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Somali Health Sector – a call for 
life saving health programmes 
especially for women and children 

Population (2015): 12.7 million 

Urban: 5.4 million 
Rural: 2.9 million 
Nomads: 3.2 million 
Internally displaced: 1.1 million 

Vulnerable groups:  

Children < 5 yr: 2.3 million 
Women of child bearing age: 2.8 
million 
Pregnant women: 570,000 

Life expectancy (M/F): 53/56 yr 

Regions: 20;                    Districts: 89 

 

Health Sector Challenges 
 1  in 7 children dies before fifth 

birthday 
 A women dies every 2 hours 

during pregnancy / childbirth  
 202,600 acutely malnourished 

children 
 60% of children <5 and 50% of 

women suffer from anemia 
 Only 42% of children received the 

Pentavalent 3 vaccination 
 98% women experience female 

genital mutilation/ cutting 
 > 610,000 malaria cases 
 Only 30% of the population have 

access to clean water and 39% to 
sanitation 

STATUS - 2015 

 

A stable, prosperous and democratic country is a top priority 
for the wider Somali national interests and international 
community. Working within the ‘Somali Compact1’ and the 
‘New Deal Initiative2’, this paper outlines how to help the state 
to deliver better quality health services to more of those who 
need them the most.  

While there is a positive trajectory after years of instability, the 
country still faces a fragile economy, precarious governance, 
infrastructure constraints, off-track Millennium Development 
Goals (MDGs) and deep conflict/ humanitarian challenges, 
while effecting transition from humanitarian to development.   

According to the World Bank, poverty level in the country is 
high at 73% (61% in urban and 80% in rural areas)3, with per 
capita GDP at US$284 - against a sub-Saharan Africa average 
of US$1,300 per capita. The economic crisis, low tax base and 
expenditure on security does not provide much fiscal space 
to Somali authorities to invest significantly on health and the 
sector remains dependent on donors’ support.   

This paper addresses short-term continued humanitarian and 
medium-term reconstruction and development challenges by 
delivering results like: 

1. In conflict & disaster affected areas: Over 1 million women 
of child bearing age, nursing mothers and children will 
receive basic health and nutrition services. 

2. Approximately 8 million people will have access to 
Essential Package of Health Services (EPHS)/ Reproductive, 
maternal, newborn and child Health and nutrition services 
by 2018 and beyond. 

3. Around 3.2 million people will have access to Basic 
lifesaving and Referral Health, Water, Sanitation and 
Hygiene (WASH) and Nutrition services through 
humanitarian interventions by 2018 and beyond.  

4. Number of mothers dying during pregnancy will decrease 
from current annual 3,900 deaths4 to less than 2,400 
deaths per year by 2021.  

                                                               
1 www.pbsbdialogue.org/The%20Somali%20Compact.pdf 
2 http://eeas.europa.eu/archives/new-deal-for-somalia-conference/home.html 
3 www.worldbank.org/en/country/somalia/overview 
4 Trends in Maternal Mortality: 1990 to 2013; Estimates developed by WHO, UNICEF, UNFPA and The World Bank; 2014 
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Policy Response: 
 National Development Plans and 

Economic Recovery Plan 
 The Somali Compact (2013-16)  
 The New Deal Initiative (2013-16) 

Agreed Principles of the New Deal:  

1. Development is Somali‐owned and 
Somali led; 

2. Aid is aligned with overall 
Government priorities and sector 
policies and plans; 

3. Aid operations are designed and 
delivered in partnership with 
government institutions 

4. Aid is provided in line with the 
government budget cycle and helps 
to strengthen government Public 
Financial Management (PFM) 
systems 

5. Aid is channeled through preferred 
instruments of the government 

 

Policy Response in Health: 
 The Somali Health Policy 
 Health Sector Strategic Plans  
 Humanitarian Response Plan 

(2015) – OCHA 
 EPHS Framework 
 Nutrition Policy and Plans of 

Action 
 Micronutrient strategy 
 Reproductive Health Strategy 
 Community based health care 

strategy 
 FGM abandonment policy  
 One Expanded Programme on 

Immunization (EPI) Policy 
 Health workforce policy/ plans 
 Drugs policy 
 Behavior Change 

Communication strategy 
 Mental Health Strategy 

ACHIEVEMENTS  
POLICY LEVEL  

5. Number of children <5 dying will decrease from current 
annual 65,000 deaths5 to 40,000 deaths per year by 2021.  

6. Number of annual number of skilled deliveries will increase 
from current level of 125,000 (33%6) to more than 230,000 
(50%) and unmet need for birth spacing will be from current 
26% to 20 % by 2021. 

7. Number of acutely malnourished children will decrease 
from current level of 203,0007 to less than 130,000 by 2021.   

8. Immunization coverage will increase from 42% (Penta-3)6 
to more than 80% by 2021. 

9. Eradication of polio by 2017; 30% reduction in tuberculosis 
prevalence and effective control measures against HIV 
epidemic in place by 2021. 

10. Incidence of Female Genital Mutilation (FGM) will 
decrease by 5% by 2021. 

11. More than 1,000 new midwives and 2,000 ‘Marwo 
Caafimaad (FHWs)’ will be trained to address the issue of 
health workforce (especially female) shortages. 

We propose a comprehensive approach, costed at US$71 
million per year for the humanitarian response and >US$150 
million per year for the development initiatives in health 
sector, with a clear focus on improving the delivery of 
essential/ basic services, including a significant uplift in 
support for health system. Making the state more visible and 
relevant to the citizens by building trust and confidence 
through the provision of high quality public services is essential. 
We will invest in quality, cost-effective public private 
partnerships and skills training models. Gender, FGM, WASH 
and other social determinants of health will be cross-cutting 
components. We will continue efforts for improved budget 
processes, stronger and more accountable public financial 
management through improved transparency and scrutiny.  

We will seek to help create the conditions for peace and 
stability in conflict-affected areas. We will continue/ scale up 
our humanitarian relief support and early recovery activities, 
transitioning into longer term reconstruction activities, where 
possible. As we develop and implement programmes, we will 
also put in place improved and credible monitoring & 
evaluation (M&E) mechanism for all interventions and use of 
disaggregated data to monitor impact wherever relevant. 

                                                               
5 Levels & Trends in Child Mortality; Estimates Developed by the UN Inter-agency Group for Child Mortality Estimation, 2014 
6 UNICEF, The State of The World’s Children in 2014-in numbers, 2014 
7 Food Security and Nutrition Analysis Unit, 2014 
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 More than 1 million people having 
access to humanitarian primary 
and secondary health services 
focusing on displaced people 
through humanitarian 
programmes mainly in South 
Central Somalia.  

 More than 5 million people having 
access to Essential Package of 
Health Services (EPHS)/ 
Reproductive, maternal, newborn 
and child Health and nutrition 
services through the Joint Health 
and Nutrition Programme (JHNP); 
Global Fund to fight against TB, 
AIDS and Malaria (GFATM); 
Global Alliance on Vaccine and 
Immunization (GAVI) and Health 
Consortium for Somali people 
(HCS). 

 Polio transmission expected to be 
interrupted again in 2015. 

 Over 160,000 severely 
undernourished children 
managed in 2014. 

 27% households own at least one 
treated bed nets.  

 280,000 people provided with 
access to safe water in 2014. 

 579 (286 completed) midwifery 
students trained in 11 midwifery 
schools over last 3 years. 

 200 Marwo Caafimaad deployed 
and >300 more selected to be 
trained in 2015. 

 More than 200 communities 
declared total abandonment of 
FGM/C in 2014. 

 Blood bank and laboratory 
services supported in regional 
hospitals. 

 Slow but consistent decline in 
maternal and child deaths 

ACHIEVEMENTS 
PROGRAMMATIC LEVEL  

Somali Health Sector - Context  
The country is one of the most fragile states8 in the world. The 
Somali health sector needs are vast and vulnerable to 
recurrent natural and man-made disasters, including 
fluctuating levels of conflict, poverty, economic crunch, 
political uncertainties, drought, floods and epidemics.  

 The burden of diseases (BoD) is heavily dominated by 
communicable diseases, reproductive health and under-
nutrition issues whereas issues related to non-
communicable diseases are also on the rise. The Somali 
health situation is one of the worst in the world and the 
country is unable to achieve its Millennium Development 
Goals (MDGs) on health and nutrition by end 20159.  

 70% of Somalis do not have access to safe water supply 
or sanitation6. Half of the population practice open 
defecation – in rural areas this is as high as 83%. Diarrheal 
diseases accounts for majority of deaths among children 
along with respiratory infections. 

 Polio transmission expected to be interrupted soon but 
routine immunization coverage remains very low.  

 One out of 18 women has a lifetime risk of death during 
pregnancy4. The country has one of the highest total 
fertility rate (6.7)6 in the world with unmet need for birth 
spacing at 26%.  

 Tuberculosis is highly prevalent with 30,00010 new cases 
every year, of which fewer than half are detected. 
Malaria is endemic in some parts and HIV epidemic 
growing with a prevalence rate of about 1% with higher 
prevalence among the high risk groups11. 

 The country also faces a nutrition emergency.  

 2014 estimates indicate that there are approximately 
6,000 doctors, nurses and midwives12. The WHO minimum 
threshold for health worker- population ratio states that 
there should be around 30,00013 to achieve health MDGs. 

Health financing for Somalia has been extremely limited as 
Somali macroeconomic performance is poor. Resources for 
the health sector are mainly out-of-pocket or through donors’ 
funding. Somali diaspora also contribute in the health sector 
significantly but information is not documented.  

                                                               
8 http://library.fundforpeace.org/library/cfsir1423-fragilestatesindex2014-06d.pdf 
9 http://mdgs.un.org/unsd/mdg/Data.aspx 
10 http://www.emro.who.int/som/programmes/tb.html 
11 http://www.unaids.org/sites/default/files/country/documents//SOM_narrative_report_2014.pdf 
12 Health Workforce Assessment Reports for CSZ, NWZ and NEZ, 2014 
13 www.who.int/hrh/workforce_mdgs/en/ 
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 Support to main regional hospitals 
has decreased over time (Italian 
support progressively reduced, 
MSF withdrawal). Some hospitals 
are not operational anymore, or 
offering only basic services with 
high user charges. Way forward? 

 The Humanitarian programmes 
need enhanced financing to fill 
critical gaps in provision of basic 
humanitarian health services.  

 The Joint Health & Nutrition 
Programme1 - in 9 regions for 
service delivery and supporting 
system strengthening in all three 
zones – is ending in 2016, with 
significant funding gap in 2016. 
What next? 

 The new Basic Health Services 
Programme (under UN Multi-
Partner Trust Fund) - in 5 regions –
still in a design stage.        

 The Health Consortium for Somali 
people – in 3 regions – is also 
ending in 2016. What next? 

 Currently donors’ support 
available for nutrition but 
predictability beyond 2016. 

 New commitments from GFATM 
and GAVI are at design stage. 

 Control of epidemics – Polio, 
Measles, etc. and new emerging 
diseases demand continued 
investment? 

 Need to augment and align 
efforts in cross-cutting areas of 
gender, FGM/C, WASH and other 
social determinants having direct 
impact on the health outcomes? 

 Need for infrastructure 
development in health are more 
than $250 million.   

 No significant investment on non-
communicable diseases 
including mental health.   

PROGRAMMATIC 
CHALLENGES  

Nevertheless, a new environment is emerging in the Somali 
health sector. Security gains in parts of Somalia have created 
space to engage in development strategies and the building 
of governmental structures and processes. The legitimacy of 
the authorities is critical for successful implementation of the 
Somali Health Policy, Health Sector Strategic Plans (HSSPs) and 
the Essential Package of Health Services (EPHS).   

New Challenges 
The health sector strategic plans (HSSPs) - with an annual cost 
of $75-80 million – are ending in 2016. It is important to 
develop next phase of strategic plans for the Somali health 
sector beyond 2016 to ensure continuity. 

HSSPs need to be aligned with the National Development 
Plans and Interim Poverty Reduction Strategy Paper (IPRSP) to 
ensure the health sector benefits from cross sectoral reforms. 

Linked to the new strategic priorities in health, the current 
humanitarian & programmatic response should be revisited.  

Key bilateral donors in the health sector are United Kingdom, 
Sweden, Japan, Finland, United States, Italy, Australia and 
Switzerland and their support increased from minimum of $30 
million in 2011 to more than $68 million in 2014 (plus additional 
support for nutrition, polio, measles, etc). Annual support from 
Global initiatives (GFATM and GAVI) varied from a minimum 
of $19 million to $40 million during 2011 to 2014. Core funding 
from UN agencies for health is approximately $9 million per 
annum.  Humanitarian funding (including CHF and CERF) was 
at the level of $15.6 million in 2014. Turkey is a new non-
traditional donor with commitment of $59.6 million for health 
infrastructure development in 201414. Qatar and Saudi Arabia 
are among the donors supporting the Somali health sector in 
close collaboration with health authorities. Can donors 
continue or enhance the level of support for health and 
nutrition in 2016 and beyond through a more harmonized 
effort with more predictability in funding? How to address 
funding shortfall in health sector in 2016 and beyond?  

True public expenditure in health is very low14 (less than 5% of 
total health expenditure through public system).  How to 
ensure more commitment from the Somali authorities? How to 
reflect at least recurrent (starting with salaries) health 
expenditure in the public budget? 

                                                               
14 Health Public Expenditure Review – Draft report, 2015 and JHNP Resource Mobilization Strategy, 2014. 
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Proposed interventions to address the challenges 

Policy Response: 
 Need for continuation of the ‘New Deal Initiative’ beyond 2016 with more clarity on the 

implementation and cross-sectoral reforms 
 Setting strategic priorities for health sector in National Development Plans and Interim Poverty 

Reduction Paper 
 Development of Phase II of HSSPs for all zones (or single HSSP) along with M&E framework 
 

Humanitarian Response: (~US$71 million per year) 

Of 3.2 million people in need of urgent health services, health partners plan to reach 1.8 million (56%) 
of the people in need focusing on displaced, underserved rural and urban areas and other disaster 
affected people. Priority activities include:  

1: Provide improved access to Primary and Secondary health care services: 

 Primary health care services especially for vulnerable mothers and children including Basic 
emergency obstetric care services 

 Secondary health care and referrals strengthened including lifesaving  comprehensive 
emergency obstetric and neonatal care service 

 Availability of essential medicines, Reproductive health and nutrition commodities and 
supplies for primary and secondary care 

 Capacity development and retention of health workforce  

2: Strengthen early case detection, investigation and control of epidemics along with verbal autopsy 
of maternal and neonatal deaths  

 Sustain and expand the disease surveillance and response network along with maternal and 
neonatal deaths surveillance 

 Train additional staff for surveillance and epidemic control 

3: Strengthen coordination among partners to respond to the needs of the health sector 

 Timely identification and response to gaps while avoiding duplication  
 Improved planning for the health emergency preparedness and response 

Out of required US$ 71.5 million in 2015 only US$4.3 million have been received with 94% GAP. 

Development Response: (~US$150-220 million per year) 
EPHS Programme with a strong component of health system strengthening: (US$80-120 million/ year) 

 Flagship programme with continuation and scaling up of EPHS services in 12-17 regions (in 50-
65 districts out of 89) through four levels of EPHS and community based interventions 

 Strengthened integrated reproductive, maternal, child and nutrition services with emphasis 
on birth spacing and implementation of one EPI plan   

 Effective working with NGOs and private sector for improved service delivery 
 Human resource (mainly female) development and retention in hard to reach areas 
 Strong component of technical assistance for health system strengthening, coordination, 

institutional capacity development and public financial reforms 
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GAVI Programme: (US$7.5 million per year - committed) 

 Partnership with EPHS Programme for a more effective immunization and health system 
strengthening efforts 

 Strengthened immunization activities at community level through FHWs and other workers  
 Introduction of new vaccines if feasible 

Polio Eradication Initiative: (US$10-15 million per year – partially committed) 

 Continuation of Immunization Days along with strengthening of routine immunization to 
achieve polio eradication by 2017 with strong polio surveillance system 

 Introduction of Injectable Polio Vaccine (IPV) 

GFATM Programme: (US$15 million per year - committed) 

 Focusing on disease (TB, Malaria and AIDS) control interventions with support for health 
system strengthening considering epidemiological patterns  

 Gradual shift towards Country Coordination Mechanism (CCM) 

Nutrition Programme: (US$ 25 million per year)  

 Multi-sectoral response with a strong component for health sector 
 Integrated with EPHS Programme in health sector 

Health Infrastructure development Programme: (US$ 50 million per year)  

 Up-gradation, construction and repair of health facilities, hospitals and offices 

Medium-tern predictability and enhanced financing to smoothly run the development initiatives. 

Rationale and logic  
 
We are proposing to target the most acute needs by focusing on the implementation of proven, 
cost effective and evidence based high impact interventions, as well as increasing demand for their 
use, and accountability for their delivery. The proposal will be implemented through proven 
channels, which are already delivering significant results, as well as exploring and piloting innovative 
new approaches to increase the overall impact.  

Harmonization in the health field is desirable on several counts: 

First, by streamlining operations, filling gaps and correcting overlaps; 

Second, by simplifying the processes and boosting knowledge it should increase the 
transparency of decision making and resource allocation; 

Third, harmonization should provide coherent direction to the health sector acutely in need of it;  

Fourth, it should translate the policy commitments of key actors into concrete actions;  

Fifth, harmonized donor support should bring efficiency and stabilize funding flows; 

Sixth, functioning aid management instruments would offer Somali health authorities the platform 
for future health sector reforms.  

Rationalizing the health field would affect the attainment of the health goals, through:  

 Increased utilization of improved services will avert maternal, neonatal and child deaths and 
contribute towards the achievement of the health goals. The primary focus of efforts will be on 
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increasing women’s reproductive choices, reducing death and complications of pregnancy 
and childbirth and improvement in nutritional status.   

 Improved and integrated management of diarrheal, respiratory illnesses and vaccine 
preventable diseases and improved nutritional status will reduce child deaths.   

 Control of communicable diseases especially TB, Malaria, HIV and Polio would be critical to 
improve health outcomes (funding will be available through global initiatives). 

 Investment in development and retention of health workforce would contribute to improved 
provision of services both in public and private sector.   

 Integrated and institutionalized in-country coordination mechanism under the leadership of 
health authorities would ensure efficiency in the sector.  

 Availability of appropriate funding for construction, repair and infrastructure development to 
ensure effective delivery of services. 

 Through cross sectoral reforms, efforts would be made at least to include recurrent cost in the 
public health budget as a first step along with public financial reforms.  

 Under the M&E framework, outcome level results would be monitored through Multiple Indicator 
Cluster Survey (MICS) after every three years and Demographic Health Survey (DHS) after every 
five years. Other research work would be undertaken including conflict sensitivity analysis in 
health sector. 

 As part of this package of interventions, we will: 

o Develop and implement innovative approaches of service delivery 
o Support effective partnerships between NGOs, private sector and the public sector. 
o Develop emergency & epidemic response mechanisms  

Recommendations 
The challenges presented here call for critical and urgent focus by Somali authorities, donors, UN, 
NGOs and health actors on the status of Somali healthcare.  These recommendations thereof have 
been developed jointly by actors engaged in health sector and are aimed at catalyzing immediate 
action towards increased health prioritization and funding. Intensified, continuous and predictable 
support will be necessary to improve the health situation of affected population. 

1. In response to the dire and urgent healthcare needs, partners providing health funding globally 
need to prioritize Somali health sector to ensure the sustenance of gains made thus far, prevent 
further life loss and in recognition of the existing opportunities for improving health outcomes. 

2. The Humanitarian Response Plan (HRP) and Health Sector Strategic Plans (HSSPs) need to be fully 
funded to meet immediate Somali healthcare needs.   

3. Somali Leadership and Donors need to urgently meet their funding commitments to healthcare 
provision and subsequently sustain this in 2016 and beyond. 

4. Somali Leadership and Donors may like to consider funds enhancement for healthcare, 
recognizing the country’s massive health system gaps and consider enhanced funding 
especially for secondary health service provision. 

5. Somali Leadership, Donors, UN agencies and NGOs need to make concerted efforts in raising 
awareness and encouraging action on the Somali health situation. 


