the 
appropriate training for the staff at the SFHCA in the use and 
maintenance of the A/V equipment. 

E. Procurement of Commodities and Services 

The specific commodities to be procured for this component 
arc presented in the Procurement Schedule, Annex and consist 
primarily of audio-visual equipment, software, and vehicles. 
Under the local currency budget, the project will provide for 
materials needed to produce the posters, pamphlets, manuals and 
other goods. ..f.;. 

F. Disbursement of Funds 

In addition to the assistance provided through the provi
sion of commodities, technical assistance, and short-term train
ing, for which no funds need to be disbursed except by USAID 
and the contractor, the IEC component will utilize local cur
rency funding. Assistance will be provided to the SFHCA and 
the IEC implementing agencies to set up the proper bUdgeting 
and accounting systems for these funds. The long-term IEC ad
visor will assist the Director of the IEC Unit and the SFHCA 
accountant in preparing their budgets· in a timely manner so as 
to assure timely receipt of the funds. The SFHCA accountant 
will be responsible for maintaining all required accounts and 
sending reports to the CIPL Unit. 

G. GSDR Logistical Support 

The GSDR will provide the following logistical support to 
this component: office space for staff working in each of the 
implementing agencies, except for the SFHCA; staffing, includ
ing secretarial support when needed for those agencies with 
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field activities: the field sites for conducting the lEe ses
sions and training programs: and communications support, when 
needed, to inform staff in the field of lEe up-coming activi
ties. 

H. Implementation Schedule 

An overall calendar of major activities by the implementing 
agencies is presented in Table15.2. The schedule for project/ 
contractor actions of the 60 months of the FHS Project follows: 
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TABLElS.2 CALENDAR OF MAJOR ACTIVITIES BY IMPLEMENTING AGENCIES 

YEAR 1 

YEAR 2 

YEAR 3 

YEAR 4 

YEAR 5 

WED 

FH incorporated into 
teocher training 
0Jt"riOJlllTl 

Teochers trained in 
Prea A; FH progran 
starta::l in Prea A. 
FH curriOJlllTl re
vi sed. Teochers 
trai ned in Prea B 
&progran starta::l 

FH curriOJlllTl UIXJated. 
Teochers trai ned in 
Prea C. Refresher 
training for Prea A 

Teocher training in 
Prea D. Refresher 
training for Prea B. 
Canrunity ktion/lEC 
training for select
ed staff in f1reas 
A am B 

Refresher training in 
Preas C &D, with 
training in Canrunity 
Jlctioo!IEC 

SWDO 

FH series for orienta
ti00 centers developed 

Staff trained in Prea A 
& FH series starta::l in 
Pl'ea A; FH series re
vise:i. Staff trained in 
Prea B & progran begJn 

FH sen es ~ated. 
Staff trained in Prea C 
& progran started. Re
fresher training for 
PreaA 

Staff trained in f1rea 0, 
refresher training in 
f1rea B. Camunity 
Jlctioo/lEC training in 
Preas Aam B. IEC for 
pi 1at area progran 

Refresher. training in 
Preas C &0 with train
in in Ccmrunity Jlctioo/ 
IEC. Revisioo of lEC 
for pil at progran 

MOH 

IEC w::>rkstq:>s for staff 
in Prea Adeveloped 

W:>rkstq:>s ioplan:nted 
&revi sed; iop1an:nted 
for staff in Prea B 

lEC w::>rkstq:>s l¢ated 
& iop1aTa\ted for staff 
in Prea C. Training of 
teachers in lEC 

Training of fvOi staff 
in Prea D. Carrrunity 
Jlction!IEC training 
in Preas A& B. IEC 
for pi lot progran 

Refresher trai ni ng as 
needa::l; Camuni ty Jlcti00/ 
IEC training for staff in 
Preas C & D. Revi sion of 
IEC for pilot progran 

SFHCA 

Resoorce Center organi
ized. Training for 
staff of S\aOO, \ffi, 
Mli p1armed & beg.m 

\lbrkstq:>s in IEC for 
hi gh-"'eve1 staff. 
Training for staff of 
S\aOO, \£D &MJi. 
Start newsletter 

In-service IEC train
If'IJ for other ar;pq 
staff. Camunity ktioo 
progran develq>ed. 
ravsletter 

Preparati 00 of sarp1e 
materi a1s for CamiJnity 
Jlctioo/IEC progran. 
ravsletter 

IEC w::>rkstq:>s for Pg;ocy 
staff; refresher trai ni ng 
series. Newsletter 

JOINT 

Selectioo!elaboratioo 
of basic FH rressages/ 
thaJEs. Preparati00 
of charts, posters, 1 
patphlet, 1 rOOio 
series 

El aboratioo of FH 
rressa~s/thares. 
Preparatioo of posters, 
1 slide set; rooio 
drana series 

Elaboratioo of FH 
rressages. Preparati00 
of P.Osters? parph1ets, 
rOOio senes 

Preparati 00 of sCilp1e 
Camunity Jlctioo!IEC 
materials; 1 slide 
series; posters; 
pCIIphlets 

Revisi00 of rressages. 
ROOia series; posters; 
pCllphlets 
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IMPLEMENTATION SCHEDULE: 

IN1"OHMA'l'.LON EDUCA'I'ION, AND COMMUNICA'l'lON 

Project Description of Activity InstitutionMonth Responsible 

-1 Preliminary arrangements for establish
ment of IEC Unit and IEC Technical Group. 

o Signing of project arrangement. 

1 Short-term IEC 
arrives; Final 
of Director of 

Planning Consultant 
selection and appointment 
lEC Unit. 

Establishment of 
nical Group, and 

IEC Unit and IEC Tech
initial oriantation. 

2 Development of functions/responsibili
ities/relationships for IEC Unit and 
IEC Technical Group. 

Assignment of initial tasks to IEC Unit. 
1. IEC Preliminary Survey; 2. Manpower 
Survey; 3. Material Resources Survey; 4. 
Organization of Resource Center. 

3 Work on the three surveys and development 
of the Resource Center; Preliminary IEC 

SFHCA-AII 
Institutions 
USAID 

USAID-GSDR 

SFHCA with 
Consultant 

SFHCA 

IEC Consultant 

IEC Unit-All 
ag~ncies 

Survey: existing data gathered and analyzed; (consultano 
field interviewers trained. 
Completion of Manpower and Material 
Resources Survey. 

4-5 IEC fieldsurvov under way; data coming in, 
analysis started/completed. Guidelines 
given on formulation of long-term IEC 
strategy from Preliminary Survey findings; 
vlork starts on IEC Strategy/plan; prelimin
ary work plan developed. 

8 Long-term IEC Advisor 
inary Survey analysis 

arrives; IEC 
reviewed. 

Prelim

Long-term lEC Strategy drafted. 

9 Short-term Advisor in FH curriculum 
development (for CDC) arrives. 

CoordinateJ IEC 1985 Work Programme/ 
Budget drafted and approved, 

Consultant 
IEC Unit and 
Consultant 
IEC Consultant 
IEC Unit and 
Technical Group 

USAID/Contractor 
IEC Unit/Tech. 
Group & Advisor 

Contractor 

IEC Unit/IEC 
TG/IEC-AD Proj. 
Coord. Comm. 
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IEC Implementation Schedule, p.2 

Project Description of Activity Institution
 
Month Responsible
 

9-10 Orientation sessions for 
planning for programs. 

all staff/ IEC Unit 
IEC-AD/All 
agencies 

10-14 Design of basic IEC-FH materials 
(leaflets, posters/flip c~1rts, 

displays,radio program); 

IEC-AD/ ./MING 

10-12 Preparation of programs for WED, 
SWDO, MOH, including training program 
for implementing staff. 

IEC Unit, 
vlED, MOH 

SWDO 

12-14 Preeesti~g of basic 
of new design. 

IEC-FH materials IEC Unit/agencies 

13 Joint review of programs. SWDO,WED,MOH 
Tech. GJ:!QIIP 
SWDO/WED 

14-15 Staff training in Area A for imp
lementation. One program started. 

IEC Unit, 
WED, MOH 

SWDO 

15 CDC advisor leaves; overall plan 
c"":,,riculum developed. 

for 
CDC/Advisor 

16 End of year IEC Evaluation/Reprogram
ming process set in motion: formats 
distributed (to incorporate data from 
continuing assessment) and explained 
to Institutions' IEC managers in 2-day 
Evaluation/Programming Workshop. 

IEC Unit and 
IEC Technical 
Group 

USAID/GSDR 
SFHCA/Contractor 

distributed~ USAID/GSDR 
IEC Unit 
MING-ptng. Ag.Offset press arrives and is installed~ 

First commodities (film and slide pro
jectors, recorders cameras and supp
lies) arrive and are distributed; orien
tation given on their use and maintenance 
arrangements made; 
4WD vehicles arrive and are 

17 IEC Evaluation/assessment reports in, IEC Unit 
compiled and analyzed; 
IEC-Technical Group meeting on 1985 IEC-TG 
Work Programme; Coordinated 1986 IEC 
Work Programme/Budget drafted; IEC Unit/IEC-AD 
1986 IEC Work Programme/Budget approved; 
IEC Programme implementation (on-going Proj.Coord. Comm. 
throughout the year). Monetary plan dev
loped. All 
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IEC Implementation Schedule, p.3 

Project Description of Activity tnsti·i-t.:u.tl:iJdn
 
Month Responsible
 

19 

20 

21 

:ll 

22-24 

25-26 

27 

28 

28 

29 

30 

32 

33 

WED, SWDO, MOH continue training steff 
and implementing program. 

Short-term lEC Production Consultant 
arrives, surveys and assesses design 
and production facilities. 

CDC Advisor arrives. 

J I':C Pn'<!lIcl!on Workshop (2Wl'ckH) for 
dcsiljn/l'roducLion persol1lwl, with 
emphasis on low-cost material~; 

Design of new lEC printed materials 
as follow-up to Production Worksho~ 

Study tour to view innovative IEC 
programs 

Workshop on innovative IEC approaches 

Development and field application of 
innovative field approaches, as follow
up to Experimental Field Workshop; Pro
duction and distribution of 9retested 
new lEe printed materials. 

IEC 1986 Evaluation reports in, con
solidated, analyzed and discussed; 

Coordinated 1987 IEC Work Program/ 
Budget drafted; 1987 lEC Work Pro
gram/Budget approved. 

lEC Program implementation (on-going 
throughout the year). 

Short-term IEC Evaluation Consultant 
ar~ives, designs and organizes Project's 
Mid-term lEC Evaluation. 

Mid-term lEC Evaluation implemented. 

WED, SWDO, r·lOH 

Contractor/lEC 
Unit 

CDC/Contractor 

IEC Unit/TEC-Prod. 
Cons. MTNG-Ptng.Ag. 

lEC Unit/lEC-Prod. 
Cons. MlNG-Ptng.Ag. 

lEC Un it, S\vDO 
WED,MOH 

lEC Unit,SWDO,WED 
MOH 

lEC Unit/lEC Cons. 

MING-Ptng Ag. 

lEC Unit/lEC-TG 

lEC Unit/lEC-TG 
Proj. Coord. Comm. 

All 

Contractor/Eval. 
Cons. 

lEC Unit/Eval.Cons. 
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IEC Implementation Schedule, p.4 

Project Description of Activity Institution
 
Month Responsible
 

34	 Mid-term lEC Evaluation analysis com
pleted; 

35	 lEC Evaluation findings reported and 
discussed ;. 

36	 lEC Strategy/Program reviewed, rev
sions recommended on basis of eval
uation findings ," 

41	 lEC 1987 Evaluation reports in, con
solidated, analysed and discusscdl. 

42	 Coordinated 1988 IEC Work Prog/UudqcL 
dra ftod; 1988 lEC Work rr'oq-Bu{!cwl: 
approved. 

43	 lEC Program implmentation (on-going 
throughout the year); 

53	 lEC 1988 Evaluation reports in, con
solidated, analyzed and discussed; 
Procedure starts for possible project 
extension., (Conversely, for end-of-pro
ject evaluation) 

54	 Coordinated 1989 lEC Work prog/Budget 
drafted; 

1989 lEC Work Prog/Budget approved; 
lEC Advisor leaves. 

55	 lEC Program implementation (on-going) ~ 

60	 Project completion date. 

lEC Unit/lEC Eval. 
Cons. 

lEC Unit/lEC-TG 

lEC-TG/lEC-AD 

lEC Unit/lEC-TG 

U:C Un i t / U:C-'l'G 
Proj. Coonl.Com. 

All 

lEC Unit/lEC-TG 

USAlD/GSDR 

lEC Unit/IEC-TG 

Proj. Coord.Comm. 

All 

USAID/GSDR 
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15.3.	 PROJECT IMPLEMENTATION FOR THE CLINICAL FAMILY HEALTH 
SERVICES COMPONENT 

A. Management 

The primary implementing institution for this Component is 
the Family Health/Family Planning Division of the Ministry of 
Health. The Division is managed by a Director with the assist 
ance of a Deputy Director. The Central FH/FP Office is pres
ently staffed by 28 professionals and assistants. The Division 
is considering expanding its staff and reorganizing into four 
divisions as shown in the attached organizational chart. In 
addition, the Division is considering adding 21 staff at the 
regional level. 

While most of the staff are interested and eager, many stil~ 

lack the skills they need to manage their units and fulfill 
their responsibilities in an expanding program. The Project 
will assist by providing short-term training and study tours to 
these staff in the particular areas of need. Of greater im
portance will be the provision of technical assistance directed 
towards strengthening their management systems and skills. Un
der this technical assistance, the Division will develop an an
nual work plan for the Division as a whole, made up of the com
ponent plans from each unit. The work plan will clarify the 
schedules of activities of each staff member. The field and 
central staff will meet at least once a year to discuss program 
plans and problems. On a w€ekly or bi-weekly basis, the central 
staff will meet to discuss problems and solutions. 

The Division will also develop monitoring tools and proce
dures for the program and implement a regular, systematic sys
tnm for supnrvision, service statistics, and logistics. An 
ilccoun I j IHJ and f i nilnc jill managemen t sys tem wi 11 be developed 
andimplement.ed to assure that local funds are spent according 
to the budgets. 

The Division Director will have responsibility for coordi
nating all activities for family health with those of MCH and 
primary health care. Regular meetings will be held with the 
Director of the Community Health Department and related divi
sion directors. The purpose of the meetings will be to discuss 
allocations of resources and use, particularly of vehicles, 
equipment and staff. Common problems should be discussed and 
solutions planned. 

B. Technical Assistance 

The emptasis of all technical assistance will be on the 
training of counterpart staff. 

The long-term Training and Management Systems Advisor will 
be a counterpart to the Director of FH/FP. He/she will have an 
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FAMILY HEALTH/FAMILY PLANNING DIVISION 

I Director I 
I 

Deputy Director 

I	 I I	 I 
Health Education Administrative t4edical ServicesTraining 

Unit I Unit Unit Unit 

Head	 Head * Head * Head (Physician) 

Assistant Assistant Accountant General Services 
Officers (2) '\ 

Cashier Drugs 
*	 Transport Equipment

Officer 
Distributors (2)*	 Protocol 

Officer Statisticians (2) 
*	 Research/

Evaluation Officer 

* Messenger 

* Storekeeper 

* ·Clearance Officer 

Drivers (10) 

Cleaners (2) 

* pron~sed new positions 
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office at the Ministry compound near the main offices of the 
division. The Advisor will work directly with the Director 
and Deputy Director; for specific tasks, other staff may work 
with him/her as counterparts. 

The Advisor will be responsible for maintaining liaison 
with other donors to assure efficient use of resources and 
proper scheduling of short-term consultants. The Advisor will 
also conduct periodic, regular meetings with the Director of 
the MCH and Community Health Department to report on activities 
and maintain coordination. 

The Advisor will J e responsible for assisting the Division 
Director in identifying needs for short-term consultants and 
for scheduling their visits. Some needs have been anticipated, 
(see page ) but these will need verification during the course 
of project implementation. 

C. Training 

Out of country training will include short-term training in 
the u.S. and third countries and study tours. The plan for 
these is presented in Annex , page The training of physi
cians and nurses to deliver the new services in infertility, 
voluntary surgical contraception, and sexually transmitted dis
eases will be done prjmarily in third countries under the aus
pices of AVS and JHPIEGO. 

A major emphfisis of the project is on short-term training 
in-country with a wide variety of programs planned. No speci
fic schedule has yet been developed; assistance in preparing 
these annual plans will be a task of the long-term advisor. 

Preliminary estimates on numbers of trainees, courses, and 
activity level every year are presented below. 

Course Trainees Number Notes 

Skills for Family MCH Nurses 130 20 Nurses/course 
Health (3-4 weeks) Hospital Nurses 40 4 courses/year 

Nurse-Tutors 30 for 2~ years 

Clinical Skills 
(IUD Insertion) 
and Management 
(6 weeks) 

Refresher Training 
for Fami ly Health 
(2 weeks) 

Total 200 

MCH Nurses 100 
Hospital Nurses 10 
Nurse-Tutors 30 

Total 140 

MCH Nurses 180 
Hospital Nurses 40 
Nurse-Tutors 30 

Over a 4-year 
ped od, about 
35/year 

25 trainees/course 
4 courses/year 

Total 250 
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Course Trainees Number Notes 

Training of Train
ers in Family 
Health (including 
FH & Training 
Methods) 

Nurse-
MCH Nu
PHC Co

Total 

Tutors 
rses 
ordinators 

30 
15 
15 

60 

15 Trainees/course 
4 courses 

Management and 
Supervision (with 
Family Health 
Review) 

MCH Su
PHC Co

Total 

pervisors 
ordinators 

15 
15 

30 

2 courses/year 

In anyone 
conducted: 

year (e.g., Year 2) the following courses would be 

Course Number 

Skills for Family Health 
Clinical Skills (IUD Insert
Refresher in Family Health 
Training of Trainers 
Management and Supervision 

ion) 
Skills 

4 
2 
2 
1 
2 

Total 10 

In addition, the training staff will be developing training 
materials; updated curricula and curriculum modules for use 
by the PHC staff in training TBAs and CHWs. 

Physician training will continue under the manag~ment of 
the project with financial assistance from JHPIEGO. Over the 
five-year period, the project expects to have accomplished the 
following: 

Course Number Notes 

Training of Physician Trainers 10 In small groups 

Training of Physicians in Repro
ductive Health (3-week course, 20 per course 
to include IUD insertion) 80 1 course/year 

Training of Medical Students 
in Reproductive Health (to 20 per course 
include IUD insertion) 80 1 course/year 

Refresher training for Physi 20 per course 
cians (to include IUD insertion) 200 2 courses/year 
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Banaadir Hospital will manage these course. Each year they 
will deliver the following: 

Course Number 

Training of 
Health 

Physicians in Reproductive I 

Training of Medical Students in 
Reproductive Health 

Refresher Training for Physicians 

I 

2 

Total 4 

D. Procurement of Commodities 

The Procurement Plan for the commodities 
clinical family health services is presented inS
FHS Project will provide vehicles, audio-visual 

required for 
ecbipn 14. 
equipment 

the 
The 

and 
materials for use in the train~ng programs, and selected clin
ical equipment and materials; most of the afore-mentioned will 
be procured under ~lO/Cs prepared by the Mission during the 
first six months of the Project Period. Contraceptives will 
be procured also under Mission PIO/Cs as needed (See Procurement 
Plan for timing of order for contraceptives.). All other pro
curement will be done under the Contract. 

Other renovations will include the preparation of rooms at 
the Post-Basic School of Nursing as offices and training rooms, 
renovation of the bathrooms, and dormitory space for trainees. 
These will be modest in scale, but are important to permitting 
the FH/FP Division to conduct their work in a suitable environ
ment. The renovations will be overseen by the AID Project Of
ficer and Engineering Department. 

F. Disbursement of Funds 

The Family Health/Family Planning Division will be respon
sible for the disbursement of funds for local costs for this 
component of the project. The accounting system will be in ac
cordance with the guidelines set by CIPL for managing these 
funds. This system is being set up under the Family Health 
Initiatives Project and will be monitored by the long-term ad
visor and through periodic visits by a short-term advisor in 
financial management. 

G. GSDR Logistical Support 

Timely, adequate GSDR logistical support is critical to 
this component. The GSDR will provide field transport, facil
ities for training, equipment and supplies, in conjunction with 
other health care programs, specifically Primary Health Care 
and MCH. Coordination of efforts will be needed to assure that 
the support is available when needed. 
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H. Implementation Schedule 

Major activities for the Project period are presented in 
Implementation Schedule which follows. The schedule for ex
pansion of Family Health Services to additional MCH Centers 
and hospitals is shown in TablelS.!.l. 
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~LE 15.1.1 PROPOSED MCH CENTERS AND HOSPITALS OFFeRING FAMILY HEALTH SERVICES 
By Region and by Year - 1982-1988 (PAGE 1/2) 

1982 1983 1984 l~ 

Benadir 

Northwest 

Lower Juba 

Togdheer 

Middle Shebel1i 

Lower Shebel1i 

Hospitals
2 

Centers 
12 

Hospitals
2 

2 

1 

1 

1 

Centers 

4 

1 

1 

2 

6 

Hospitals 

1 

Centers 

3 

1 

1 

1 

Hospitals Centers 

2 

Gedo 1 1 

Bakool 

Hiraan 

Ga 1 Goduud 

Mudug 

Nugaal 

Bari 

Saraag 

~tiddle Juba 

Bay 1 5 

1 

1 

2 

1 

1 

1 

-
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PROPOSED MCH CENTERS AND HOSPITALS OFFERING FAMILY HEALTH SERVICES 
By Region and by Year - 1982-1988 (PAGE 2) 

1986 1987 1988 

Benadir 
Hospitals Centers Hospitals Centers Hospitals Centers 

Northwest 

Lower Juba 1 

Togdheer 1 

Middle Shebelli 

Lower Shebelli 

Gedo 1 1 

Bakeel 1 1 1 

Hiraan 1 

Ga 1 Goduud 1 1 

Mudug 1 1 1 

Nugaal 1 

Bari 1 1 

Saraag 1 1 1 

~t i dd 1e Juba 1 1 

Bay 

4 9 2 7 

C Cente s 60 
Hospitals = 20 
i'i H r = 

54 60 I 
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IMPLEMENTATION SCHEDULE: 

CLINICAL FAMILY HEALTH SERVICES 

Month Description of Ac~ti.vity Institution 
Responsible 

1 

3 

4 

5 

6 

8 

lot 

12 

Advisor works with FH/FP staff on 
defining overall management struc
ture of division and roles and re
sponsibilities of units and staff. 

Advisor from Center from Disease 
Control (CDC) reviews and revises 
commodity distribution system and 
service information system. 

Renovations on office space start. 

Financial Management Advisor reviews/ 
updates accounting procedures. Assists 
in preparation of 1985 budget and final 
accounts for 1984. 

Report on 1984 Activities prepared. 
CDC Advisor returns; trains staff. 

Long-term Training and Management 
Systems advisor arrives. Assists 
in preparing 1985 work plan. 

ST Advisor assists Benaadi~itratns 
physician trainers. 

ST Advisor assesses delivery system; 
makes recol'.lmcndations and assists in 
planning implementation of them. 

ST Training Advisor assists in plan
ning the set-up of MCH Model Clinicl 
Training site. 

Renovations on clinic start. Prepara
tion of clinical training program. 

USAID 
FH/FP Division 

USAID; CDC 
FH/FP Division 

USAID; MOH 

USAID; tol0H 

MOH 

USAID; Contractor' 
FH/FP Division 

Contractor; 
MOH 

Contractor; 
FH/FP Division 

Contractor; 
FH/FP Division 

USAID; MOH 



Implementation Schedule p.2 

Month Description of Activity Institution 
Responsible 

14 

I$"-Ir,. 

15 

16 

18 

21 

22 

26 

28 

30 

36 

38 

Curriculum/Materials dev.
 
Advisor assist in pre9arinq clinical
 
and T of T training program.
 

Equipment/materials for infer

tility, mini-laps and sexually
 
t ransmi t ted di seases arr i v(\. 
S'l'l\dvisor works with MOll to 
prepare protocols and set up 
service units. 

First clinical training program 
conducted. 

Training of Trainers for PHC. 

ST Advisor for TBA training assists 
in needs assessment and preparation 
of training program for TBA's and 
CHW's. 

FH/FP Div. assist in training TBA's 
and CHW's. 

FH/FP prepare module for use by PIIC 
in training TBA's and CHW's. 

Refresher t~aining programs in FH 
developed. 

Refresher training started. 

Planning for Pilot TBA program 
initiated with OR. 

Training plans for TBA/OR Program 
developed. ST Advisor assists. 

TBA pilot started. 

Contractor 
FH/FP Dlvision. 

Contractor; 
MOH 

FH/FP 
Div. 

FH/FP 
Div. 

Contractor; 
FH/FP Div. 

FH/FP Div. 
PHC. 

FH/FP Div. 

FH/F'P Div .. 

FH/FP Div. 

FH/FP Div., 
SFHCA OR Unit. 

FH/FP Div.; 
OR Unit of 
SFHCA. 

FH/FP 0iv.; 
OR Unit of 
SFHCA. 
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15.4.	 PROJECT IMPLEMENATION FOR THE OPERATIONS RESEARCH 
COMPONENT 

A. Management 

The primary implementing institution for the Operations Re
search Component will be the Somali Family Health Care Associ
ation (SFHCA), under the direction of the Executive Director of 
SFHCA. An Operations Reserach Unit in the SFHCA will be estab
lished in the third year of the project. This unit will consist 
of a Somali Research Associate with the support of a long-term 
advisor. This unit will be responsible for carrying out prin
cipal research activities (including the development of program 
monitoring systems) in close collaboration with counterparts 
from evaluative/management units within relevant service deliv
ery institutions including: Ministry of Health, Ministry of 
Education, and Somali Women's Democratic Organization. The unit 
will also collaborate and coordinate with long-term advisors 
and their operation units for the IEC and service delivery/ 
training components of the FHS project. Since many operations 
research activities will focus on these two service components, 
close working relationships among the Somali staff and the long
term advisors will facilitate identification of service deliv
ery problems and design of alternative service delivery approached 
and so contribute to the efficient and effective conduct of op
erations research wor!';.. 

The Operations Research Unit will utilize the development 
of proposals for each of the OR activities as one management 
tool: as a detailed plan and commitment for the study by/with 
the participating agency(ies) and as a means of monitoring its 
implementation. Different requirements must be met for each of 
the three types of OR activities: 1) establishing an ongoing 
system of program monitorinqi 2) testing alternative approaches 
to service deliverYi and 3) identifying problem situations iso
lating the problem source, and program guidance to alleviate 
the problem. Proposals for monitoring systems should describe 
current monitoring system operations and their associated prob
lems, review alternative approaches which have been successfully 
implemented in other similar contexts, and propose a new moni
toring design. The new design should include a detailed plan 
for implementation and a means for evaluating the relative ef
ficiency and effectiveness of the new design. 

Proposals for testing alternative approaGhes to service 
delivery should describe current delivery operations, review 
alternative approaches which have been shown to be practical in 
other similar contexts, and propose an experimental methodology 
for comparing the alternative approaches. The discussion of 
methodology should include a detailed plan for research imple
mentation and the quantitative/qualitative methods employed in 
comparing alternative approaches. 
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Proposals for research on operational problems should des
cribe the problem situation (i.e., the discrepancy between ac
tual and expected program performance), isolate a research 
question, discuss alternative explanation, review findings of 
past resear~h on similar problems, and propose a research ac
tivity which will identify the problem's source. The discus
sion of the research activity should detail the plan for re
search implementation, describe the quantitative/qualitative 
methods employed in the research, and suggest how research 
results will contribute to the design of more effective pro
gram operations. 

In reviewing operations research proposals, OR Technical 
Group should be certain that the proposal is comprehensive in 
these respects. Important considerations in the development 
of proposals and in their review are the following points: 

1) The timeliness of the problem: 
ist and will it likely persist? 

Does it currently ex

2) The breadth of 
segment of the 

the problem: 
population? 

Does it affect a large 

3) The depth of the problem: 
research undertaking? 

Does it warrant a major 

4) The approach 
sign address 

to the problem: 
the problem and 

Does the research de
its potential sources? 

5) The solvability of the problem: Will the research 
likely uncover problem sources and aid in guiding 
program implementation? 

The lead institution for the Second Family Health Survey 
is the Ministry of Health (MOH) under the direction of the 
Director General of MOH. The MOH will receive survey design 
and data production support from the Ministry of Planning's 
Central Statistics Department (CSD). The Survey activity will 
be carried out in collaboration with the contractor (to be de
termined) for the AID centrally-funded Demographic and Family 
Health Surveys project. 

The lead institution for the contraceptive social marketing 
program is the Somali Family Health Care Association, which 
will monitor, through its OR Unit the CSM Unit. The CSM Unit 
will have an organizational structure as presented in Table 
The Director will be responsible for building a marketing and 
management team that can meet the program's objectives and 
manage the diverse set of activities required to implement the 
program. He/she will also be responsible for on-going cont .c~s 

with the Advisory Board, and liaison with all family health
related institutions. 
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B. Technical Assistance 

The long-term operations research advisor will serve advis
ory, coordinating, and supervisory functions. As an advisor, 
the individual will assist the Somali Research Associate to 
d8velop evaluative and operations research proposals which will 
be reviewed by OR Technical Group for approval. The advisor 
will collaborate and coordinate wjth counterpart evaluative/ 
management units within relevant service delivery institutions 
in developing proposals and in implementing operations research 
activities. The Research Associate with the Advisor will 
supervise all approved operations research activities. 

In addition to ongoing, small-scale activities, the OR 
Unit will initiate, coordinate, and supervise larger-scale op
erations resear~h projects. The advisor will assist in the 
design of up to three of these projects for which short-term 
technical assistance will be available. The timing and work
scope for short-term technical assistance will be developed 
by the advisor and Research Associate. These projects might 
focus on operations of lEC, service delivery, and social mar
keting programs. Again, the design for these larger-scale pro
jects will be developed in collaboration with relevant service 
delivery institutions. The design will be presented in proposal 
form to the OR Technical Group for formal approval. 

Short-term technical assistance in this component will serve 
advisory functions. This includes the short-term consultants 
for the three operations research projects and for the Second 
Family Health Survey. The long-term technical advisor and short
term consultants for operations research work and the social 
marketing program will be provided through the FHS contract. 
Short-term consultants for the Second Family Health Survey will 
be provided by the contractor for the Demographic and Family 
Health Surveys Project through a Mission add-on to that contract. 

C. Training 

Study tours are planned for the counterpart staff who will 
work with this component. One study tour will serve to orient 
the Resear0h Associate to the various OR activities being under
taken in similar programs in Asia and Africa. Other study 
tours will orient the CSM staff to similar activities and their 
management in Sri Lanka, Bangladesh, and Egypt. 

One short-term, in-country training activitj ~n Operations 
Research and several training programs on family health/contra
ceptive marketing for the CSM staff are planned under this com
ponent of the FHS Project. Training in operations research 
methods and applications to family health programs will be pro
vided by the FHS contractor to evaluative/management units of 
the relevant service delivery institutions, including: Ministry 
of Health, Ministry of Education, Somali Women's Democratic 
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Organization, and Somali Family Health Care Association. 
Trainees will be identified by the long-term operations re
search advisor in consultation with leaders of participating 
institutions. The CSM staff will be trained by the technical 
advisor and other local experts. 

D. Procurement of Commodities 

Commodities to be procured for this component include con
traceptives (these are specified under Component 3), vehicles, 
office equipment, and raw materials for packaging and ~LUffiO
tional materials. Training materials incidental to the opera
tions research training seminar will be provided by the FHS 
contractor. 

E. Disbursement of Funds 

Primary responsibility for disbursing funds for local costs 
in component activities rests with the Somali Family Health 
Care Association. The Secretary General of SFHCA will identify 
an accounting unit/person who will establish a system of finan
cial accounting compatible with CIPL disbursement procedures. 
The CSM Unit will manage its own accounts. 

F. GSDR Logistical Support 

Little logistical support will be required for technical 
assistance and training activities provided under this compon
ent. SFHCA will provide classroom and supplies for the opera
tions research training seminar. For the second Family Health 
Survey, MOH will provide guides and interviewers. 

G. Implementation Schedule 

The implementation schedules for component activities to 
take place in the 60 months of the PHS project, the Operations 
Research Activities, Lhe activities related to the Second ,Family Health Survey, and to the Social Marketing Program follow: 



Month 

14 

15 

Jl 16 

17 

• 
18-19 

20 

21 

24-25
 

30
 

31
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Contraceptive Social Marketing 

Event 

CSM Advisor arrives. Assists to set up 
CSM Unit~ hire Director, Marketing Man
ager and Office and Finance Manager 

Activate Advisory Board~ prepare marketing 
plan. Plan for testing of prices, brand 
names, packaging designs. 

Conduct tests. 

Decide on brand name and packaging (Advisor 
leaves) 

Produce packaging and promotional materials 

Set up packing system. Recruit field staff. 
Advisor returns. Start packing of contra
ceptives. Train field staff. 

Launch sales in all urban areas simultane
ously. Advisor leaves. 

Study tours for CSM staff. 

Advisor returns. Evaluation of CSM per
formance 

Advisor leaves. 

Provided By 

Contractor 

Advisor/ 
CSM Unit 

CSM Unit/ 
Advisor 

CSM Unit/ 
Advisory 
Board 

CSM Unit 
(overseas,) 

CSM Unit 
Contractor 
CSM Unit 

CSM Unit 
Advisor 

Contractor 

OR Unit/ 
Contractor 



Month 

25 

27 

28 

32 

35 

38 

41 

44 

47 
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Operations Research Activities 
(except Family Health Survey) 

Event 

Long-term advisor arrival: 24-month 
assignment (Operations Research 
Specialist) 

Counterpart associate hired: 34-month 
position 

Operations research training: 3-week 
TOY (2 Operations Research Specialists) 

Operations research support, Project 1: 
4-week TDY (Operations Research 
Specialist) 

Operations research support, Project 1: 
4-week TOY (Operations Research 
Specialist) 

Operations research support, Project 2: 
4-week TDY (Operations Research 
Specialist) 

Operations research support, Project 2: 
4-week TDY (Operations Research 
Specialist) 

Operations research support, Project 3: 
4-week TDY (Operations Research 
Specialist) 

Operations research support, Project 4: 
4-week TOY (Operations Research 
Specialist) 

Provided By 

FHS contractor 

SFHCA 

FHS contractor 

FHS contractor 

FHS contractor 

FHS contractor 

FHS contractor 

FHS contractor 

FHS contractor 

l 
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FHS Survey 

-

Month 

33 

.. 35 

37 

38 

41 

43 

Event 

Survey design support: 2-week 
TDY (Project Monitor) 

Questionnaire design support: 
4-week TDY (Focus Group Expert) 
2-week TDY (Project Monitor) 

Sampling design support: 
3-week TDY (Sampling Statistician) 

Pretest Suppurt: 3-week TDY 
(Project Monitor) 

Interviewer training and field
work inspection: 4-week TOY 
(Project Monitor) 

Questionnaire coding and editing 
support: 2-week TDY (Project 
Monitor) 

Computer editing support:• 
3-week TDY (Data Processor) 

Data analysis support: 3-week 
TDY (Project Monitor) 

Provided By 

DFHS contractor 

DFHS contractor 

DFHS contractor 

DFHS contractor 

DFHS contractor 

DFHS contractor 

DFHS contractor 

DFHS contractor 
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1ACTIVITIES 

COMPONENT II 

l.	 IEC Ba~eline report 
-	 preparation and conduct
 

of three surveys
 I-	 report 

2.	 Strate3Y and Annual Workplans 
- develop overall strategy I 
- prepare annual workplans 

3.	 Establish IEC Unit and 
Resource Center 

- setup structure
 
- rect:uit staff
 
- organize activities
 

4.	 Training of IEC staff and 
family health personnel 

- overseas
 
- in-country
 

5.	 Curriculum and classroom 
materials 

- prepare overall design 
- prepare materials/train 

teachers 

6.	 Implementation of IEC Programs 

-	 prepare mater~al~ 

-	 conduct programs 

Other: 

Mid-term evaluation 
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ACTIVITIES 

COMPONENT III 

l.	 Upgrading and expansion 
of training 

- overseas training 
- local training 

2.	 Preparation and establish
ment of a Training Site 

- renovation 
- Program development 
- imp~ementation 

3.	 Establishment of Special 
Family Health Services 

- Training of staff 
- commodities procured 
- organiz.,of services 

and preparation of protocols 

I 

Year-l Year-2 Year-3 Year-4 Year-5 

FY85 'YBb FYB/ FY88 FY89 
2 3 4 1 2 3 4 1 2 3 4 1 2 3 4 1 2 3 4 
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4.	 Development of Facilities 
and Management Systems 

.....
- warehouse upgrading
 
- logistics and service
 

statistics systems
 
- financial accounting
 
- medical review
 
- supervision system
 

- renovation of offices 

5.	 Expansion of family health 
services 

- MCH
 
- ?rimary Health Care
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COMPONENT IV 

l.	 Operations research unit 
establ ished 

L.-. - prepare plan 
L-- recruit staff 

- organize work 

2.	 Training in operations 
research 

L..... - pl an program 
'- - select participants
 

- impl ement
 

3.	 Focused studies of 
program operations 
- identify topic area 
- prepare proposals 
- implement study 

4.	 Family Health Survey 
(2nd) 

5.	 lEC and Service Delivery
Monitoring 

- plan systems
 
- impl ement
 

6.	 Contraceptive Social 
Marketing 

- develop unit
 
- prepare plans
 
- package
 
- start/continue sales
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OVERALL PROJECT 
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- ProAg signed I 
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to select contractor implemented 
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•	 Logistics support of 
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, 
i 

I 

FY85
1 2 3 

~

" 
~

~~• Assist SFrlCA in office move 
! 

• PIO/C's for initial batch ~.I iof commoditie; prepared.
 
(See Procurement list for thOSE
 Ito be ordered first.) 

I
I 

L....J '--

CIPL budgets
• Assist in preparation of all 

I 
L	 I

• Contractc~ arrives in-country- I 
, IIassist in orie~tation .. ....I ......... - .. ... -Lia ...
 .. L...... ..,.	 Review Contractor plans and L....l1 

reports I 
'----I	 Preparations for 1st Eval. I 

i
! 

• Preparations for 2nd Eval. 
I 

I
I
I 
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Year-l 

FY85 
COMPONENT I 1 2 3 

• Prepare PIOIC for computer ~ 

• r-bnitor/arrange for maintenance 
of computer 

• Prepare PASA for BUCEN assistance 1---1 

• Monitor BUCEN Tech. Assistance 

• 1980 Population Sur~ey: 
Monitor DOD 
Prepare PIOIT for completion L-. 

by DOD 

• 1982 Settlement Survey: 
r~onitor INPLAN 
Prepare PIOIT for completion 
by INPLAN 

• Demographic Study #1 
Selec topic; prepare PIOIT for TA "--

Monitor technical assistance 

• Demographic Study #2 
Select Study; prepare PIOIT 

for TA 

Monitor technical assistance 

• Population Conferences 
Arrange dates; prepare PIOIT 

for TA 

• Workshops on Data Use in Planning
Arrange dates; prepare PIOIT 

for TA 
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COMPONENT III 

•	 Assist in revision of management 
structure of FH/FP Division 

Prepare PIOIT for Tech. Asst. 

•	 Prepare PIO/T for tech. asst. 
to revise logistics and service 
information system 

Monitor TA 

•	 Assist in development of 
plans/budgets for 
renovations 

•	 Prepare PIO/T for financial 
management technical 
and workshop 

assistance 

Monitor TA 

• Monitor arrangements for 
training to be conducted under 
JHPIEGO and AVS 

•	 Prepare PIO/C's for procuring
contraceptives 

• Monitor	 &ctivities and 
expansion of services. 
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LONG-TERM INFORMATION, EDUCATION AND COMMUNICATIONS/ADVISOR 

SCOPE OF WORK 

A. Objectives. 

The long-term advisor will be responsible for accomplishing 
the following: 

o	 the establishment of an IEC Unit and Resource Center at
 
Somali Family Health Care Association
 

o	 the development of on-going management procedures for plan

ning, programming, monitoring, and evaluating the IEC ac

tivities cf the IEC Unit and the cooperating agencies
 

o	 upgrading of the design, pretesting, production and utili 

zation of IEC materials for family health and the develop

ment of innovative approaches conducive to greater accept

ance of family health in Somalia.
 

Insofar as the IEC Advisor is also the Chief of Party for the 
technical team in-country, he/she will also be responsible for the 
implementation of the other two components of the Project under 
the Contract: Clinical Family Health Services and Operations 
Research. 

B. Outputs Required. 

As Chief of Party, the IEC Advisor will be responsible for all 
plans and reports required of the Contractor; further, he/she will 
be responsible for assuring the timeliness and quality of all re
ports and related materials developed by long- and short-term 
technical advisors under the Contract. 

For the IEC Component, the Advisor will be responsible for: 
completion of an Ov(~rall Strategy for IEC for Family Health in 
Somalia; preparation of Annual Workplans which encompass the ob
jectives and activities of each cooperating agency as well as the • 
joint activities; submission of Quarterly Reports on the progress 
and problems in the implementation of activities planned; all pro
ducts (materials) to be developed for utilization in IEC activlties: 
posters, pamphlets, radio programs, training manuals, guidelines 
on use nr materials, and slide sets; ann reports on the findings 
of evalLarions (unless undertaken as a part of Operations Research). 

C. Activities. 

As the Chief of Party, the Advisor will undertake the following 
activities to meet his/her obligations in that role: 

o	 conduct periodic staff meeting of the long-term adviso~s
 

and other contractor staff to plan and monitor contract
 
work;
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o	 brief and de-brief all short-term advisors who work under 
the contracts; 

o	 prepare annual workplans and qL.arterly reports to be sub
mitted to USAlD and GSDR; 

o	 Take action to resolve any problems which come up in the 
implementation of the Project and bring those of importance 
to the attention of the USAlD Project Monitor; 

o	 meet periodically with GSDR counterpart staff in the par
ticipatlng agencies (of the other two components); 

o	 supervise the office and contractor staff; 

o	 assist the Project Coordinating Committee in planning and 
conducting their quarterly meetings; 

o	 provide any other assistance which might be needed to co
ordinate and implement the activities of the participating 
agencies. 

As the Advisor to lEC, he/she will undertake these activities 
to achieve the desired objectives/outputs: 

o	 meet periodically with all of the participating agencies to 
ascertain progress and problems with their implementation 
of lEC activities; 

o	 on a daily basis, work with the staff of the lEC Unit of 
the SFHCA, in planning, programming, monitoring, and evalu
ating the lEC activities; 

o	 assist in the planning and implementation of all meetings 
of the lEC Technical Group; 

o	 assist ir. the preparation of the lEC annual workplan; 

o	 work with the staff in the participating agencies accord
ing to a schedule agreed upon and in accordance with the 
annual work plan; 

o	 plan and conduct training programs for the staff of the 
lEC Unit and implementing agencies; 

o	 assist in the planning for and preparation of all lEC 
materials; 

o	 provide guidance and, where necessary, training to the 
staff of the various implementing agencies in their prepar
ations for and implementation of their activities; 
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o	 draw up specificatons for IEC equipment and materials to 
be ordered under the contract; 

o	 develop plans for the distribution of the IEC equipment and 
materials prior to their arrival in-country, and assist 
in carrying out these plans; 

o	 develop plans for modest evaluations of the materials and 
programs carried out under the Project; 

o	 identify needs for short-term consultants, prepare scopes 
of work and assist in the recuritment of all short-term IEC 
consultants under the contract; 

o	 with the Somali counterparts, identify appropriate candi
dates, specify their training needs, and arrange for short
term training and study tours; 

o	 train or assist in identifying a person qualified to train 
the staff in the use of IEC equipment and its maintenance; 

o	 develop plans with the lEC Unit for the regular maintenance 
of the lEC equipment; 

o	 assist in preparation of procedures for the management of 
the IEC Resource Center; 

o	 review all lEC activities and materials with USAlD Project 
Monitor on at least a quarterly basis. 

The Advisor, as a counterpart to the Somali staff in lEC, 
will work a 6-day week. 

I 

D. Responsibility/Relationships 

As Chief of Party, the lEC Advisor will report directly to tIle 
USAlD Project Monitor. The Advisor will also report on a regular 
basis and work with the following staff/groups as counterparts: 
the Executive Director of the SFHCA, as head of the Secretariat 
of the Project Coordinating Committee (PCC); the SFHCA staff who 
work with the PCC; the Chairperson of the project Coordinating 
Committee; and the Committee as a whole. The Advisor will attend 
all meetings of the Project Coordinating Committee. He/she will 
supervise the Administrative Aide and other local-hire staff; he/ 
she will supervise all short-term advisors to the Project. 

The IEC Advisor, in his/her role with the IEC Unit, will work 
directly with the IEC Unit staff of the SFHCA; the director of the 
lEC Unit will serve as his/her chief counterpart. He/she will 
also collaborate with the lEC Technical Group and with the group's 
individual members in their capacities as heads of the lEC pro
grams of the participating institutions. He/she will directly 
supervise and monitor the work of all short-term consultants who 
work in lEC. 



- 173 -


E. Anticipated Problems or Constraints 

The lEC Unit of the SFHCA is a new institution initiated for 
the purposes of this project; as such, it will be forging its 
relationships with the participating agencies and establishing 
lines of communication and responsibilities. Most of the parti 
cipating agencies are new to the field of family health and have 
not previously worked closely together. While there are no 
known major personality conflicts, these may arise. The staff 
have presently limited skills in IEC, and some may have limited 
ability to communicate in English. Facilities for preparation 
and reproduction of materials are also very limited. 

F. Qualifications Required/Desired 

1. Required: 

Education: Master's Degree or equivalent in Communications, 
Health Education or a Social Science discipline. 

Experience: At least five years' experience in the devel
opment of IEC programs in family health or 
related field in at least two developing 
countries. 

Specific 
Skills Proven ability to work well with other people 

(counterparts and expatriates); ability to 
adapt easily to difficult living and working 
conditions; flexibility to adjust ways and 
means in order to meet selected objectives; 
ability to write clearly and speak using sim
ple English; ability to wrok well on his/her 
own. 

2. Desired: 

Erlucation:	 Doctoral level degree in Communications, Health 
Education, or related Social Science discipline. 

Experience:	 Experience in a Muslim soci~cy and Afri~~. 

Other	 Knowledge of Somali, ARabic and/or Italian; 
skills in operation and maintenance of IEC 
equipment. 
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ADMINISTRATIVE AIDE 

JOB DESCRIPTION 

Summary 

The Administrative Aide has a diverse set of responsibilities 
related to all aspects of the work of the contract. The AA will 
make all arrangements for the travel, per diem, and creature com
forts for short-term advisors coming to Somalia and for short
term and study tour participants going from Somalia to the U,.S. 
and third countries. The AA will prepare orders and monitor 
progress on the procurement of all commodities under the contract, 
including those for use by the counterpart agencies and the con
tractor; once received, the AA will inventory and distribute them 
as planned; for supplies and equipment under the control of the 
contractor, the AA will monitor maintenance needs and supplies 
so that reorders can be made in a timely manner. The AA will 
foster good relations with all counterpart agencies and USAID so 
as to keep informed and to keep them informed of pertinent events. 
The AA will be responsible for sUbmitting all routine reports to 
GSDR and USAID in a timely manner; he/she will also be responsible 
for maintaining communications with the U.S.-based office of the 
contracting agency. 

Th~ Administrative Aide will report to the Information, Edu
cation, and Communications Advisor, the Chief of Party. 

Specific Duties 

The specific duties of the AA are these: 

Short-Term Consultants: Keep track of travel schedules 

Arrange for lodging and other 
creature comforts 

Arrange travel, internal and ex
ternal 

Distribute per diem 

Short-Term Training
 
and Study Tours Monitor schedules
 

Make travel arrangements 

Arrange for per diem and other 
payments 

Manage any correspondence and/or 
telecommunications required 
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Request and file reports when they 
return from training 

Commodity Procurement Identify needs for supplies and 
equipment 

Prepare orders and submit 

Complete all needed paperwork 

Monitor progress in filling and 
shipping orders 

On arrival, arrange for liberation 
from port and any needed storage 

Distribute to agencies or offices 

For contractors goods, monitor 
maintenance of vehicles and other 
hardware, paper and other office 
supplies. 

Reporting and Paperwork: Prepare drafts of all routine re
ports for review by team leader, 
in a timely manner 

Direct incoming correspondence to 
appropriate persons and manage re
sponses as appropriate 

The administrative aide will meet periodically and undertake 
other activities to foster good relations with the counterpart 
agencies. 

Supervision:	 will supervise the secretary and 
other support staff 
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SECI'ION 16	 AmlRX 8 

LONG-TERM TRAINING AND MANAGEMENT SYSTEMS ADVISOR 

SCOPE OF WORK 

A.	 Objectives 

The long-term advisor will be responsible for accomplishing 
the following: 

o	 the development and implementation of management systems/ 
procedures for: financial management~ logistics (com
modities management)~ service statistics~ planning/sched
uling/budgeting/monitoring~medical review and quality 
control~ vehicle use~ personnel management and supervision. 

o	 upgrading of the family health training staff (unit) within 
the Family Health/Family Planning Division and the expan
sion and upgrading of the programs and materials produced 

o	 the delivery of effective, high quality family health 
services. 

B.	 Outputs Required 

The Advisor will be responsible for: preparation of annual 
workplans which include the objectives and activities of the FH/ 
FP Djvision and cooperating medical institutions (e.g. Benaadir 
Hospital)~ submission of Quarterly Reports on the progress and 
problems in the implementation of activities planned~ all products 
developed for the implementation of the management systems men
tioned under II Obj ectives II above, i. e. formats and descriptions of 
procedures to be followed~ plans for training programs, curricula 
and training materials, and evaluation forms (competency-based 
tests and other assessment tools)~ reports on the findings of 
evaluations (unless undertaken as a part of Operations Research)~ 

and status reports for all participant training conducted under 
this Component. 

C.	 Ac t i v i tie s 

The Advisor will undertake these activities to achieve the 
desired objectives/outputs: 

o	 work with the staff of the FH/FP Division and related im
plementing agencies/divisions in the MJnistry of Heal_h 
to develop an Annual workplan for family health services~ 

o	 work with the Director and Deputy Director to assess and 
fine-tune the organizational structure and job descrip
tions of the Division~ 

o	 work with the appropriate staff to monitor the personnel 
and supervision system, identify any problems, and imple
ment solutions~ 
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o	 work with the appropriate staff to plan and implement the 
medical review and quality control procedures; 

o	 work with the appropriate staff to monitor the logistics 
and service statistics systems, identify any problems, 
and implement solutions; 

o	 work with the appropriate staft to monitor the financial 
management system, identify any problems and implement 
solutions; 

o	 work with the appropriate staff to implement a system for 
managing vehicle use; 

o	 work with the appropriate staff to plan and implement a 
system for planning/scheduling/budgeting and monitoring; 

o	 work with the staff of the Training Unit to plan and 
schedule training programs; 

o	 review all training materials and training designs and 
work with the Training Unit staff to make any revisions 
required to upgrade them; 

o	 assess the delivery of family health services (field trips) 
on a regular basis and recommend corrective action; 

o	 with Somali counterparts, identify training needs for 
staff recommend U.S. or third-country training programs, 
and arrange for their training; 

o	 identify technical assistance requirements, prepare scopes 
of work, and identify most suitable candidates to provide 
the assistance; 

o	 plan and conduct training programs for family health 
and other staff as needed to increase their management 
and other skills; 

o	 draw up specifications, as needed for clinical equipment 
and materials to be ordered under the contract; 

o	 develop plans for the distribution of the equipment prior 
to its arrival in-country, and assist in carrying out 
these plans; 

o	 coordillat0 all non-contract inputs to the clinical areas, 
e.g. from JHPIEGO and AVS; 

o	 review all clinical family health services activities and 
materials with the USAID Project Monitor on at least a 
quarterly basis. 
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The Advisor, as a counterpart to the Somali staff in Clin
ical Family Health Services, will work a 6-day week. 

D. Responsibility/Relationships 

The Training and Management Systems Advisor will report di
rectly to the Chief of Party on the Contract, the long-term lEC 
Advisor. The Director of the Family Health/Family Planning 
Division of the Ministry of Health will be his/her chief counter
part; however, the advisor will also work closely with the Central 
Office and Regional staff who have responsibility for managing 
the various functions of the program and implementing family 
health services. He/she will directly supervise and monitor the 
work of all short-term consultants who work with the clinical 
famjly health services. 

E. Anticipated Problems or Constraints 

The Family Heal~h/Family Planning Division was established in 
1981 and has grown quickly in the last three years. Various 
problems have reduced the effectiveness and the fflciency of 
operations of the Division. Among these are limited vehicles, 
communications among the other health service divisions, inadequate 
office space, and lack of skills in basic management procedures 
for logistics, finances, filing, and the like. 

F. Qualifications Required/Desired 

1. Required: 

Education:	 Master's Degree in Health or population Field or 
some related Mandgement area. Complementary 
training in nealth/family planning or management. 

Experience:	 At least three years of work in developing coun
tries in the development of training programs 
and trainers geared to competency-based training, 
and management capabilities in family health 
(family planning) programs. On-site, on-the-job 
training of counterpart staff in training and 
management skills. 

Specific, Proven ability to work well with other people 
Other (co~nterparts and expatriates); ability to adapt 
Skills easily to difficult working and living conditions; 

flexibility to adjust ways and means in order to 
meet selected objectives; ability to write clearly 
speak using simple English; ability to write 
documents and procedural m~nuals; ability to work 
well on his/her own. 

2. Desired: 
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Education:	 Doctoral level degree in Health/Population, 
Management Sciences or Adult Education; M.D. 
R.N. degree ** 

Experience:	 Two or more years working in African and/or 
Muslim countries; development of. management 
and training systems for family health pro
grams just being started and expanding fairly 
rapidly; development of family health programs 
delivered through government health services. 

Other	 Knowledge of Somali, Arabic, and/or Italian. 

**	 MedicaL knowledge/skills highly desirable; however, not criti 
cal if short-term technical assistance used to provide needed 
inputs. 
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LONG-TERM OPERATIONS RESEARCH ADVISOR 

SCOPE OF WORK 

A. Objectives 

The long-term advisor will be responsible for accomplishing 
the following: 

o	 the establishment of an Operations Research (OR) Unit 
at the Somali Family Health Care Association 

o	 the development of standard procedures for initiating, 
developing, planning, implementing and reporting opera
tions research studies 

o	 development/installation of monitoring and evaluation 
systems for clinical family health services and IEC. 

B. Outputs Required 

The Advisor will be responsible for: the development of 
annual work plans for OR which will include the objectives and 
activities of each cooperating agency; submission of quarterly 
reports on the progress and problems encountered in the imple
mentation of the activities planned; finalization of proposals 
for at least three large-scale studies and up to six small
scale studies; completion of the reports on the three large
scale studies and up to six small-scale studies; preparation 
ot plans and related formats for the IEC and Clinical Family 
Health Services monitoring systems; preparation of the imple
mentation plans and final report for the second Family Health 
Survey; plans for and report on training programs conducted on 
operations research. 

C. Activities 

The Advisor, as a counterpart to Somali staff in OR, will 
work a six-day week. He/she will undertake these activities 
to achieve the desired objectives/outputs: 

o	 develop cooperative relationships with the management 
and evaluation staff of each of the participating 
agencies; 

o	 conduct meetings with t~le OR Technical Group to lay 
out policy guidelines relating to OR activities and 
evaluation systems, prepare annual work plans, review 
progress and discuss problems and their solutions; 

o	 on a daily basis, work with the staff of the OR Unit 
ln planning, programming, monitoring, and evaluating 
OR activities; 



- 181 

o	 assist in the design and preparation of plans for all 
OR studies; 

o	 monitor the implementation of the OR studies; 

o	 analyze data and prepare reports from the OR studies; 

o	 assist the managers and other program staff to identify 
actions indicated by the results of the studies and to 
plan for their implementation; 

o	 identify training needs and prepare and conduct train
ing workshops on operations research; 

o	 work with staff in the participating agencies according 
to the schedule agreed upon and in accordance with the 
annual work plan; 

o	 review proposals for operations research studies and 
make recommendations about their implementation; 

o	 prepare monitoring systems for the lEC and Clinic31 
Family Health Services components; 

o	 identify needs for short-term consultants, prepare scopes 
of work, and assist in the recruitment of all short-term 
consultants for OR under the contract; 

o	 arrange for the study tour of the Somali OR counterpart; 

o	 review all OR activities and materials with the USAlD 
Project Monitor on at least a quarterly basis. 

D. Responsibility/Relationships 

The advisor will report directly to the Chief of Party on 
the Contract, the long-term lEC Advisor. The Research Associ
ate of the Operations Research Unit of the SFHCA will be his/ 
her chief counterpart; the advisor will also collaborate with 
the OR Technical Group and with the group's individual members 
in their capacities as head of the evaluation/management units 
of the participating institutions. He/she will directly super
vise and monitor the work of all short-term consultants who 
work with OR. 

E. Anticipated Problems or Constraints 

The OR Unit of the SFHCA is a new institution initiated for 
the purposes of this project; as such, relationships will have 
to be developed and lines of communication established with 
the institutions involved. The preceding experience with the 
lEC Unit will be helpful to the OR Unit in identifying success
ful and unsucessful approaches. 
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Operations Researcl and on-going monitoring and evaluation 
systems are new, particularly in the field of health and family 
health. The need and utility of these skills and activities 
will have to be demonstrated and the managers shown its value 
to their programs. Staff available and particularly staff with 
the desired skills are very limited. 

F. Qualifications Required/Desired 

1. Required 

Education:	 Master's Degree in Social Science o~ 

Health field; training in quantitative 
research methods. 

Experience:	 At least three years of work in developing 
countries in operations research, program 
evaluation, and program design; at least 
three years work with family planning and 
health programs. 

Specific	 Proven ability to work well with other 
Other	 people (counterparts and expatriates); 
Skills:	 ability to adapt easily to difficult liv

ing and working conditions; flexibility 
to adjust ways and means in order to meet 
selected objectives; ability to write 
clearly and speak using simple English; 
ability to work well on his/her own. 

2. Desired 

Education:	 Doctoral level degree in Social or Health 
Statistics Sciences, or related discipline 

Experience:	 Two or more years working in African and/ 
or Muslim country. 

Other:	 Knowledge of Somali, Arabic, and/or Italian. 
Skills in data processing, programming and 
computer use. 
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CURRICULUM DEVELOPMENT ADVISOR (SHORT-TERM) 

SCOPE OF WORK 

(The short-term advisor will come to Somalia for four six-month 
assignments during the life of the Project.) 

A.	 Objectives 

The Advisor will be responsible for accomplishing the fol
lowing: 

o	 the development of curriculum outline for the teaching 
of family health and related health topics for Grades 
1-12 

o	 the development of teaching materiels for each grade 
level in family health and related health topics (ma
terials i~clude student texts, teacher guides, AV kits, 
and supplewentary materials). 

o	 the preparation of materials for training the teachers 
responsible for teaching of family health in the schools 

o	 implementation of a pre-test for the materials prepared 
in selected regions of Somalia 

B.	 Outputs Required 

The Advisor will be responsible for the following: the pre
paration of a work plan at the beginning of each visit to Somalia 
(which is reviewed and agreed on by the CDC and contractor); 
submission of monthly reports on progress arld problems encoun
tered in implementing of planned activities; an overall outline 
(syllabus) of health education for all grades 1-12 in family 
health; materials for students and teachers; pre-test plan for 
the materials; reports on the pre-test r~sults and recommenda
tions for revision of the syllabus and materials. 

C.	 Activities 

The Advisor, as a counterpart to Somali staff at the Cur
riculum Development Center will work n six-day week. 

He/she will undertake these activities to achieve the desired 
objectives/outputs: 

o	 assist in the formation of a health education curriculum 
unit within the Curriculum Development Center; 

o	 conduct a needs assessment for content/skills to be 
included in the curriculu~ for grades 1-12 (apsessment 
should include study of the physical and other constraints 
encountered in the schools); 
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o	 develop an overall strategy for the preparation of the 
curriculum and component materials and an overall work 
plan for the preparation of materials, testing, and 
revision; 

o	 provide orientation/training to the staff in the areas 
of family health and health topic-s; 

o	 arrange for needed inputs from Ministry of Health and 
other resources regarding family health and other 
health topics; 

o	 identify resources (materials) :eeds, and order; 

o	 draft detailed syllabus and materials for each grade; 

o	 review drafts periodically with CDC director and other 
officials within the Ministry of Education; 

o	 develop and maintain contacts with others engaged in 
health education (Somali and expatriate) formal and in
formal) ; 

o	 assist in organizing and conducting training of teachers 
in health education and use of prepared materials; 

o	 generally advise the Ministry on matters dealing with 
health education; 

o	 report on a monthly basis to the Chief of Party of the 
contractors. 

D.	 Responsibility/Relationships 

The Curriculum Development Advisor will report directly to 
the long-term lEe Advisor as this activity comes under the IEC 
Component. On a day-to-day basis the Advisor will work with 
the health education curriculum unit within CDC; however, a key 
counterpart will be the Director of the CDC, who will need to 
review all plans and products. 

E.	 Anticipated Prob;lems/Constraints 

The Curriculum Development Center is just moving to new 
space and embarking on a Curriculum Reform Project with the am
bitious objectives of introducing a new curriculum in the pri 
mary and secondary schools anG preparing new sets of materials 
for each subject i~ each grade. It can be anticipated that 
there will be delays and problems associaLed with such an under
taking. Physical facilities for duplicating and preparing ma
terials are being upgraded, but still have limitations. 
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'F. Qualifications Required/DEsired 

1.	 Required 

Education: 

Experience: 

Specific 
Skills: 

2.	 Desired 

Education: 

Experience: 

Specific 
Skills: 

Master's Degree in Education, Health or 
related field. 

At least three years in the development 
of syllabi and materials for formal, pri 
mary and/or secondary shcools in health 
education; at least two years working in 
developing countries on similar or related 
project; conduct of at least three formal 
tests of materials for the formal educatjon 
setting. 

Proven ability to work with other people 
(counterparts and expatriates); ability to 
adapt easily to difficult living and work
ing conditions; flexibility to adjust ways 
and means in order to meet selected objec
tives; ability to write clearly and speak 
simple English; ability to work well on 
his/her own, skills in design/format of 
materials; skills in development of learn
ing activities for children. 

Doctoral degree in Education, Health or 
related field. 

Living and working in African and/or Muslim 
country; work with health education in 
rural and urban developing country setting. 

Knowledge of Somali, Arabic and/or Italian. 
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o	 assists the Somali counterpart managers to activate the
 
Advisory Board for the CSM program;
 

o	 assists the Somali counterpart managers in planning for the 
testing of prices, bran~ names, packaging designs, etc. 

o	 assists in the implementation of the tests; 

o	 assists in the analysis of the test results and the prepa
ration of recommendations/plans to be reviewed by the Ad
visory Board; 

o	 a~sists in the planning of the production of the packaging 
materials; 

o	 assists in the arrangement for pu~chase of the materials
 
needed for packaging and promotion;
 

o	 assists in planning for the packing of the contraceptives 
in Somalia; 

o	 assists in implementation of the packing system and helps 
to start; 

o	 updates plans for sales launch; 

o	 participates in sales launch in six urban areas simultaneously; 

o	 assists staff in assessing effectiveness of sales launch and 
identifying ways to improve activities; 

o	 works with staff to identify additional areas of need for 
research and assistance from the Advisor; 

o	 develops scopes of work and schedule for return visits; 

o	 prepares reports for each visit; 

o	 develops plans for study tours by CSM managers and monitors 
arrangements; 

o	 debriefs managers on r~turn from study tour; 

o	 develops and maintail 3 relationship with others involved in 
similar ventures; 

o	 reports on a monthly basis and at the beginning and end of 
each visit to the Chief of Party of the contractor. 

D. Responsibility/Relationships 

The Contraceptive Social Marketing Advisor will report to the 
Chief of Party of the contractor, the long-term lEC Advisor. On 
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CONTRACEPTIVE SOCIAL MARKETING ADVISOR 
(SHORT-TERM) 

SCOPE OF WORK 

(The short-term advisor will come to Somalia for visits of 2-4 
months during ther four years of the Project.) 

A. Objectivs 

The advisor will be responsible for accomplishing the following: 

o	 establishment of a Contraceptive Social Marketing Unit 

o	 preparation o~ a CSM strategy and implementation plan 

o	 implementation of an effective CSM program 

o	 integration of the CSM program/unit into the Somali Family 
Health Care Association. 

B. Outputs Required 

The Contraceptive Social Marketing Advisor will be responsible 
for the planning and setting up of the unit and all of the activi
ties required for establishing an effective program, including 
small-scale studjes and other marketing research. The Advisor 
will produce: at the beginning of each trip, a trip workplan with 
objectives, schedule, and planned outputs; at the end of each trip, 
a trip report specifying the outputs and outcomes of the trip, 
problems encountered, and future plans; for each small-~cale study, 
a study design and report of the results; a strategy and imple
mentation plan for the overall program; on~e implemented, annual 
reports on sales, projections, and discussion of problems and means 
to overcome them; and plans for the operation of the unit under 
the SFHCA. 

C. Activities 

The Advisor will undertake the following activities in order 
to achieve the outputs/objectives: 

a	 meet with Somali counterpart individuals and oragnizations 
to come to agreement on the form and structure for the 
Social Marketing Unit and program; 

o	 develop the terms of reference, job descriptions, and quali 
ficiations for the positions in the Unit; 

o	 assist in the recruitment and selection of the managers for 
the Unit; 

o	 with the counterpart managers of the Unit, develop an over
all strategy and workplan for the implementation of CSM; 
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a day-to-day basis the Admisor will work with the Contraceptive 
Social Marketing Unit under the Somali Family Health Care Associ
ation; therefore, a key counterpart will be the Executive Director 
of the SFHCA; other key counterparts will include the members of 
the Advisory Board. 

E. Anticipated Problems/Constraints 

The SFHCA is a new, untested organization. Therefore, the CSM 
Unit and the Advisor must be prepared to function somewhat inde
pendently, without relying on logistic and other support from the 
SFHCA. The concept of social marketing is also new in Somalia; 
as such, there may be some resistance to its activities. Promo
tion and advertisements must be developed with this constraint 
in mind. 

F. Qualifications Required/Desired 

1. Required 

Education:	 Master's Degree in Business, Marketing or 
related discipline. 

Experience:	 At least three years in the development and 
management of small busin~ss enterprises 
geared to marketing goods; at least three 
years in developing countries in similar or 
related projects; conduct of at least five 
tests of the type required for marketing 
contraceptives. 

Specific	 Proven ability to work with other people 
Skills:	 (counterparts and expatriates); ability to 

adapt easily to difficult living and working 
conditions; flexibility to adjust ways and 
means in order to meet selected objectives; 
skills in creative marketing; sensitivity to 
to the cultural mores of urban/rural soci
eties; ability to write clearly and speak 
simple English; ability to wrok well on his/ 
her own. 

2. Desired 

Education:	 Doctoral level degree in Business, Marketing 
or related field. 

Experience:	 Living and working in African and/or Muslim 
country; work with contraceptive social mar
keting program in rural and urban developing 
country setting. 

Specific Knowledge of Somali, Arabic and/or Italian. 
Skills: 
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SPECIALIST IN THE DEVELOPMENT AND IMPLEMENTATION
 
OF PROJECT COORDINATION MECHANISMS
 

SCOPE OF WORK
 

A.	 Objectives 

By the end of the first consultation, the consultant will 
have accomplished the following: 

o	 preparation of job descriptions of all project staff 
related to overall project management and coordination; 

o	 set of guidelines, terms of reference, and specific 
structure and responsibilities of individual members 
of the Project Coordination Committee; 

o	 set of guidelines for the periodic reporting, monitor
ing and planning for the project as a whole; 

o	 identification of the follow-up technical assistance 
needs of the SFHCA staff in relation to their responsi
bilities in the coordination of the project; 

o	 increased knowledge on the part of the SFHCA and the 
PCC of their responsibilities in the Project. 

The Objectives of subsequent visits of the advisor will be 
set at the end of each visit. 

B.	 Activities 

In order to achieve the objectives, the consultants will do 
the following: 

o	 review all project-related documents and interview in
volved parties to gain an historical perspective on the 
purpose and needs for the coordinating body; 

o	 develop an overall framework adequate for the coordina
tion of the project; 

o	 identify the steps required in order to implement this 
framework and the timeframe within which they could be 
implemented; 

o	 defin~ the role and responsibilities of the Project 
Coordinating Committee and the staff of the SFHCA within 
this framework; 

o	 develop the terms of reference, guidelines, and responsi
bilities of individuals in the Proejct Coordinating 
Committee; 
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o	 pr~pare the job descriptions of all project staff as 
they relate to their coordinating roles; 

o	 meet with members of the PCC as needed to prepare for 
the first meeting; 

o	 make preparations for the first meeting of the PCC, e.g. 
develop agenda, duplicate any materials required, send 
out notices; 

o	 guide the conduct of the first meeting of the PCC; 

o	 assist in identifying actions to be taken as a result of 
deliberations at first PCC meeting; 

o	 assist in developing and documenting any other procedures 
needed as they relate to the overall framework for coordi
nation, specifically, reporting requirements and overall 
planning; 

o	 identify training and technical assistance needs of the 
staff with coordination responsibilities. 

C.	 Counterpart Relationships 

The Advisor will work wiht the Executive Director of the 
Somali Family Health Care Association as a counterpart. Other 
staff will serve as counterparts when so directed by the Execu
tive Director. 

D.	 ~iming 

The first consultation will require up to three months and 
will preferably be scheduled in the first three months of pro
ject start-up. Subsequent consultations are tentatively planned 
for two-month periods, twice each year. 

E.	 Anticipated ProblemslConstraints 

The Project consists of a diverse set of activities and in
volves more than eight Somali institutions. These institutions 
have not worked together before and many are not familiar with 
family health. There are no known conflicts among the members 
of the Project Coordinating Committee but these could arise. 
This is a new form of organization in this setting. The members 
of the coordinating committee and the members of the Secretariat 
are busy people, with many other demands on their time. Problems 
have been encountered in the past in getting them together. 

F.	 Qualifications RequiredlDesired 

1.	 Required: 



Education: 

Experience: 

Specific 
Skills 

2.	 Desired: 

Education: 

Experience: 

Other: 
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Bachelors Degree 

At least five years experience working with 
counterpart agencies in at least two other 
developing countries; at least two years 
organizing a new institution in a develop
ing country. 

Proven ability to work well with counterpart 
staff of a variety of managerial levels; 
proven ability to organize a desparate group 
of people and help them work together; abil 
ity to write and speak clearly. 

Masters level in Organization Development, 
Management, Health Administration or similar. 

At least three years of working with family 
health institutions; at least 2-3 years of 
work in Africa and lor other Moslem country. 

Ability to speak or communicate in Arabic, 
Italian and lor Somali. 



SECTION 17 - 1Y2 -	 ANNEX 9
 

17.1 UNIT: INFORMATION, EDUCATION AND COMMUNICATIONS (IEC) 

FUNCTION: 

The functions of the unit are to: 1) develop an overall strategy 
and integrated workplan for IEC activities related to family 
health; 2) take a leadership role in those activities to be con
ducted jointly by institutions involved with lEC; 3) manage IEC 
resources for family health; 4) monitor and keep informed of 
all IEC activities; and 5) to implement its own a~signed activi
ties. 

STAFFING: 

The unit will have a 3-4 staff: a Director who will ~e respon
sible for on-going coordination of all IEC-related institutions, 
managing the work of the unit, and directing specific, assigned 
activities; a Training Officer, who will be responsible for the 
development and implementation of the IEC training programs to 
be conducted for and by the IEC components of the participating 
institutions; the Resource Center Manager, who will be responsi
ble for the Resource Center and the design and production of all 
lEC materials developed by the lEC Unit or jointly by the insti 
tutions; an Audio-visual Technician, who will be responsible for 
the maintenance of the audio-visual equipment, making minor re
p~irs, and for training all staff in the proper use and mainten
ance of the equipment. The staff position descriptions will be 
developed at the beginning of the project period; as the work 
load of the Unit increases and the functions these staff will 
perform become necessary, they will be filled. 

OBJECTIVES: 

~he	 Objectives of the IEC Unit are: 

1.	 To facilitate the preparation of an overall IEC strategy and 
annual workplans for the participating agencies. 

2.	 To produce a newsletter on IEC activities on at least an an
nual basis. 

3.	 To maintain regular contacts with all participating agencies 
and to keep informed of and inform others of all IEC activi
ties. 

4.	 To gudie the preparation of all lEe materials. 

5.	 To facilitate and manage all joint training programs. 

SUPERVISION: 

The Unit will be located at the SFHCA and will be supervised by 
the SFHCA management, specifically the Executive Director. Plans 
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and reports of activities will be submitted to the Executive 
Director for approval and to the lEC Technical Group which will 
advise the Unit. The lEC Technical Group will be made up of 
representatives of all the participating agencies. 
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17.2 OPERATIONS RESEARCH UNIT 

FUNCTION: 

The function of the Unit is to improve the efficiency and effec
tiveness of family planning service programs by undertaking con
tinuous operations research testing work, initiating workable 
program monitoring systems, and designing and overseeing larger
scale operations research projects. 

STAFFING: 

The Unit will be assembled at the start of the third year of Pro
ject activities. A long-term Operations Research Advisor will 
assist in setting up the Unit. A secretary will be hired upon 
the arrival of the advisor. During the first two months of Unit 
activities, the advisor will draw up a work-scope and qualifica
tions summary for a Somali counterpart associate. The advisor 
will make a selection from among qualified candidates in con
sultation with SFHCA management. The Associate will direct the 
Unit and consult with the advisor on the various operations 
research activities~ he/she will receive on-the-job training 
in operations research procedures. 

OBJECTIVES: 

The objectives of the Unit are: 1) to conduct continuous testing 
of alternative approaches to service delivery and identify the 
most efficient and effective approaches~ 2) to establish and 
strengthen program monitoring systems which provide useful evalu
ative information~ 3) to undertake three special operations re
search which address important problems in service delivery work. 
The Unit will design and implement operations research activities 
in collaboration with evaluative/management units in relevant 
institutions. The Unit will advise program management of its 
research findings and suggest adjustments in program operations 
to increase efficiency and effectiveness. 

ADMINISTRATIVE SUPERVISION: 

The Unit will be located in the SFHCA and will be supervised by 
SFHCA management. Proposals will be prepared for all operations 
research activities and submitted to SFHCA management for appro
val. Final reports on major resear.ch activities will be submit
ted to SFHCA management for revie~ and distribution to partici
pating institutions. The Unit will prepare semi-annual reports 
on completed work to date and project future work and submit 
them to SFHCA management for review and distribution. 
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SEX::TION 18 ANNEX 10
 

ANALYSES OF THE FOREIGN EXQIANGE GRANT AND 
OBLIGATION SOlIDULE 

This Section contains the budget breakc1cMns for the foreign exchange 
grant given in S1.lITll1'Bry in Section 3.0. Details are given for the long-tenn 
technical assis tanee, short- tenn technical assis tanee, and selected ooJl11XXlity 
procurement. Further deta.:'lls on the col'Tll"Odities are avai lable in the Pro
curement Plan in Section 14.0. 
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TOTAL LT Tt; 

ADVISORS/ YEAR 

I.E.C. Advisor 

FY 84 FY 85 

148,749 

FY 86 

192,586 

FY 87 

188,215 

FY 88 

201,331 

FY 89 

68,388 

Training and Management 
Systems Advisor 

148,749 192,584 188,215 64,556 

Operations Research Advisor 

$330,278 

37,188 

$457,244 

215,492 

$629,120 

147,776 

$453,407 $68,388 
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SBO~TERM TEnINICAL ASSISTANCE-BUDGET BREAK-IXWNS 

COr-lP8NENT 1: FY 84 "Y 85--- FY 86 FY 87 FY 88 TOTAL 

Sample Design 
3 PH, 3 Trip 

15,468 16,390 17,433 49,301 

Census Design 
2~, 2 Trip 

15,468 16,390 31,858 

Quest Design 
1 P!1 

16,390 16,390 

D.A. Design 
2 PM 

16,390 17,433 33,833 

Cents-4 
3 PM 

TRG 38,246 38,246 

Cov. Stdy 
3 PM 

38,246 38,246 

POP 
2 

Survey 
MOS, 1 Trip 

32,780 32,780 

Settlement Svy. 
2 MO, 1 Trip 

32,780 32,780 

Demo. Survey 
2 MO, 2 Trip 

16,390 17,4~3 33,833 

Pop. Conference 
2 MO, 2 Trip 

17,443 19,870 37,313 

Data Use 
2 NO x 

Workshop 
2P=21 PM, 2T 

68,996 68,996 

$30,936 $147,510 $146,264 $68,996 $19,870 $413,576 

BUCEN 

BUCEN 

BUCEN 

BUCEN 

-\BUCEN 

.D 
""---.:' 

BUCEN '\, 

DDD/Wtg" 

INPLAN 

DDD/Wtg 

CENTRAL 

DDD/Wtgr 
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COMPONENT II FY 84 FY 85 FY 86 FY 87 FY 88 

Population Cor:un. 
3 ~~CS, 1 Trip 

Service 43,704 Cent. CONTR. Direct REIMB 43,704 

Curriculum Development 
24 MOS, (6 NOS pia) 

84,066 89,110 94,456 100,087 CONTR. 367,719 

I.E.C. 
3 MOS, 

I.E.C. 
2 MOS, 

Prod. Advisor 
1 Trip 

Eval. Advisor 
1 Trip 

43,704 

31,726 

CONTR. 

CONTR. 

43,704 

31,726 

\ 
-..l) 
00 

I.E.C. 
2 MOS, 

Comrn. Action 
1 Trip 

33,629 CONTR. 33,629. 

Coord Specialist 
10 PM , 1 Trip 

28,236 

$28,236 

29,930 

$201,404 

31,726 

$152,562 

33,629 

$161,714 

35,634 

$135,721 

DIR CONTR. 159,155 

$679,637 
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COMPONEN'i' III ?Y 84 FY 85 FY 86 FY 87 

Overal:" :·:::onagement 
1 !-IO, ITrip 

CDC Log Information 
4 1-105, 3Trip 

Financial Advisor 
3 MOS, 2Trip 

Physicians TOT 
2 1-IOS, ITrip 

Delivery Sys'::.ems 
Assessmen-::. 

2 1-103, ITrip 

Advisor IUD On-Site 
4 1-105, 2Tr~p 

Advisor on STD. VSC 
Intern Protocols 

2 MOS 

TBA TRG (Non-Lit) 
3 MOS 

15,468 

S15,468 

46,326 

29,930 

29,930 

29,930 

29,930 

$166,046 

(17,380) 

17,380 

31,726 

31,726 

31,726 

$129,938 

18,422 

$ 18,422 

Direct AID 

RSSA/PASA 

Direct AID 

Contractor 

Contractor 

Contractor 

COli tractor 

Contractor 

Contract 

Cont:.ract 

Direct REIMB $15,468 

Direc-::. REIMB 
Travel & Per Diem $63,701 

Direct. REIMB $47,310 

$29,930 

$29,930 

$61, 656 

S31, 726 

$50,148 

$329,876 

~ 

---S1 
; 
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SIT T:\ 

FY 84 FY 85 FY 86 FY 87 FY 88 FY 89 

2 OR Training 
2 ~~~o 5 , 2 Trips 30,936 536,845 CONTR 

3 TEe Research 
.3 \Ios. 2 Trips 38,246 +7305 545,551 CO:-:TR 

.:J Reasearch To Be 
3 \'os. 2 Trips 

DET 
19.123 19.123 +3652+5010 546,908 CONTR 

l - Social ~Iarketing~.) 

13 ~!os . 

r=HS Sup\-r /~10nt 
4 '';os, ~ Trips-

41,000 66,540 28,236 

28,236 

38,246 

28.236 

+2460,8224, 
5393,10,020 

+5393,7398 

5200,119 

569.263 

CONTR 

CENTR. CaNT. 

N 
~ 

Focus Group Exp. 
1 :'!onth, 2 Trips 15,468 +2954 518,422 " 
Sanpling Stat 
1 ~Ion t:h, 1 Trip 

15,408 +2954 518,422 

Data Processing 
1 ~lonth , 1 Trip 15,468 +4053 519,522 

E\-a l;,.:at ion 
4 ~ios , 2 Trips 56,470 +14,795 571,265 Mission Funded Plair 

541,000 66,540 175,713 157,543 526,317 
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Section 18. Funding for Short-tenn Training 

ColTp::mcnt 2. lEe SHOHT TERM TRAINING 

+ STUDY TOURS 

FY 

PY 

1985 

1985 

6 Persons @ 2 Month U.S. Training 
in Communications and Planning. 
(Cornell Univ.) 
6 Persons x $4,200 (1st WEEK) 

6 x 7 x 575 

1 Person (FROM CDC) to attend 
Formal Education 2 Months U.S. 
Program 
1 Person x $4,200 (1st WEEK) 

1 x 7 x 575 

$ 25,200 

24,150 

$ 4,200 

4,025 

49,350 

8,225 

FY 1986 10 Persons to attend U.S. 
Training over 2 Month Period 
10 Persons x $4,200 (1st WEEK) 

10 x 7 x 575 

$ 42,000 

40,250 

82,250 

FY 1986 6 Perso,s- Study Tours to 
THAILAND, MALAYSIA or other 
countries over 2 Months 
6 Persons x $4,000 (1st MO) 

6 x 2800 

$ 24,000 

16,800 

40,800 

$180,625 
+ 10%--- 18,063 

Total: 198,688 
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Corq;>onent 3. CLINICAL FAMILY HEALTH TRAINING 

FY 1985	 8 Persons trained in Zimbabwe, Kenya, Tanzania over 
2 Months Period 

8 x $4,000 (1st Month) $ 32,000 

8 x $~,OOO (2nd Month) 16,000 

48,000 

FY 1985 2 Persons for Training in u.s. 
Connecticut over 3 Months. 

at 

2 x $4,200 (FIRST WEEK) $ 8,400 

2 x 11 weeks at $575 p/w 12,650 

21,050 

FY 1986	 4 Persons for 2 Month Training 
in STD/LAPS 3rd Country 

4 x 4,000 (FIRST MONTH) $ 16,000 

4 x 2000 (2nd Month) 8,000 

24,000 

FY 1986 12 Persons for 2 Months U.S. and ThiLd 
country Training in Logistical Services and 
General Management 

6 Persons x $4,200 (FIRST WEEK U.S.) $ 49,350 

6 x 7 x 575 

6 Persons x $4,000 (First MO. 3rd C.) 40,800 

90,150 

$ 183,200 
18,320+ 10% 

$ 201,520 
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COMPONENT IV: OPERATIONS RESEARCH and 

SOCIAL MARKETING TRAINING 

FY 1985 3 Persons for Study Tours to 
Southeast Asia and African countries 

3 x $4,OUO (1st MO.) 

3 x $ 500 (5th WEEK) 

$ 12,000 

. 1,500 

$ 13,500 

$ 13,500 
+ 10 %-. -  1, 350 

14,850 
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Section 18 

Funding for Commodities 

COMPONENT I FY-84 FY-85 FY-R6 FY-87 FY-88 FY-89
 

Computer & Pa rts 396,040 

Paper & Supplies 75,000 

Maintenance 
Items 1-9 
2 Compilers 

71 ,320 

960 

71 ,320 

960 

71,320 

960 

71 ,320 

960 

71,320 

960 

Instruction 35,00C 

+ 42% Shipping 

471,040 107,280 
+7% 

197,837 inf1. 7,510 

72,280 

+ 

72,280 

+ 

72,280 

+ 

72,280 

+ 

668,877 114,790 

I 
82,752 88,544 

482;202 

94,742 101,374 

V 
1.151,079 
----------------



- 205 -

CCNrnACEPTIVES 

EXPECTED CONSUMPTION, BY YEAR, BY ~ETHOD 

1~8-l 1985 19!!6 l~Si 198::1 19:;9 1Y90 

ORALS ~ICH 

CS~I 
5U,349 151,021 2:'1,693 

122,00U + 
3:'2,365 
144,UOO 

4U2,714 
21:,,-S8 

-l::>3,U50 
2:: 1, b95 

719,128 

IUD's 533 1,66u 2,776 3,87: 4,-l25 4,979 :>,531 

CuNDmlS "ICH 
CS~I 

119,520 3:>8,416 597,-l56 
1,00U,000 

636,352 
1,50u,OuO 

955,S-: 
2,00U,OuO 

1,0:-5,3~2 

2,50u,OuO 

JHLi 1,38U -l,145 6,915 9,685 11,065 12,445 13,:;29 "\ 

N 
''0 
v'\ 

\ 
\ 
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ANALYSIS OF 
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THE GSOR CONTRIBUTION 

Table 19.1. GSOR Contribution by Cost Catagory, Agency and Calendar Year. Cost in Somali Shillings (Dollars) 

Category/.=-gency 

PERSONNEL 

s~mo 

MOH 

CDC 

WSD 

Social :-la=ke~ing 

SFHCA 

Mm;p (::ensus) 

MONP (Financial) 

MONP (OEr-! Res) 

Year 1 

37,200 

374,400 

123,900 

168,000 

14,400 

Year 2 

156,240 

1,627,710 

420,000 

548,730 

860,520 

540,540 

3,922,800 

34,650 

Year 3 

164,530 

1,730,620 

440,000 

570,060 

900,240 

566,280 

4,276,240 

36,300 

Year 4 

172,596 

:',837,930 

460,000 

1,154,490 

592,820 

526,240 

Year 5 

181,512 

1,946,240 

480,000 

1,362,920 

618,560 

Year 6 

137,876 

1,509,563 

374,500 

1,218,313 

483,375 

Totals 

849,954 

9,026,463 

2,174,500 

4,854,513 

1,760,760 

2,925,475 

8,893,280 

14,400 

70,95U 

!,,_ll,TERIALS 

S\\DO 

~lOH 

WED 

Social Marketing 

SFHCA 

"lO:-;P (Census) 

:-10NP (?OP Cor~f ) 

MONP (Fin .=-na1) 

MONP (DErol Res) 

717,900 

($41,306) 

54,688 

541,946 

10,000 

8,111,190 

($466,697) 

262,500 

2,106,275 

481,250 

706,488 

212,510 

12,500 

8,684,270 

($499,670) 

306,250 

577,500 

814,416 

15,000 

4,744,076 

($272,962) 

350,000 

673,750 

5,750 

4,589,232 

($264,052) 

393,750 

770,000 

6,250 

3,723,627 

($214,248) 

328,125 

649,688 

30,570,295 

($1,758,935) 

1,695,313 

2,106,275 

3,152,188 

1,520,904 

541,946 

212,500 

12,000 

10,000 

27,500 

~ 
<::.::, 

.~.,._-

606,634 

($34,904) 

3,781,513 

($217,578) 

1,713,166 

($9d,571) 

1,029,500 

($59,235) 

1,170,000 

($67,319) 

777,813 

($56,261) 

9,278,526 

($533,868) 



Category/Agency 

VEHICLE :OIA I :;TENANCE 

slmo 
:orOH 

"ED 

CDC 

Soc~a1 Marketing 

SFHCA 

Year 1 

13,035 

13,035 

($750) 

Year 2 

54,747 

297,585 

109,494 

54,747 

391,050 

54,797 

962,370 

($55,372) 

207 

Year 3 

57,354 

286,770 

114,708 

57,354 

469,260 

57,354 

1,042,800 

($60,000) 

Year 4 

59,961 

299,80 :; 

119,922 

59,961 

59,9El 

599,010 

($~4,500) 

Year 5 

62,568 

312,840 

125,136 

62,568 

62,568 

625,680 

($36,000) 

Year 6 

48,881 

244,405 

130,350 

48,881 

48,881 

521,398 

($30,000) 

:-Qta1s 

283,51:. 

l, ';41,403 

599,610 

283,511 

860,310 

296,546 

3,764,893 

(S216,622) 

BUILDING 

:·10:01 

REt-;OVATION 

328,000 

($18,872) 

328,00C 

($18,872) 

SPECIAL TRAVEL ALLOWANCES 

MO:J"' (Cer.sus) 150,000 

($8,631) 

FSU COSTS 

SFHCA 

....=:0 

SWDO 923,520 

CDC 

"lOR 

Social Marke'::ing 

923,520 

(553,137) 

450,000 

($25,892) 

417,120 

229,416 

104,280 

1,267,002 

2,017,818 

($116,100) 

1,150,000 

($66,168) 

844,668 

844,668 

($48,600) 

1,750,000 

($100,690) 

.H7,12'J 

229,41"= 

923,520 

104,280 

1,267,002 

844,662 

3,786,006 

(S217,837) 

\'::'---' 

'wi' 
~ 

\ 
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Category/Agency 

EQUIP!'!ENT 

SWDO 

:-10H 

WED 

Soc:.al Markecing 

SFHC.:' 

FUEL 

SWOG 

,-lOH 

WED 

CDC 

Social Ma:;keting 

SFHCA 

MaN? 'Cer.sus) 

:'-!ON? WEl'l Res: 

Year 1 

570,875 

886,700 

259,250 

380,000 

596,277 

2,693,102 

($154,954) 

15,698 

323,310 

339,008 

($19,506) 

Year .!. 

54,890 

429,413 

74,970 

166,150 

700,350 

65,930 

1,074,476 

36,750 

+27,514 

2,602,929 

($149,766) 

Year 3.---

58,134 

454,666 

110,708 

169,300 

736,899 

69,069 

3,325,716 

38,500 

+28,648 

4,962,992 

($285,558) 

Year 4 

60,736 

481,592 

133,336 

172,450 

72,209 

+30,018 

920,323 

($52,953) 

Year 5 

63,948 

516,681 

159,066 

175,600 

75,348 

+31,401 

990,643 

($56,999) 

Year 6 

49,379 

404,282 

250,642 

159,063 

58,866 

+24,604 

922,232 

($53,O52) 

Totals 

570,875 

886,700 

259,250 

380,000 

596,277 

2,693,102 

($154,954) 

287,087 

2,286,634 

728,722 

842,563 

1,437,249 

357,120 

4,723,502 

75,250 

10,738,127 

($617,844) 

0 
0., 
~ 

\ 



Category/Agency 

PRI~;TI~;G 

Social :-!arkeL.ng 

:-10~P (POP Conf) 

~lONP (Fin Anal) 

MONP (DE1'-1 Res) 

Year 1 

60,000 

60,000 

(53,452) 

Year 2 

695,200 

63,000 

758,200 

($43,625) 
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Year 3 

764,720 

65,000 

830,720 

($47,797) 

Year 4 

11,500 

11,500 

($652) 

Year 5 

12,000 

12,000 

($690) 

Year 6 ':'otals 

1,459,920 

23,500 

50,000 

l29,000 

1,672,420 

(595,227) 

COM."'lUNICATIONS 

S~iDO 

:-10H 

:-IONP (POP Coni) 

2,100 

2,100 

($121) 

2,200 

113,400 

----
115,600 

($6,651) 

2,300 

118,800 

121,100 

($6,968) 

2,400 

124,200 

1,150 

127,750 

($7,350) 

2,500 

129,600 

1,200 

133,300 

($7,670) 

1,950 

101,250 

103,200 

($5,938) 

13,450 

587,250 

2,350 

603,050 

($34,698) 

, 

\'--J 
<:)I 

~s.' 

FAMIL': HEALTH SVY :'1 

TRAVEL AND TRANSPORV.TIC·r 

SWDO 

MOH 

":ED 

CDC 

Social Marketing 

:-IONP (Census) 555,870 
(POP Coni) 
(!)ata Use) 
(OEM Res) 

555,870 
($31,983) 

336,030 

236,418 

334,625 

1,174,710 

1,038,455 

25,660,453 

274,370 

29,055,061 
($1,671,723) 

105,600 

296,736 

772,750 

1,226,720 

1,127,962 

25,617,207 

289,102 

29,436,077 
($1,693,675) 

95,220 

361,974 

1,181,625 

1,282,480 

4,600 
33,104 

2,959,003 
($170,253) 

1,939,400 

($111,588) 

99,360 

431,712 

1,623,000 

1,223,040 

4,800 

3,381,912 
($194,586) 

77,625 

337,274 

1,572,655 

957,563 

2,945,118 
($169,454) 

1,939,400 

($111,588) 

713,835 

1,664,114 

5,484,656 

5,864,513 

2,166,417 

51,833,530 
9,400 

33,104 
563,472 

68,333,041 
($3,931,750) 
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Category/Agency Year 

TRAINING AND CO~FERENCES 

sW:JO 

MOH 

WED 

MONP (POP Cor.£) 

1 Year 2 

573,300 

1,326,040 

620,715 

2,520,055 

(S144,997) 

Year 3 

844,960 

1,729,640 

1,074,862 

3,649,462 
115,000 

3,649,462 

(S209,981) 

Year 4 

879,060 

2,153,800 

2.,387,722 

75,900 

4,496,475 

($258,715 ) 

Year 5 

1, 038, 240 

2,597,400 

1,735,140 

81,000 

5,451,780 

($313,681) 

Year 6 

905,625 

2,031,600 

1,793,683 

4,730,908 

(S272,204) 

Totals 

4,241,185 

9,838,480 

6,612,115 

156,900 

20,733,680 
115,000 

20,848,680 

(Sl,199,579) 

6,061,169 

($348,743) 

50,702,736 

($2,917,304) 

52,435,255 

($3,016,988) 

14,888,237 

(5856,630) 

18,293,947 

($1,052,586) 

13,924,296 

(S801,168) 

156,305,640 

(S8,993,420) 

" 
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Component 1 

Ministry of National 

Personnel 

Materials 

Travel 

Special Travel 

Fuel 

Tl'aining and Conferences 

printing 

Communications 

Subtotal 

15% Contins~ncy 

Total Somali Shillings 

Planning 

8,978,630 

262,000 

52,439,506 

1,750,000 

4,798,752 

156,900 

212,500 

2,350 

68,600,638 

10,290,071 

78,890,547 



-212
 

Somali Family Health Care 

Personnel 

Materials and Supplies 

Equipment 

Fuel 

Vehicle Maintenance 

F.S.U. Costs (Tru~t Fund) 

Long term Advisor 

Utilities @ $6,000 PA
 
X 4 years X So. She
 

Subtotal 

15% Contingency 

Total 

•• OJ , 

Association 

2,925,475 

541,946 

596,277 

357,120 

296,546 

417,120 

5,134,484 

770,173 

5,904,657
 

Component 2 
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W. E. D. dudget 

Personnel 

Materials and Supplies 

Equipment 

Travel and Transportation 

Fuel 

Training and Conferences 

Vehicle Maintenance 

Subtotal 

LIT Adv. FSU costs 
(Trust Fund) 
Guard Svcs @ $3300 pia 
X 4 X 17.38 

15% Contingency 

TOTAL 

4,854,513 

3,152,188 

259,250 

5,484,656 

6,728,722 

612,115 

599,610 

21,691,054 

229,416 

21,920,470
 

3, 28B" 0 71
 

25,208,541
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CIMroNENT 2 

SWDO BUdget 

Personnel 

Equipment 

Travel and Transportation 

Training and Conferellces 

Fuel 

Materials 

Vehicle Maintenance 

Communications 

FSU Costs (Trust Fund L/C) 

House Rental $13,500 pia 
x 4 x SoSh 

Contingency 15 % 

TOTAL 

849,954 

570,875 

713,835 

4,241,185 

287,087 

1,695,313 

283,511 

13,450 

8,655,210 

923,520 

1,436,810 

11,015,540
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Collp)nent 2 

Personnel 

Travel and Transportation 

Fuel 

Vehicle Maintenance 

LIT Advisor (LI FSU CIPL) 

House Maintenance & Repair 
1500 x 4 x SoSh 

SUBTOTAL 

Contingency 15% 

TOTAL 

2,174,500 

5,864,513 

842,563 

283,511 

9,165,087 

104,280 

9,269,367
 

1,390,405
 

10,659,772
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canponent 3 

~inistry of Health 

Personnel
 

Materials
 

Training and Conferences
 

Travel and Transportation
 

Fuel
 

Communications
 

Equipment
 

Vehicle Maintenance
 

Building Rennovations
 

FSU Costs (Trust Fund) 

House Rental $13,500 x 3 yrs. 

Utilities 

Security 

Maintenance 

SUBTOTAL
 

Contingency 15%
 

TOTAL
 

US $ equivalency $1,947,478 

Budget 

9,026,463 

2,106,275 

9,838,480 

1,664,114 

2,286,634 

587,250 

886,700 

1,441,405 

328,000 

28,165,321 

71)3,890 

312,840 

172,062 

78,210 

1,267,002 

29,432,323 

4,414,848 

33,847,171 
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Component IV 

Social Marketing/OR 

Personnel 

Office Rent 

Materials 

Travel and Transportation 

Equipment 

Printing 

Fuel 

Vehicle Maintenance 

B Family Health Survey (II) 

FSU Costs 

House Rent $13,500 x 2 x SoSh 

Utility 6000 x 2 x SaSh 

Security 3300 x ? x SOSh 

Naintenance 1500 

SUBTOTAL 

Contingency 15% 

TOTAL 

1,760,760 

742,500 

778,404 

2,166,4f-7 

380,000 

1,459,920 

1,437,249 

860,310 

9,585,560 

1,939,400 

11,524,960 

469,260 

208,560 

114,708 

52,140 

844,668 

12,369,628 

1,855,444 

14,225,072 
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SECTION 20.0 

CERTIFICATION OF EXEMPTION FROM OMS CIRCULAR A-76 

The agreement for the technical services of the staff of the 
Bureau of the Census, Department of Commerce under a PASA, is 
exempt from the provision~ of OMB Circular A-76 because it is 
for technical assistance and the facilities and resources of 
the Bureau of the Census are particularly or uniquely sui ted to 
the work to be performed and are not competitive with private 
enterprise. 


