Type of Review: Annual Review

Project Title: Health Consortium for the Somali People (HCS)
Date started: July 2010
Date review undertaken: 1st to 30t June 2014

Instructions to help complete this template:

Before commencing the annual review you should have to hand:

the Business Case or earlier project documentation.

the Logframe

the detailed guidance (Howto Note)- Reviewing and Scoring Projects

the most recentannual review (where appropriate) and other related monitoring reports
key data from ARIES, including the risk rating

the separate project scoring calculation sheet (pending access to ARIES)

You should assess and rate the individual outputs using the following rating scale and description. ARIES and the separate
project scoring calculation sheetwill calculate the overall output score taking account of the weightings and individual outputs
scores:

Description Scale
Outputs substantially exceeded expectation At+
Outputs moderatelyexceeded expectation At
Outputs met expectation A
Outputs moderatelydid not meetexpectation B
Outputs substantially did not meetexpectation C
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CEmONC Comprehensive Emergency Obstetric and Newborn Care
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Introduction and Context

What supportis the UK providing?

The UKis providing a total budget of£38.09 million over a 5-year period (2010-2015). T his budget comprises aninitial financing
of £13 million to the NGO Health Consortium Somalia (HCS), and an extension of£24.6 million to cover October 2012 to June
2015. £22 .8 million ofthe currentfinancing will be delivered during DFID Somalia’s currentoperational plan period (up to March
2015)and £1.8 million will be delivered outside the operational plan period (April - June 2015)".

The NGO Consortium consists of five international NGOs working across Somaliland, Puntland and South Central. PSlis the
lead agency and is operating in Somaliland, Health Poverty Action (HPA) is operating in Sahil, Somaliland, Tropical Health
Education Trust (THET) is operating mainly in Somaliland, but across all three zones in certain sectors, Save the Children is
operating in Kakaar, Puntland and Trocaire is operating in Gedo, South Central. One of the key purposes ofthe programme is to
support the health sectorin moving from a humanitarian response to health provision to alonger term developmental approach.
The programme has been designed to be adaptive and responsive to changes in context, using innovative techniques and
mechanisms to pilotinterventionsin orderto set standards and provide evidence for wider health sector reform.

In September 2013, HCS requested an additional £950,000 to meet emerging health sector needs in 2013. In response, a cost
extension of £418,000 was approved bringing the overall programme budget from £37.67m to £38.09m and a reallocation of
£532,000 from underspend inthe Somalia framework was allocated to the HCS programme.

The additional budgetof£950,000 allowed the programme to; maintain the continuous and uninterrupted maternity senices that
had previouslybeen established; to strengthen the referral mechanisms; to scale up immunization services to children under five
years; as well as to develop the National Clinical Officers’ training curriculum.

The HCS has completed four years of activity and this is the fourth annual review. The programme has consistently performed
well with scoresof 2(2011), A+(2012), and A(2013) Thisreview covers the period between July 2013 and June 2014 is scoring
anA

What are the expected results?

The expected impact of the programme is: “Improved survival and health status of Somali people”. The planned outcome is:
Somali people, especiallywomen, children and the most winerable in targetareasincrease utilisation of quali tyhealth services
contributing to the Millennium DevelopmentGoals (MDGs) 1, 4,5 and 6, byreducing the under 5 mortalityrate and the maternal
mortality ratio. The HCS aims to increase the range, quality and use of the Essential Package of Health Senic es (EPHS)?2 and
contribute to communitystabilityin targeted areasin three political zones. T his includes the Sahil region of Somaliland, the Kakaar
region of Puntland, and 5 districts in the Gedo region of South-Central Somalia.

The expected result after the 5 years of implementation is to have delivered EPHS through governmentfacilities in selected pilot
areas of Somaliaby2015. T he business case headline resultsindicators included: number of additional women using modern
contraceptives and number of births attended by a skilled birth attendant (SBA). Discussion held over the year concluded that
HCS does notmeet the DFID methodologies for both indicators and therefore these have been amended to measure ‘number of
family planning products distributed’ and ‘number offacilitybased deliveries attended by an SBA'.

The specific expected results by 2015 are summarised as:

e 100,000 modern birth spacing methods distributed in Somaliland;

e An additional 21,203 women having an HCS trained skilled birth attendant in target areas or a 16% increase;

e 72,538 children under 5 years fully immunised (DPT 3) through routine services (18,972 children per year) equivalentto a
66% increase

e 68,406 childrenin target areas who receive emergencyand basic nutrition services.

What is the contextin which UK supportis provided?

Somalia ranks amongstthe Least Developed Countries (LDCs) and is considered the mostfragile state in the world? after 22 year
of conflict, institutional, social and economic disruption and recurrenthumanitarian emergencies. T his reflects on the healthstatus
ofthe population and the mostrecentavailable data positions Somaliaamong the lowestranking countries o n all health indicators

L1 A cost extension request for £7.5m has been submitted to cover the transition period whilst a new health sector programme is being designed. If approved,
this will take the total programme budget to £45.59m.

2 The EPHS for Somalia was designed by UNICEF in2009 and is divided into 10 service delivery programmes, 6 of which are core, delivered across four
levels of service provision http://www .unicef.org/somalia/health_11682.html

3 Failed States Index 2013. htp://fip.statesindex.org/somalia.



http://ffp.statesindex.org/somalia

except life expectancy. Among the keyindicators, the maternal mortality ratio is estimated at 850 maternal deaths per 100,000
live births (2013) and under-5 mortalityat 180 child deaths per 1,000 live births (2010). The availability, qualityand utilization of
public health services are low, while a fast growing private-commercial sector increasingly provides health services. T his
unregulated private sectoris filling the services gap for part of the population.

Since 2012 the health sector has been considered a model sector in the Somali context; government-owned Health Sector
Strategic Plans are in place and being implemented, framed according to the WHO six building blocks for health systems
strengthening; there is participatorycoordination under the leadership ofthe Somali Health Authorities, leading to furtheralignment
and harmonisation of all health sector stakeholders; greateremphasis isbeing place on results and an M&E frameworkiis being
defined; the HMIS system is being strengthened along with supportive supenision tools; significantwork has been undertaken on
human resources (HR) and HR policies are in the process of being developed. Under the Joint Health and Nutrition Program
(JHNP), the Essential Package of Health Services (EPHS) will be rolled outin a further 9 districts, from late 2013 to early 2014.
Thereisstill much to be achieved, particularlyin strengthening health systems and ensuring adequate supplies and commodities
areinplace.

Section A: Detailed Output Scoring

Outputscore and performance description:

Output 1- Functioning institutional Frameworks and local governance systems to supportimproved health services
in placein target areas

Output1score and performance description: A (Output metexpectation)

Overall this outputhas performed well during the period ofthe Review. The Consortium has to strengthen ed relationships with
the MoHs, specificallyin Somaliland and Puntland and has helped supportthe dissemination of the HSSPs and the National
Health Policy(NHP). T he Consortium has participated in the annual review and planning processes ofthe Health Sectorinboth
Somaliland and Puntland and is now participating in health sector coordination meetings. Greater participation in the health
sector planning process has reduced duplication of activities and ensured the activities of the Consortium are alignedwithhealth
sector priorities (output 1.1 A). Output 1.2 scored an A+ as coordination has also been strengthened at the districtand regional
level and the Consortium has supported monitoring and planning process at both levels. In addition, local governance and
management structures at Regional and District level (RHO, RHBs, DHBs and CHCs) are fullyinvolved in conflict sensitive
programming to ensure do no harm principles are adhered to during implementation of activities and are responsible for
resolution of conflicts arising atboth health facility and communitylevel. Output 1.3 has scored A. T he first partof the milestone
exceeded expectations while the second moderatelydid notmeetexpectations. This was due to limited capacity of the National
Health Professional Council (NHPC) to deliver.

OutputIndicator Milestone 4 (2014) Progress Output
Description

Indicator1.1: Somaliland - Somaliland: -Milestone met: A(met
Consultative Policy - Ministryof Health (MoH) with the MOH has printed both the NHP | expectations)
and Strategy supportof its stakeholders and HSSPs and disseminated
developmentand disseminatesthe NHP and Health both documents atthe recent
review processin Sector Strategic Plans (HSSP) across MoH conferencein June.
Somaliland (SL)and | the country.
Puntland (PL).

- Monitoring and review process Milestone met: MOH in

agreed and functioning; conjunction with HCS members

is providing supportive
supenisionto the Regional
Health Offices (RHO) and
Regional Health Boards (RHB) of
Sahil and Awdal regions.

- Consultative review andrevisionsto | - Milestone met: Al HCS partners
the Essential Packages of Health participated in health sectorjoint
Senvices (EPHS) based on data review and planning processin

March 2014.T his led to follow-up
meetings with the Joint Health
and Nutrition Programme (JHNP)




Puntland

- Dissemination ofthe NHP and
HSSP across the country with the
supportof MoH

partnersto review areas of
overlap and ongoing discussions
underway to avoid areas of
duplication. JHNP.

- Milestone met: EPHS review of
HCS Pilotconductedin
September2013.
Recommendations from the
review were actioned by
partners. (see Annex D)

Puntland: Milestone partially met:

- HSSPs printedand
disseminated, NHP still waiting to
be disseminated - thishas been
delayed as it was decided thatan
NHP applicable to all zones
should be developed.

- EPHS review of HCSPilot
conductedin September 2013.
Recommendations from the
review were actioned by
partners. (see Annex E)

Indicator1.2: Gedo - DistrictHealth Boards (DHBs) | - Gedo;—Milestone met: Close | A+
Planningand active in planning and monitoring of working with DHBs continues. Al | (Moderately
monitoring structures | services using monitoring data, with DHBs were functional duringthe | exceeded

and systems, active female involvement. reporting period with female expectations)
reflecting gender representatives ineachDHB - a

issues, developed total of 16 female members.

through stakeholder Quarterly review meetings with

consultationand
functioningin target
areasat alllevels.

Somaliland - SupportMOH
leadership and managementto
strengthen effective collaboration and
harmonisation atboth central and
Sahil regional level

Sahil - RHB supporting planning and
coordination

DHB conducted in BeletHawa,
Dolow, Luug and Gabraharey.

- Somaliland- Milestone
moderately exceeded: Project
Planning & Managementtraining
provided for 25 MoH staff at
centrallevel, plus 2 central MOH
staff sentto Tanzania fortraining
on Leadership, Managementand
Governance in Health Systems.

- Milestone moderately
exceeded; Planning meeting
with RHB conducted and joint
RHO and Health Poverty Action
(HPA) planning and supervision
structures are in place.7 RHB
members were trained in
Leadership and Managementin
Sahil. RHB involved inthe
procurement process, planning
and supporting through
coordination with local council
(i.e. gaining construction
permissions from Mayor's office)




Kakaar— CommunityHealth
Committees (CHCs) involved in
routine Monitoring and Evaluation
(M&E) and supervision of delivery of
EPHS

Kakaar — Milestone moderately
exceeded: Monthlymeetings at
facilitieswith CHC conducted to:
review the action plans/activities
and discuss progress, gaps and
challengesfaced bythe health
facility, Monitoring drug supplies/
consumption and service
delivery; oversight of construction
and rehabilitation of Health
Facilities (HFs); dealing with
staffing issues — absenteeism,
disputes between staff and
community; regional level
quarterly and monthlyworkplans
developed based on district
plans. Conducted routine
monitoring, Health Management
Information System (HMIS) data
review and supportive
supenvision.

1.3 — Voluntary
accreditation
structures established
for selected cadres of
health personnelin
Somaliland.

NHPC Regulatory framework and
tools piloted in Sahil Region.

At least2 Health Training institutions
and 2 health facilities accredited.

Milestone moderately
exceeded: NHPC successfully
piloted voluntary registration tools
in Sahil then rolled outvoluntary
registration of health workers in
Awdal, Togdheer, Sanaag and
Sool regions. A total of 474 (260
Male and 214 Female) health
professionals registered
voluntarily.

Milestone partially met: NHPC
conducted pre-assessmentof
health fraining institutions and
facilitiesto determine the
baseline andis currently
developing minimum standards
and guidelines foraccreditation

The Board - including Chairand
Vice-Chairwere finally appointed
in May. Capacityremainsa
concern especiallygivenits
expandedrole and s a reason for
the delayin the accreditation
process.

A (Ouput
met)

Indicators revisedsince last Annual Review? (see Annex C) No revision recommended.
Impact Weighting (%):10%
Revised since last Annual Review? No revision to indicator since lastreview.

Risk: Low

Revised since last Annual Review? No revision recommended and the weighting is likely to remain at this level for the

programme period.




Output 2- Capacity oflocal partners strengthened, including health personnel trainedand employed to agreed

standards in targetareas.

Output2 score and performance description: A+(Output moderately exceeded expectation)
Good progress has been made in achieving all the milestones under Output2 resulting in an overall score of A+,

Underoutput 2.1, progress continued in the developmentofHuman Resource Development (HRD) and Human Resource
Management (HRM) with sharing of guidelines and procedures across the three zones. Tropical Health and Education Trust
(THET) continued to provide support to HRD and HRM in Somaliland and is working closelywith JHNP to standardize acrossthe
zones. THET, despite a delayed signing ofthe Memorandum of Understanding (MoU) with the MoH, successfullycompleted data
collection fora national health workforce survey, which is providing a platform and baseline for health workforce planning,
development, deploymentand retention for Somaliland.

Over 900 workers have been trained underoutput 2.2. T his shows continued progress, with two milestones exceeding

expectations.

THET developed standardized curricula for the different health cadres. In addition THET continues to build long term institutional
capacityby supporting 2 MOH departments (Human Resources Development & Department of Planning (DoP), 3 Professional
associations (Somaliland Medical Association (SMA), Somaliland Nursing and Midwifery Association (SLNMA) & Somaliland
Medical LaboratoryAssociation (SOMLA), 5 nursing and midwiferyschools (Hargeisa Institute of Health Sciences (HIOHS),
Sool Institute of Health Sciences (SIOHS), Boroma Institute of Health Sciences (BIOHS), Amoud Nursing School (ANS) & Edna
Aden University Hospital (EAUH) and 2 medical faculties (Hargeisa and Amoud universities).

Underoutput 2.3 HCS has continued to strengthen training of Skilled Birth Attendants (SBAs), increasing the number ofhealth
professionals trained, reflected under output 2.3 significantwork on FGM/C identification, managementand treatmenthas been
incorporated into all health worker curriculums and trainings as well as communication mate rials.

by partners in the target
areas

Somaliland

- Health Workforce survey carried
outand HR policyand Long term
plan developed informing
decisionsatnational level,
including gender consideration

Kakaar - HR managementtools
fully integrated into routine health
managementsystem

OutputIndicator Milestone 2(2012) Progress Output
Description

Indicator2.1: Gedo - Managementtools Gedo -Milestone moderately A (Outputmet)

Genderaware Human | informing decisionsintargetarea. exceeded: DHB staff job

Resources (HR) policy | DHBs minimise recruitmentof descriptions reviewed with support

& managementtools unqualified staff of Trocaire. Al DHBs now have

developed and adopted Human Resources (HR)filesin

place whichincludes staff
qualification, signed employment
contracts and job description.
DHBs are active in the selection of
health staff and were involved in
the selection of 18 Community
Midwives (CMWs) sent to
Mogadishu.

Somaliland (SL)-Milestone
partially met: A countrywide
health workforce survey has been
completed. Preliminaryfindings
available andfinal reportis duein
July / August 2014. Long term plan
is being developed based on the
findings.

Kakaar - Milestone met: HR
managementtools (job
descriptions, contracts, evaluation
form, HRinduction,and
performance based incentives
guidelines) have been reviewed
and translated into Somali




language and being rolled outin all
health faciliiesin the region.

Indicator2.2:
Proportion (numberand
percentage) of health
workers trained in
target areas in order to
fulfil their job

Gedo -18 Localwomen sentfor
communitymidwiferytraining

5 Auxiliary Nurses sent for
Registered nurse training

8 Nurses sent to IPC training

- Gedo: Milestone met: Training held
as outlinedin the milestone.

A+ (Moderately
exceeded
expectations)

description. Somaliland —Milestone
Somaliland moderately exceeded: (number
- Increase in number of health up to end March): 150 health
workers participatingin CPDs to workers reported trained up from
improve their knowledge and 110 in2012 (102 of which were
skills. pre-service training — nurses,
- Nurses, midwives, Medical midwives, interns & medical
doctorstrained. graduates & 6 health workers sent
% of trainees by gender, new to Ifakara, Tanzania) T raining of 39
graduates tracking tools CHWs are in progress. 30
developed and operationalized volunteers and experts visited and
Number of Volunteersand provide expertise in Mental Health
Experts coming for training by Teaching, Biomedical Needs
area of specialization.Number Assessment, Nursing CPD, Faculty
andtype of In senvice trainings Developmentand Support, Needs
offered. Assessment, Nursing/Midwifery
Private PharmacyDispersers stakeholders, Medicine Africa,
Private PharmacyDispersers External Examiners, Research
trained (Pharmacycertification - 6 Audit TA. Continuous Professional
modulesand No 30) development(CPD)was
conducted with 320 members of
professional associations (SOMLA
SMA & SMLNA)
Supportto Medical Internship
programme resumed
PSlI trained 14 private pharmacists
(Delays in signingMOU with MOH
impacted on achievementoftarget.
Sahil: 100 health workers trained Sahil: Milestone substantially
-50% female - 70% of total health exceeded: 154 health workers
workers trained (80 female = 51%, )
Kakaar Kakaar: Milestone substantially
- 90 health workers trained -50% exceeded: 243 health workers
female - 70% of total health trained (157 female =64%)
workers
Indicator2.3: Gedo - Number of skilled birth Gedo: Milestone moderately A + (Outputs
Numberand attendants maintained (atleast exceeded: 18 Community moderately
percentage of 15) midwives undergoing a two year exceeded

additional health
workers (HWs) trained
as Skilled Birth
Aitendants, as defined
by WHO

course which began in September
2013 in School of Midwifery
Somaliain Mogadishu. 5 Auxiliary
Nurses being upgraded to qualified
nursesin partnership with SOS
Institute — 3 year training began
September2013.

expectation)




Somaliland: Annualincreasein
number of Women and Men
trained as SBA through pre-, post-
andin-senvice training

Sahil -27 (50%) scholars will
continue study in training
institution to complete the courses

Kakaar

- no additional SBA trained

- 20% of the existing SBA trained
on joband refreshertraining =13
SBAs

Somaliland: Milestone
substantially exceeded: Total no
trainedis 150 anincrease of 42%
from 2012 including 28 medical
interns are currently attached to
Hargeisa Group Hospital and

AF .Abraar Hospital Borama

Sahil: Milestone met: 12 women
sent for communitymidwife
training in collaboration with THET
to Boroma X 24 months; 15 nurses
in training in Boroma (HPA)

Kakaar: SCI -Milestone
substantially exceeded:
Refreshertraining provided to 30
SBA on BEMONC

Indicator2.4: Al curriculumdeveloped or Milestone moderately exceeded: | A+ (Moderately
Al relevant training reviewed contains a chapteron Al partnercurriculums containa exceeded
concemingthehealth | FGM/C chapteron FGM/C. New expectations)

of girls and women
includes identification,
managementand
complication of Female
Genital Mutilation/
Cutting (FGM/C)

curriculums developed by THET
(BSc nursing & Clinical Officers)
containmodule. SLNMAconfirmed
inclusion as module in training
curriculaand drafted FGMC anti-
medicalisation policy, partners also
reported inclusion of FGM/Cin
trainings and communication
materials.

Indicators revised since last Annual Review? (see Annex C) No revisionrecommended.
ImpactWeighting (%): 30%

Revised since last Annual Review? No change since the lastAnnual Review.

Risk: Low

Revised since last Annual Review? No revision recommended

Output 3- Access to quality health service delivery, appropriate and prioritised for poor and vulnerable people in target
areas.

Output 3 score and performance description: A (Output metexpectation)
Ovwerall output score is A, reflecting continuous progress by the Consortium, in the delivery of health senices.

Strong progress has been made inimproving the access to health services in target areas. Some targets have been met or
passed such as those forimmunization, Antenatal Clinic (ANC)2+ coverage, basic nutrition to children and Pregnantand
Lactating Women (PLW) and work with private sectorpharmacies. Howeverin other areas targets have not yet been met. This
is mainlydue to the fact that services have had to be scaled down to only 3 accessible districts in Gedo due to insecurity.

Targetshave been exceeded across the regions for basic nutrition senicesto children and pregnantlactating women. It was
originallyplanned thatHCS would cover OutPatient T herapeutic (OTP) services, however that has now been taken over by
separate UNICEF funding and therefore HCS targets for OT P should be removed from the logframe. This also applies to Multi
Social Marketing of Micronutrients (MMNSs) for pregnantand lactating women for Somaliland which has also subsequentlybeen
taken up by UNICEF and therefore been suspended in agreementwith DFID.




In the last annual review it was recommended thatthe fistula indicator be changed to FGM/C activitybased targets focusingon
adwvocacyrather than fistula repair. T he indicator still relates to fistula but rather reports on the number of cases either referred
(Gedo) or treated (Sahil).

Data quality and uncertainty over population data s still a concern for the entire health sector. Both MOH in Somalilandand
Puntland have released population figures below the currentestimates used by HCS partners. This makes population coverage
figures uncertain and partners may be underestimating coverage forindicators under this output.

OutputIndicator Milestone 4(2014) Progress OutputDescription
Indicator 3.1: Gedo-75% (6,356) Gedo: Met: 76% projected | A (met expectation)
% of under-ones, including (69% actual to end May,
poorand winerable projections show milestone will
vaccinated (received DPT 3) be metby end of June)
through health facility and Sahil: Moderately exceeded:
outreach vaccination. Sahil - 65%( 5,720) 70% (milestone exceeded -

actualto end May);
Kakaar:Moderately
Kakaar-55% (8,000) exceeded: 62% (milestone
exceeded - actual to end May)

Total=17116 (actual to end

Total=20,076 May);
Indicator 3.2: Gedo-80% (6,536) Gedo : Notmet- 75% A (met expectation)
% of pregnantwomen (ANC2+) (projected)
having Antenatal care
(ANC)2+ and/or ANC3+ Sahil - Substantially
exceeded 100% (ANC2+) - (
Sahil - 55% (4,840) actual to end May)
Kakaar — Moderately
exceeded 71% (ANC2+) (
actual to end May)
Kakaar,65% (7,583)
Indicator 3.3: Gedo - Scorecard Gedo-Notmet. - B (Not met expectation)
Qualityimprovementscore | assessmentsshowan Improvementdata not
of health facility- MCHsand | overall 20% improvement | available, baseline now
hospital (through EPHS established.
criteria based, score cards)
Sahil - Scorecard Sahil - Not met: Baselines
assessments show an have now been established.

overall 50% improvement | 25% improvement.

Kakaar - Scorecard Kakaar: Not met: Baselines

assessmentshow 25% have now been carried out-

overall improvement. 17% improvement
Indicator 3.4: Gedo - 22% of births Gedo: notmet: A (met expectation)
Proportion of births attended | (1,864) 17% (1500)
by an SBA

Sahil-30% (2,650) Sahil Moderately exceeded:

36% (3155)

Kakaar - 30% (3,000) Kakaar: Met: 28% (2744)-
expected to meettarget atend
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of June based on previous
quarters reporting

Total =7399 (actual toend
May)

Total=7,514
Indicator 3.5: Somaliland -200 Private Milestone met: 203 A (Metexpectation)
No. of Private sector sector pharmacies carrying | pharmaciesin Somaliland

franchise pharmaciesin
target areas where 4 agreed
health products are
consistentlyavailable

Products are:
1. Aquatabs
2. Diarrhoea
TreatmentKits

3. Oralcontraceptives
4. 3 month Injectable
contraceptives

atleast4 Products with no
stock-outs

Franchise Network (SFN).PSI
reports that the numberwill
soonrise as the programme
was on hold pending MOH
signing the MOU and now this
has beenresolved expansion
to semi-urban areas will start.

No stock outs reported.

Indicator 3.6:
Harmful effects of FGM
being addressed

Gedo - number of patients
referred for fistula repair
annually

Sahil - number of patients
treated at Berbera hospital
for fistula repairannually

Milestone met: Gedo: 1

Milestone not met: Sahil; 0
HPA has been unable to treat
patientsin Berbera Hospital
this year as the Hospital did
not have the medical
equipmentrequired for this
procedure. The equipment
was procured atthe beginning
of June and a doctorwas
trained in fistula repair earlier
this year andit is anticipated
HPA will start reporting against
this indicatorin Year 5. HPA
has inthe meantime focused
on developinga GBV
managementinformation
database to report FGM, rape
and other harmful practicesin
the region. An SGBV Forum
was created to monitorand
discourage actsof GBV in the
community. During this year
111 cases of GBV were
reported up to end March.

B (Not met expectation)

Indicator 3.7:
Accessto basic and
emergencynutrition services

Gedo-4,000 children 6-59
Months treated and cured
for SAM in OTP/SC per
annum,

2,000 Pregnant and
lactating women given

Gedo: Milestone to be
removed as nowfunded by
UNICEF: 2223 children 6-59
Months treated and cured for
SAM in OTP/SC perannum
(actual);

Milestone substantially
exceeded: 6,868 Pregnant
and Lactating Women (PLW)

A++ (Substantially
exceeded expectationfor
basic nutritionto
childrenand PLW.
However OTP targets not
scored as they are now
funded by UNICEF)
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MMN

Somaliland:in three major
districts Micronutrients,
nutrition supplements
provided to 13,300 to
Children<5and 300
pregnantwomen through
CCM;

Sahil - Hospital and 4
MCHsand 2 RCHS will
provide basic nutrition
senicesto 8,000 children
and 12,000 PWL and OTP
servicesto 1,250

Kakaar - Supplementary
nutrition services atall
Maternal and Child Health
(MCH)facilitesand RHCs
targeting 12,000 <5
childrenand 10,000
pregnantand lactating
mother

given Multi Social Marketing of
Micronutrient(MMN).

Somaliland:

Milestone to be removedas
nowfunded by UNICEF:
MMNs for pregnantand
lactatingwomen were
suspended in agreementwith
DFID.

Sahil: Milestone to be
removed as nowfunded by
UNICEF: OTPsenvicesto 579
children

Milestone substantially
exceeded: Basic nutrition to
26,254 childrenand 20,253
PLW

Kakaar: Milestone
substantially exceeded:
Children <5 basic nutrition —
23,239);

Milestone partially met
pregnantand lactating women
- 6868

marketing in Somaliland

contraceptives and Injectables

Total=37,300
Indicator 3.8: 2300 CYP perannum Milestone moderately A+(moderately exceeded
Couple years protection through social marketing exceeded: 2589 CYPS expectations)
(CYP) through social generated through oral

Indicators revisedsince last Annual Review? Yes (see AnnexC). Recommend revisions to all milestones for Yr 5.
Progress against expectedresults:

ImpactWeighting : 40%

Revised since last Annual Review? No revision since last review.

Risk: Low

Revised since last Annual Review? No Reuvision.

Output4- Citizens and services working together for accountability and increased awareness andaccess to good
health (especially Mother and Child Health (MCH) best practice)

Output4 score and performance description: A (Outputmetexpectation)

The Consortium is making steadyprogress under output 4 with an overall score of A.

There were challenges inreaching the targets set for Indicator 4.1 for year 4. Female representationin Gedo is below targetin 3
DHBs. However, elections for DHBs are onlyheld once everythree years with the next election due atthe end 0f2014. T herefore,
this milestone could notbe metfor year4.In Kakaar, CHCs have 7 members; therefore itis only possible to have over 50% female
representation. The composition ofthe RHB is beyond the control of HPAas keymembers are influential businessmen who have

accesstoresources from port levies therefore HPA is unable to directly influence this.
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The programme has successfullyintroduced and supported health committees atdifferentlevels with appropriate genderbalance..
In Sahil CHC members through outreach programmes reach approximately 2500 community members per month with health

messages and the promotion of health seeking behavior.

The indicator on number ofwomen reached with BCC messaging was originallydeveloped for PSI's IPC programme. However,
this indicatoris now also reported by HPA and SCI and a wide range of communications channels and approaches are being

used by these partners.

functioning health
committees/boards who
are womenor from
winerable populations

engagementbyfemale
members

Sahil -Evidence of active
engagementbyfemale
membersin RHBwould be
30% and CHC would be 40%

Kakaar - 50% of CHCs
female, Evidence of significant
decisionmakingin health
matters

target of 4 female members. Belet
Xaawo has 4 members while Dollow
has 5 female members. Burdhubo
DHB hasonly 1 female member;
Luug and Garbahaareyhave 3
members. Elections of DHB members
takes place every three years and
next electionsdue end 2014
therefore not possible to change
female representation in DHBs not
meeting targetof 4 women.

Sahil: Milestone partially met HPA
continued to support21 fully
functioning CommunityHealth
Committees (CHCs). HPA also works
with the Hospital/Regional health
board. Of the total members ofhealth
committees, over 40% members are
female. 14% of RHB members
female. Level of female membership
of the RHBs in Sahil remains below
the target. Thisis because the RHB
has access to resources from Port
levies and key members are
influential businessmen therefore
HPA is unable to directlyinfluence
this.

Kakaar: Milestone met: 45% of
active CommunityHealth Committee
(CHC) members are women.CHCs
have 7 members therefore only
possible to have more than 50%
female representation.

The reviewers held discussions with
CHCsin Sahiland Kakaar that
confirmed HCS reports of active
participation of female members of
committees.

Outputindicator Milestone 4(2014) Progress Output
Description

Indicator4.1: Gedo -(33%) 4 womenin - Gedo:Milestone partially metBelet | B (moderately

% of members of each DHB, evidence ofactive Xaawo and Dollow have met the did not meet

expectations)

Indicator 4.2:
Number of women
reached with at least
one behaviour change
communication
message on how to
reduce maternal and

Somaliland - 10,000 people
reached with messagesin all
4 key areas

Somaliland: Moderately exceeded
PSI reaching 10,622 women through
Interpersonal Communication (IPC).
Mass media via radio, TV efc also
conducted butnotcurrently being
reported.

A+ (Outputs
exceeding
expectations)
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child morbidityand Sahil: 15,000 womenreached | -  Sahil: Met 14,779 women reached
mortality. with messagesin atleast one by May 2014. Based on numbers of
of the 5 key areas women in previous quarters this
target will be met. HPA also
broadcastthroughlocal radio aswell
as holding local meetings and
outreach drama work. In addition
HPA holds 5 day outreach at the end
of eachmonthin communities which
includes a componentofhealth
education on maternal and child

health..
Kakaar - 10,000 women - Kakaar: Moderately exceeded
reached with messagesin at 10,300 (until end March) numerous
least one of the 5 key areas communitydialogue sessionsand

mother-to-mother mentor sessions
are held atvillage level. IPC sessions
started in February2014in 9
HC/RHC's. From Februaryto

May 2014, SCI conducted 608
sessionsand reached 2,000 WRA.
SCl conducts FM radio messaging
targeting WRA in Gardo which is
estimated to reach 8,000 WRA.

Indicators revisedsince last Annual Review? (see Annex C) Recommend revision to indicator 4.1 and milestones for Yr 5.
ImpactWeighting: 15%

Revised since last Annual Review? No revision since lastreview and none recommended

Risk: Low

Revised since last Annual Review? No revision recommended

Output5 - Better harmonised and prioritised aid to the Somalia health sector

Output5 score and performance description: A+ (Outputs moderately exceeded expectation)

Overall output score is A+ whichincludes 1 A+ and one with no score.

Indicator 5.1 had no milestone for 2013. DFID however supported some sector wide studiesincluding ‘Enhancing a Sector Wide
Approach in Health’in conducted in September2013 and a desk review of ‘service deliveryin a failed state’ conducted in January
2014. HCS funding through DFID for Health Sector Coordination Office (HSCO) stopped in September 2013 following
recommendations from the Health Sector Institutional Analysis report. These functions have since been moved to the JHNP.

HCS has made considerable progress in the area of dissemination ofbest practises and lessons learntduring the pastyearboth
internally amongst members of the consortium and DFID and externally with other key stakeholders especially the JointHealth
and Nutrition Programme. In particular the Consortium has:
- Updated the SHARE website from an internal knowledge management website to an external information sharing website
opento the public.
- Developed an internal strategic plan and communications strategyoutlining key areas and channels for dissemination.
- Shared best practises and lessons learned through exchange visits, following a workshop hosted by the MOH in Puntland
held In Mayfor all EPHS partners contracted under JHNP in which SCI was asked to share its approach and bestpractises
on EPHS senvice delivery

A new indicator on stability and peace was notdeveloped due to challenges on measuring methodology and reporting.

Outputindicator Milestone 4 (2014) Progress Output
Description
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Indicator5.1: NOLONGERRELEVANT TO THE | Supportprovided for sector wide

Extentto which Health PROGRAM - JHNPFOCUS studiesincluding: ‘Enhancing a
Systems Strengthening Sector Wide Approachin Health
approachisimplemented and A review of Service Delivery
in Fragile States.

Indicator 5.2: NOLONGERRELEVANT TOTHE | Supportprovided to HSCO and
Coordinated and PROGRAM - MOVED TO JHNP Health Sector Committee (HSC)
harmonised, Bilateral and and Health Authority Board
Multilateral funding (HAB) until Sept 2013. Following

recommendations from a review
of Institutional Arrangements for
Health Sector Coordination,
these functions were moved to

the JHNP.

Indicator5.3: Submission ofatleast one articleto | Peer review article based on A+ (Moderately
Models of health care peer reviewed journal Client Satisfaction underway. exceeded
delivery documented and Article submitted to Global expectations)
disseminated withrelevant | Dissemination of HCS best Health Action journal and
stakeholders practicesand lessonslearnt, pending approval. A poster

including EPHS review, with presentation on the article has

relevant health stakeholders beenaccepted atthe Third

Global Symposium on Health
Systems Research2014in
Cape Town - 30" September-3¢
October2014.

Presentationson HCS
achievements and progress
made to 1) Health Sector
Committee in Nairobi, 2) Health
and Nutrition meetingin
Puntland, 3) MOH Conference in
Somaliland,4) Sharing lesson
learntfrom EPHS roll-outin
Kakaar during workshop for all
EPHS Partners in Puntland to
inform new JHNP partners.
Press release on HCSin Somali

media.
Indicator 5.4: TBC No milestone sonojudgement | Remove the
New Indicator on Stability canbe made here. indicator
and Peace Building to be No action has been taken by the
included HCS onfthis topic.

Indicators revisedsince last Annual Review? (see Annex C) Recommendremoving 5.1 & 5.2 and 5.4

ImpactWeighting: 5%

Revised since last Annual Review? No

Risk: High

Revised since last Annual Review? This rating should be changed to low as the output is now only focusing on documentation
and dissemination

Section B: Results and Value for Money.

[ 1. Progressand results

1.1 Has the logframe beenupdated since lastreview? Yes
The logframe has been updated since the previous based on recommendations where indicators, milestones and assumptions
could be improved through limited changes. Numerical targets were revised to make them more stretching to achieve as year 3
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results were exceeding outer year targets. . In many cases new milestones were developed or added to logframe indicators to
reflectchanges. Revisions are attachedin Annex C.

1.2 Overall Output Score and Description: A

Summaryof performance scores for each output:
Output Description Score Impactweighting
Output1 Functioning institutional frameworks and | A 10%

systems to supportimproved health senices in
placeintargetareas

Output2 Health personnel trained and employed to | A+ 30%
agreed standardsin target areas
Output3 Quality health service delivery, appropriateand | A 40%

prioritised for poor and wulnerable people in
target areas Somaliland

Output4 Citizens and services working together for | A 15%
accountability and increased access to good
health

Outputd Better harmonised and prioritised aid to the | A+ 5%

Somalia health sector

The programme is scoring an A - meeting expectations. Now in its fifth year ofimplementation, manyofthe original issueshawe
been addressed and the programme has concentrated on strong senice delivery results whilst being able to try innovative
approaches to help them meettheir deliverables. However, some activities are notrepresented in the original logframe indicators
but are nonetheless contributing to the overall programme impact The additional budgetof£950,000 allowed the programme to
maintain the continuous and uninterrupted maternity senices that had previously been established, to strengthen the referral
mechanisms, to scale up immunization services to children underfive years, as well as to develop the National Clinical Offic ers’
training curriculum.

Additional achievements ofthe HCS:
These are additional achievements which are notin the currentlogframe butare worth noting:

In Somaliland
1. Medical skills laboratories and clinical coordination offices constructed in training institutions and teaching hospitals
Somaliland national Internship programme reinstated
Produced one off cohortof Nurse Training T utors
Renovation of Berbera Hospital Mental ward
Ongoing supportto Somaliland Nursing and MidwiferyResource Center
6. SOMLAnow able to function as independent organization.
In Sahil
7. Several faciliies have been upgraded to higherlevels:
o Sheikh & Lacidle from HCtoRHC
o SheikhRHC to DistrictHospital
o Suugsude PHUto HC
8. Expansion ofsolarenergyin Sheikh and Berbera Hospitals. Berbera Hospital will be able to save $20,000 per month on
fuellelectricitycosts which will feed backinto services. T hisinitiative is being extended under the ESRES project.
9. Construction ofa regional cold chain building in Berbera. Four shops have also been constructed atthe site which will
generate income to supportservices.
10. Construction ofa new pediatric unitat Berbera Hospital and OT buildingin Lacidle RHC
11. Construction of2 new PHUs — Haayeti and Ceel-Shiekh
12. Revolving Drug Fund in Sheikh District Hospital which contributes towards supportcosts (staff salaries)
13. Referral system strengthening with a newly procured boatambulance to serve hard-to-reach coastal populations
14. Jamalaaye HCisnow open 24 hours with 8 hour 3 shifts managed bystaffand this has successfullyincreased utilization
to the wilnerable IDP populationitserves.
15. Health facilities are disability friendly with wheelchair access
16. More focus on SGBV/IFGM advocacywork
17. Women'’s Insurance Groups

e own

In Kakaar
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18. Cyclone Response: Outreach emergency health services covered 20 hard -to-reach villages affected by Puntland
cyclone in Banderbayla and Hafun districts. Outreach health services provided lifesaving support to cyclone affected
communities; 1,970 patients (29% <5yrs children and 35% PLW) were provided with complementary health activities;
distribution of ORS, aqua tabs, vitamin A, and health education

19. Solarinstallation completed in Gardho Hospital and solar lights installed in 25 PHUs

20. Gardho Hospital maternityward expansion and procurementof essential equipment:incubators, ultrasound, portablex-
ray, anaesthetic and sterilization machines

21. Placenta pitsand incineratorsinstalled for Health Facilities

22. Rehabilitation and renovation of 2 PHUs, 2 RHCs and 3 HCs

23. Studies conducted on pastoralistcommunities, barrier analysis, cross-sector study, IPC KAP to inform evidence based
programming

24. |PC Agents trained and conducting sessions at health facilities and linked to Female Health Promoters and to ensure
follow-up inthe communities.

In Gedo

25. Despite acomplexoperating contextand securityissues Trocaire has managed to change from a Remote Management
Structure to a field operations structure with a strong staff presence providing on-the-job training and more structured
and effective technical assistance and support

26. Recruitment&placementoftechnical staffin the field— HMIS, nutrition, Doctor & midwifes

27. Close monitoring and supportive supenision of services by Trocaire team in three Major accessible districts (BX, DL
&LQ)

28. Directengagementof DHBs leading to placementofseveral local staff

29. Liaison office in Mogadishu leading to full participation of all MOH demands

30. IPC Agentshave been trained by PSland will startconducting sessions with women ofreproductive age to promote key
maternal and child health information and encourage utilization of services. This is also a major achievement as the
majority of IPC Agents were male breaking through a preconceived cultural barrier which relied on only women
discussing MCH issues with otherwomen.

New Structure for HCS:

31. HCS has two new full time staff working on the project to provide support and assistance to the Consortium. A Grants
Manager based in Hargeisa was hired in Januaryand a full-time T echnical Advisor recruited in Februarybased inNairobi
who travels frequently to Somaliland and Puntland. T he Technical Advisorisincreasingly supporting more consortium
wide working and better integration of data. Examples of the role includes: liaison with DFID and key stakeholders in
Nairobi, Observer status granted at the JHNP Technical Coordination Group meetings, Civil Society Representative at
the JHNP Steering Committee, better planning and coordination with Health Authorities in the zones, representation at
HSC meetings in Nairobi, review and input into key health sector activities: coordination and planning with HSAT to
ensure HCS inputinto HSS work in Somalia M & E Framework, Joint Annual Review and Annual Work Plan process
with Health Authorities to align HCS activities with HSSPs, sharing information from global and regional literature;
reviewing quarterlyreports; The Technical Advisor also conducts joint quarterlysupervision and monitoring of partners
in conjunction with the HCS Grants Manager.

1.3 Directfeedback from beneficiaries

The reviewer travelled to Somaliland and Puntland and met with government officials and JHNP partners including the Joint
Coordination Unitin Nairobi. T his afforded the opportunityto meet and speak directlywith ministry, regional and local officials as
well as with the staff and clients at health facilities benefiting from the programme. Site visits were conducted to health facilities
in Sahil and Kakaar Regions, and in Hargeisa the reviewer metwith beneficiaries (pharmacists) from the Social Franchise Network
“‘Bulsho Kaab” and women attending IPC sessions.

Senior health officials have expressed their full support to the HCS. However officials also stated that more government
participation, collaboration and ownership of HCS is necessaryto ensure the HCS aligns more closelywith health sector priorites.
The change inleadership of key Ministry officials has been a challenge for the Consortium. Despite this, the EPHS programme
implemented by HCS in Somaliland has been cited by the Minister as a huge success and established the benchmark for the
upcoming roll-outof EPHS under the JNHP.

The MOH in Puntland works extremelyclosely with SCland theirimmediate and lifesaving supportto communities following the
cyclone in 2013 was seen as key. The Minister of Health in Puntland has also requested support from HCS partners such as
THET and PSItowork more closelywith MoH in areas of Human Resources development (especiallyclinical officers),Leadership
and Governance and private sectorwork in line with MoH priorities.
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Amore positive relationship is now also developing with the Federal Government officials in Mogadishu. The Acting Director
General ofthe MoH pointed outthatnot onlywere senicesimproving in Gedo but thatthe new liaison office had greatlyimproved
Trocaire visibilityand collaboration with Mogadishu.

HCS has been acknowledged byall health authorities as an innovative implementing partner thatis adaptive and responsive and
has improved senice utilization by mothers and children in Somalia. With the newly launched JHNP EPHS programme,
stakeholders have also expressed interestin learning from HCS experiences and building on proven initiatives ratherthan trying
to start untried and untested activities from scratch.

Al officials expressed deep concern aboutthe sustainabilityofthe HCS EPHS. ltwas also noted thatsustainabilitymechanisms
for EPHS needs to be further explored outside of donor funding; for example cost-sharing activities providing complimentary
supportfor EPHS seniices; use of funding mechanisms such as the World Bank MPF and the Somaliland DevelopmentFund.

Discussions with local CHCs and women accessing services allincluded positive feedback on support provided by HCS partners
—andinmanycases this hasinspired communities to take ownership and contribute towards EPHS. Forexample, health staffin
Xingood Health Center (Kakaar region) are paying for the construction of a health education unitwithin the facilitycompoundfrom
their own salaries and the CHCs have helped to provide building supplies and cleaning equipment to support. More detailed
beneficiaryfeedbackisincludedin Annex A

1.4 Summary of overall progress

Overall progress across the HCS has been strong and consistentacrossall outputs. The outputobjectives have all been largely
metwith some areas of substantial progressin advance oftargets and a few thatcan be improved. The programme has coniinued
to provide practical supportto policy, strategyand HR systems. T his is particularlyevidentin Somaliland where keyachievements
have included developing a HRMIS system, completion of the health work force surveyin Somaliland, a focus on long -term health
cadre development-BSc Nurses and Midwives, Clinical Officers, CommunityHealth Workers, Nursing T utors, medicalintemship
programme, construction of medical skills labsin addition to supportto Health Training Institutions, Professional Associationsand
NHPC. Innovation has continued as the cornerstone for service delivery in the EPHS in the three zones, referral systems have
been strengthened through provision of ambulances and the transformation of T BAs into birth companions (Sahil), increased
focuson FGM & SBVincludes training of health staff, communityadvocacy, referrals for medic al complications and psycho-social
counselling, SGBVdatabase in Sahil and linkages with access to justice. In addition the Consortium is now expanding into other
core areas of the EPHS: mental, dental and eye care in Somaliland. Partners have increased outreach initiatives and health
education through IPC sessionsto increase access to services by communities thatare harderto reach.

The five consortium partners are working well together and have continued to achieve results in a difficult and changing
environment. All partners have strengthened their relationships with government counterparts and have helped to build the
capacity of the Ministries of Health in Somaliland and Puntland as well as at the regional facility levels. HCS has proven to be
good at implementing and delivering on its specific targets, and more recently has started to demonstrate its comparative
advantage, share best practices and link up with other programmes and initiatives. HCS is now working closely with JNHP on
planning and coordination to avoid duplication of activities which was noted as a weakness in the previous annual review.

The majority of the recommendations from the last annual review have been implemented (Annex D). T here is still the need to
strengthen the Consortium’s approach to institutional development and further build on the dissemination of best practice and
lessonslearned. Following the 2012/13 AR, milestones were reviewed by all partners.

1.5 Key challenges

Politicaland social

1. Major changesinthe securityand political situation have taken place in the last year and this s rapidlychanging the context
in which the HCS is operating. The ever changing security situation, especiallyin Gedo, directlyimpacts senice delivery.
There has been a change in the leadership of the MoHs which has meant a lack of continuity and direction for the health
sector. The HCS has had to raise awareness on the impact of its work in order to build relationships with the Ministries, in
particularwith the FGS, to ensure greater collaboration in supporting a governmentled health sector strategy. The HCS must
continue to monitor, analyse, reflecton and respond to this changing context, taking into accountgovernment priorities whil st
ensuring the views of the communities theyserve are reflected to ensure its work provides optimal support to health sector
development. This will be a challenge for each partnerin different ways and close collaboration of the Consortium will be
useful for sharinginformation and establishing new ways of working.

Planning and Management
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The Consortium has historicallystruggled to plan and strategise as a single unitand this has meantthatlonger-term strategic
planning has been difficult to achieve. With a strategy now in place the Consortium is now better placed to position itselfin
the health sectoras a major player.

Sustainability planning is more than ever a high priority for the programme and more attention is needed in these areas if
the HCS is to remain at the forefront of thinking in the sector. T his will require careful positioning and a review of how the
HCS links to the wider health sector discussions and programmes (JHNP) as well as the move to decentralised planning and
management.

Technical

4.

There have been challenges with duplication and overlap between the work of the Consortium and JHNP. T he roll-out ofthe
JHNP EPHS and overlap of supportfor HRH and Leadership and Governance in Somaliland in particular, requiresagreement
to avoid duplicative or unsustainable initiatives. Challenges remain in the area of workforce planning and payroll and this will
grow as EPHS is rolled out with the ensuing need for expansion and retention of trained staffing in the public sector.
Challenges existand will increase onissues around qualityof care and these will be increasinglyhighlighted as demandside
work increases and more local accountabilitymechanisms are putin place through the JPLG

Specific technical and cultural challenges also remain such as: how bestto increase the uptake of modern familyplanning
methods; how to ensure abandonment of FGM/C practices; how to reach remote communities; and, how to ensure more
sustainable financing across the sector. There isalack of evidence and best practice to draw upon to tackle these challenges.
The HCSin turn needs to add to the body of evidence.

The HCS has struggled to document and share information during the last year, due to a lack of technical capacity.
Documentation and information sharing needs to be scaled up to ensure the development of a useable evidence base for
better decision-making.

1.6 Annual Outcome Assessment
Targetsfor year 4 of the projectwere updated in the logframe following the 2013 annual review. In general the HCSis making
good progress againstoutcome level indicators.

Outcome: Somali people, especiallywomen, children and the mostwilnerable, increase utilization of quality health services
contributingtoMDGs 1,4, 5 &6 in target areas

Outcome Indicator Milestone 4 (2014) Progress Assessment
Utilization rate (from Gedo- 1.0 visit per person Gedo:0.80 Good progress
number of outpatient per year

visits per person per Sahil - 0.6 visits perperson Sahil:0.57

year) in projectarea per year

health centres Kakaar - 0.6- visits per person | Kakaar: 0.67

(Disaggregated by per year Good progress across intervention

women and children regions. Targets for some

under5 years) data/denominator still remain

questionable.In Gedo OPD attendance is
now normalizing due to data correction by
new HMIS team. Milestone for Gedo for
year 4 was updated from 0.8 to 1.0 visit
per person. However this may be
unrealistic given previous data
inconsistencies, population movement
and scaling down of activities due to

insecurity.
Clientsatisfactionwith | Gedo-80% of all persons No Consortium survey planned for this Good progress.
senvicesas a proportion | interviewed. year, but partners conducted small scale
of persons interviewed | Sahil-80% of all persons exit surveys
through exit poll interviewed
Kakaar- 85% of all persons Sahil: Six indicators of client satisfaction
interviewed (Welcoming, waiting time, cleanliness of

facility, privacy of clients, consultation
time and over all service) used. >87% of
women rated aspects of senvice as good
to excellent(Oct.-Dec 2013)
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Gedo. A repeatclientsatisfaction survey
is planned to take place in July-Sept
2014.

Kakaar: Exit Interviews were carried out
with 100 women in April 2014. The initial
data shows that 71% interviewed were
satisfied. However, the scorecard
questions need to be revised / updated to
reflectquestions used in the external
clientsatisfaction survey.

Average number of Gedo- 5 per month Gedo: 5 Good progress
caesarean sectionsper | Sahil- 7 per month (from Sahil: 6.3
month Berbera Hospital and 2 Kakaar: 7

RHCs)Kakaar-9 permonthin

Gardo Hospital

In Sahil, data from Berbera hospital only.
RHCsare currently being upgraded. .
Gedo:In March 2014 Luug hospital
carried outthe first C-Section Kakaar: C-
sections only possible at Gardho Hospital.
Thereisa need to upgrade RHCs.

Modern Contraceptive | No milestone (Tobe MICS data from 2011 for Puntland and No milestone for
Prevalence Rate (CPR) | measured atthe end of the Somaliland shows extremelylow CPR year 4

‘modern programme) amongstwomen using modern methods.

methods women 15-49 Somaliland 1.5%

years Puntland 0.2%

2. Costs and timescale

2.1 Is the projecton-track againstfinancial forecasts: Yes

Athough HCS is working in a highly complex environment, it has managed to stay on track against its financial forecast. The
expenditure at March 2014 was £10.8m or97% of the annual project budget forthe 2013 financial year. The underspend of0.34
was mainlydue to two reasons:

1. Change in MoH leadership in Somaliland: between August2013 and November 2013 the senior management ofthe MoH
Somaliland has been replaced bya new team. T his has delayed program implementation, mainlyfor PSland THET , thus
affecting the level of spending.

2. Securityand challenges on the Kenya-Somalia border,impacting on Trocaire’s capacityto deliver goods and commodiies
to the Gedoregion.

2.2 Key costdriver:

The main cost driver is insecurity, a worsening security situation can cause significant challenges to programming and
implementation. In addition the following key elements drive up costs within the HCS programme. While not exhaustive together
they play animportantrole.

1. Alarge percentage ofthe population in Somalia live in remote and hard to reach places and have pastoralistlifestyles.
This places a higher burden on the cost of delivering the EPHS to this population. Costs are driven up due to the need for
transporting commodities, supplies and salaries long distances to remote facilities. T he costof supervision andemergency
referral system are also affected and ultimatelythe overall costof service delivery.

2. Areporton Human Resources for Health —Remuneration, HR and payroll process issues relatedtotheintroduction
of the ‘medium scenario’ was commissioned bythe HR Donor Working Group as a follow-on from the 2013 HR payroll
review to provide guidance on how to move towards the medium level scenario agreed by the Health Advisory Board in
2013. This scenario would see HCS salary scales increase substantially for some partners. HCS has been supporting
government stafftop ups primarilyatfacilitylevel, and the health authorities are looking to HCS partners to consider paying
their health workersin line with this medium level. T his increase has notbeen programmed into the budget ofthe HCS and
cannot be paid out without having a negative impact on other senvices. In addition, some HCS partners (SCl and HPA)
have been subcontracted to implement EPHS under the JHNP. The JHNP PCAs will pay the medium level scenario for
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staff —coming to approximately 40% of the overall budgetwhich HCS partners will not be able to match. Thismaycreate
backlash against HCS partners who are unable to pay the same ratesin HCS regions due tolack ofadditional fundingin
the currentbudget.

3. Inresponse to the lack of reliable utility services the HCS partners have invested in alternative supplies of electricity
and water. Solar panels have been installed in health faciliies necessitating substantial investment — for example
installation of solar systems in Berbera and Sheikh Hospitals is $195,000 per Hospital. Rainwater catchmentstructures
builtto ensure continuous and reliable supplies.

4. Commodities: HCS partners are procuring commodities for health facilities due to unreliable and inconsistent UNICEF
supplies (this excludes vaccines and nutrition supplies). Each partner has its own procurement system and individual
suppliers are selected based on individual partner organizational procedures. This, however, has led to higher costs for
commodities.

2.3 Is the projecton-track againstoriginal timescale: Yes
The HCS programme is on-track againstthe original imescale.

3. Evidence and Evaluation

3.1 Assess any changes in evidence and implications for the project

The Theoryof Change and the assumptions used in the projectdesign remain valid. T here is no evidence thatwould challenge the
original projectdesign and rationale.

The overall paucity ofdata in Somalia remains and isa major concernin the health sector across all zones. The improvementin
HMIS data inthe HCS regionsis a good example ofthe importance ofhaving some data on progress. T he results of the UNICEF
multi-indicator cluster survey UNICEF MICS (4) 2011 provide some up to date national health statistics but this is for Somaliland
and Puntland and does not cover South Central Somalia. To address this gap WHO has conducted a survey in three regions of
central and southern Somalia. T he results ofthe surveywill be used to monitor progress and evaluate the impact ofthe JHNP. The
main outcome ofthe survey will be to provide evidence-based decision-making and improve resource allocation for an equitable
delivery of health services byproviding baseline data on key MCH Indicators. Initial results are expected later this year. In addition,
WHO and the University of Aberdeen, funded by DFID Somalia, have conducted a Maternal Mortality surveyin Somaliland. Data
collection has been completed and analysis and reportwriting is on-going. AUN Joint reporton Trends in Maternal Mortality: 1990
to 2013 (Estimates byWHO, UNICEF, UNFPA, The World Bank and the United Nations Population Division) released in 2014 has
estimated that the Maternal MortalityRatio is 850/100,000in 2012, a reduction from 1,000/100,000.

Current reporting is still undermined bythe lack of accurate population estimates as a basic denominator. The MinistryofHe alth in
Puntand has recently sent out a revised list of population estimates to ensure that all partners are using the same data. However
population data for Kakaar region has been estimated as 160,908 and SClhave been using 180,000 to calculate denominators. In
Somaliland, the Ministryof Health has approved and released population estimates from 2010 onwards. T he population estimates
currently being used by HPA from 2013 for Sahil region are higher than those released bythe MOH - 220,000 versus 206,903.
Ovwerestimation of population denominators will result in under-reporting of key indicators for HCS and this issue needs to be
resolved at a broader health sector level. It maybe advisable for HCS to wait for the results of the UNFPA Somalia Population
Estimation Survey (PES) before updating population denominators in the project areas. The PES results will provide the Somali
governmentwith reliable population estimates and basic socio-demographic and socioeconomic characteristics ofthe population
(age-sex distribution, marital status, mortality, literacy, education, economic activity, gender disparities, and immunization status).
For HCS itwill also enable more robust calculation of progress againstcoverage or population based indicators and milestone s.
The firstreportwith population figures has been delayed and is currentlybeing released and two subsequenttechnical reports will
come outlater.

Independent monitoring and verification has been conducted on two HCS areas of service delivery; Support to Berbera Hospital
Somaliland; Support to Hingood Health Centre Puntland. T he results of both have positively endorsed the implemented activitie s;
objectives are being met and there are no concerns that activities have not taken place. One other HCS verification is currently
taking place. Further verifications are planned.

Apilot 2 year cash transfer programme is being designed with HCS partners, to test and evaluate the impact of a cash orvoucher
based system on specific health outcomes. Lessons will be shared with key health stakeholders.

3.2 Where an evaluation is planned what progress has been made?
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No evaluation was planned in the original Programme Memorandum. However in September 2013 DFID commissioned an
independent review of the EPHS pilotimplemented byHCS in three regions. T he review presented some key lessons learned and
innovations from the pilot phase and made recommendations moving forward (See Annex E). HCS developed a plan to address
recommendations made in the review and follow-up on action points are being addressed by partners.

4. Risk

4.1 Logframe outputRisk Rating: Medium

Output1:Low
e Output2:Low
Output3:Low
Outputd:Low
Output5:High

Risks are considered low as the programme has a strong management design, managed by an international NGO and
implementation carried out onlybyINGOs. The riskrating for output5 is to be changed to low as revisions will be made to the

indicator.

The business caserisk rating: Medium

Risk

Mitigation

Direction of
Travel

1. Governance and conflict
related risks

Operational, financial and
political ~ factors inhibit
achievementofprojectpurpose

1.
2.

3.

10.

PSlaslead agencyhas strong financial managementsystemsinplace.
Strong political supportin general (with some issues faced regarding
Gedo/JHNP now resolved)

There are quarterly meetings of all partners with DFID and quarterly
narrative and financial reports on progress.

DFID leading work underway to review payment of Govt staff top ups
(givensignificantcostto HCS), and need to ensure harmonisation with
other partners and sustainable strategy for this.

NGOs play continual role of assessing changing risk situation and
access

DFID supportto some facilities in Gedo has reduced with problems of
access. Trocaire decision to use own funds for certain areas. Remote
managementwas also in use for some facilities.

HCS partners all have strong relationships with local communities,
local government and Ministries of Health. (Gedo less so but
improving)

Partners reporting formathas been revised to help capture application
of do no harm principles.

Research work done to assess health contribution to peacebuilding
and statebuilding more discussion to be held across teams.

HCS Communications work is under review, with some external
supportto improve dissemination ofbestpractices and results.

Static

2. Fiduciary/Financialrisks

—_

ok

HCS spendis on track and extra funds are being programmed
Separate HCS audit for Jan-Dec 2012 conducted and a 2013 one
planned mid-year.

VFM reporting mechanism in place with agreementon qualitative and
quantitative indicators and regularity of reports. First report was
submitted on 15th November (give evidence), Qualitative reportdueon
15th May 2014.

HCS spendis on track and extra funds are being programmed

The annual audit assessed the overall fiduciaryrisk as low, as the risk
is spread between the implementing partners who are all INGOs. It
identified higher risks related to logistics and supplies and places
where remote management is in place (Gedo). HCS audit identified
some areas of risk and the same were addressed by PSI.

3rd party monitoring pilot is ongoing and is expected to identify any
areas of risk.

Static
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3. OperationalRisks 1. The EPHS review conducted in October shows very positive results | Static
on the delivery of services for women and children

2. Revision of clientsatisfaction feedback tool will ensure continual and
consistentmonitoring of beneficiarysatisfaction.

3. Anewdash board is being introduced to monitor results and to provide

an analysis to be used to address areas of weakness.

Ongoing 3rd party verification should highlightanyrisk areas

MoH leadership and capacitybeing strengthened by JHNP with strong

HSSP in place with clear priorities for support. Work done by HCS

through THET will be replicated across the zones to strengthen

capacity.

6. MoH supportive of HCS in Somaliland and Puntland; the relationship
with South Central needs to be strengthened. HCS is working on
greater collaboration with all MoHs to ensure Gov ownership.

7. Links between JHNP and HCS are being strengthened and HCS is
working to ensure representation at the zonal level.

8. Astrategyto address improvementin health sector coordination has
been developed and implementation will startin April 2014.

o

4. Riskofdoing harm Static
Capacity  building and 1. HCS partners review the local context every quarter and
application of ‘Do No Harm’ discussions are held atpartner quarterlymeetings to highlightany
principles. Provide continuous potential difficultsituations or upcoming risks.

review of the local contextual 2. Apolitical economyanalysis has been conducted, which highlights
analysis (socio-cultural, areas of concern for key health stakeholders to consider.

political, institutional, conflict, 3. HCSisimprovingits dissemination ofbest practices and sharing

etc.) of lessons; facilitating exchange visits between health

implementing partners.
4. HCSare reviewing the role of DHBs and RHBs in the health sector
in relation to the wider health sector context.

4.2 Assessmentoftherisklevel

The business case highlighted four principle risks namely: governance and conflictrelated risks; fiduciary/ financial risks; operafional
risks and risk of ‘doing harm’. T hese were all considered bypartners to remain relevant. Review of the risksis done in collaboration
with the partners during the quarterly review meeting. Any change in the direction ofrisk travel is highlighted and documented for
and follow up actions outlined.

4.3 Riskoffundsnotbeingused asintended

Overall fiduciary risk within the programme is low. The potential for the manipulation of logistics and supplies where remote
managementisinplaceis higher. Theriskin the Gedo programme is therefore judged as higher than other parts ofthe programme
where accessibilityto international staffis lower. DFID has introduced a pilot third party verification process that should help identify
any areaof concerns.

Programme funds are channelled through Population Services International (PSI), the lead implementing agency for the HCS
programme. T here islittle procurementunder the programme and where undertakenitis under control ofthe Consortium partners
and notchannelled through governmentsystems. PSIprovides quarterlyHCS narrative and financial reports incorporating all other
implementing agencies, as well as the required annual financial auditreports. There are regular high quarterlyreview meeti ngsthat
include aspects of management and financial control. The fiduciaryrisk is low due to the spread between 4 other INGOs with
extensive experience of operatinginthe field in Somalia asimplementers.

As we are not providing financial aid through government systems, the partnership principles do not apply in the detailed
managementand monitoring ofthis programme.

4.4 Climateand EnvironmentRisk

The business case classified the climate and environmental risk for HCS as medium/manageable potential risk and high
environmental opportunity. T hisremains the same. HCS has continued to use innovative facilities such as solarenergyin Sahil and
Kakaar regions, which is being extended under the ESRES programme funded under the ICF. They have demonstrated use of
water catchmentand safe and hygienic was disposal.
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5. Value for Money

5.1 Performance on VfM measures

Economy

HCS reported on unitcosts for its maininputs for the first ime inthe Jan-March 2014 quarterlyreport. Unfortunately this was not
donein a coordinated wayand so each partner defined their inputcosts in different ways meaning thatthey are not comparable.
Thoughts on how this can be done going forwards for each of the maininputs are below:

e Salarytop-ups: HCS partners shouldideallybe complying with the new HR Policy‘medium scenario’ monthlysalary scales
for Somali healthworkers. As discussed above (see Cost Drivers section) this may not be affordable under HCS, but the
salary scales provide a benchmark to compare against. HCS partners should therefore report againstthe job tities in the HR
Policy: a) what health workers in their zones are currentlybeing paid by the government; b) whattheir salary top-ups are
from HCS; c) the resulting total salary; d) the target salaryin the HR policy;and e) the variance between c)and d).

e Commodities: partners should together chose a few drugs that they are all procuring and which are a high proportion of their
commadities budget, and then just reporton their prices. T heir prices can also be compared with those of UNICEF.

¢ Training per-diems: these should be reported as per participantper day (see below for an initial discussion abouthow these
vary).

e \ehiclerental: PSIand THET reportthis as per day, while SCl and Trocaire reportitas perkm. Theyalso give different
definitions as to the location. It is also unclear whetherthey are including the costs of fuel and a driver. Again it is nec essary
for them to agree among themselves how to do this in a consistentway.

Efficiency

It is in the estimation and reporting of service delivery output unit costs that HCS has been mostinnovative in terms of VM, with
help from VM consultants funded by DFID in 2013. Data on the output unitcosts for the first 6 months of the project (April —
September2013) and the second 6 months (Oct2013 — March 2014) are given below.

Outputunitcosts (£)

Output unit cost HPA Trocaire SCI
Apr-Sep Oct-Mar Apr-Sep Oct-Mar Apr-Sep Oct-Mar
Cost per birth attended by a
skilled birth attendant 14 32 % 44 39 3
Cost per ANC2+ 2.1 48 3.3 104 12.1 12.1
Cost per Outpatientvisit 1.1 2.0 2.2 2.1 4.2 34
Cost per communityhealth worker trained (THET): fell from £4,078 to £3,493.

Cost per couple year of protection (PSI): increased from £238 to £346.

These outputunitcosts show significantvariation over time: all of HPA's unitcosts doubled; Trocaire’s halved for births b ut trebled
for ANC2+; while SCI's remained relativelyconstant. T heyalso show significantvariation between partners, although the
differences are evening out over time. In the June 2014 partners meeting the reasons for the changes over time were discussed
and appeared to be composed offour main types. Eachis briefly discussed below:

e Lumpyexpenditures: medical equipment (a key reason for the doubling of HPA's unit costs); training costs (T rocaire); salary
increases (Trocaire); consultantcosts (THET),and launch costs (THET). T hisis a problem with comparing outputunitcosts
over shorttime periods. T he suggested solution is to only compare outputunitcosts a) annually; and b) for the whole life of
the project(which would be updated each yearbased on actual spending and results).

e Results: ANC resultshave fallen for HPA, increased slightlyfor Trocaire,and increased substantiallyfor SCI. Tofully assess
the relative impactofchangesin results compared to changesin costs, in future both should be presented next to the unit
cost.

¢ Reallocation of spending: Trocaire said thatthey had stopped working with some facilities thatwere very inefficientin terms
of the number of people served compared to operating costs, which had helped to lower their unitcost per birth. However,
the decision to change had notbeen driven by ViM considerations. A greater understanding ofhow the efficiencyof
spending maydiffer between locations will resultfrom the EPHS Costing Study and as HCS partners deepen their own
analysis of their unit costs.

o Mistakes: Trocaire suggested thatthe very high unit costper birth of 95 for the first period is likely to be a mistake. Analysis
of the unit costs will be done to ensure consistencyacross partners.

Recommendations:
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¢ Devwelop better methodologies to allow partners to harmonise reporting ofinput costs, taking into accountthe suggestions
above.
Outputunit costs to be reported annuallyrather than six monthlyand estimates made for the whole life of the project.
Resultsand costs to be presented next to output unitcosts to facilitate analysis.

o Differences between partnersin output unit costs should be analysed to ensure consistencyin how they are being
calculated, and to generate lessons on how to promote VM.

5.2 Commercial Improvementand Value for Money

In order to understand what processes the HCS partners have in place to promote VM, HCS has been piloting a questionnaire
developedin June 2013 by DFID-funded VM consultants abouttheir processes and actions related to VM. T he information from
this has been summarisedin the Table of Good VM Practices below, in terms of the 3 Es of Economy, Efficiencyand
Effectiveness.

Thisreveals many good practices foreach of the 3 Es that are saving costs and increasing results. T he greatestweaknessis that
there is no jointprocurementbetween partners to facilitate bulk procurement, such as of medical commodities. T his should be
discussed atthe next partners meeting, once the data comparing inputcostsis available.

In order to learn lessons, the partner meetingin June 2014 focused on discussing VM good practicesin two areas:

a) Incentive payments:these were divided into the following four types:

(i) Incentives for traditional birth attendants to refer women to deliver in health facilities: the discussion revealed a wide
variation in the amountpaid per referred delivery: HPA$5 and Trocaire $10. ltwas agreed thatthis partlyreflects the need's
of differentlocations - Gedo where Trocaire is operating is the poorestand traditional birth attendants receive the equivalent
of $10 when they assist a home birth, so at least$10 is needed to compete with this. However, it was also agreed thatthe
evidence base to justify these payments needs to be strengthened e.g. to check that payment is sufficient. In addition,
more experimentation could be done to maximise their effectiveness and sustainability. It was agreed that Trocaire will
lead on this given that they are developing their incentives policy at the moment, and will include consideration of using
additional payments to incentivise antenatal and post-natal care.

(i) Incentives forwomen to attend training: partners again provide differentincentives and cover the costoflunch: SCl provide
nothing; Trocaire a snack worth around $2; HPAa snack or $5; and PSI a bucket and bow! worth around $5 (a jar has
been removed as it proved to make no difference). The SCl example of providing nothing made other partners agree to
assess whethertheir incentives are appropriate.

(iii) Incentives for health workers to attend training: all partners paid similar amounts to cover the costs of health workers
attending training.

(iv) Salarytop-ups for health workers: due to lack of time, these will be discussed atthe next partners meeting.

b) Training:there wasadiscussion of bestpractices and anumberofelements were agreed upon. ltwas decided that THET would
turn these into a one pager outlining bestpractices by zone.

Compared to the VIM qualitative questionnaire designed bythe consultants, the Table of VM Good Practices developed internally
by DFID Kenya and DFID Somaliais a simplertool to gatherinformation aboutthe actions that partners take to promote ViM, and
is also more comprehensive. It should therefore be used from now on by HCS instead of the questionnaire. However, the
questionsin the questionnaire on mistakes and lessons learntare useful and so will be added to the ViM Good Practices
template.

Table of VfM Good Practices

3Es Good practice Example

Economy Use of best practice procurement All: Common procurementrules that purchases above $500 need
(Lowestprice | processesfor bigticketitems. atleast three bids, and above $5,000 need open tender.

for Inputs of Purchases above £30,000 need the approval of PSI.

required Bulk procurementofgoods and Consortium members are notdoing any jointprocurement
quality) senicesto getdiscounts. between themselves. However, within theirown organisations

some have reported trying to buyin bulk. PSI: developed a
procurement plan which allowed for bulk purchases of medical
gowns. SCI: procures some health itemsin bulk internationally
acrossallits countryprogrammes.
Procurementarrangementstoget | All: have procurementplansto ensure timely supply of inputs.
timely delivery.
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Reviewing salaries againstthe local
market

All: reviewed salaries againstthe marketin either 2013 or 2014.

Building capacityof implementing
partnersin procurement

THET: adding procurementguidelines to partnership agreements
and providing training onthem.

Conducting procurementjointlywith
partners when there are concerns
over their capacity

THET: three staff members are partof the MoH Procurement
Committee.

Efficiency
(Inputs
produce
Outputs of
required
quality for
lowest cost)

Selecting the mostappropriate
types of Inputs balancing costand

quality

HPA making all efforts to find appropriate local consultants before
advertising internationally (minimising fees and transport costs,
and language barriers).

THET using NHS volunteer trainers rather than consultants (also
sourced for HPA).

SCl using fibreglass roofing sheets for coastal health centres to
prevent corrosion, following consultation with MoH counterparts.

Minimising transportcosts

Trocaire: training communitywidwives in Mogadishu instead of
Tanzania.

Coordination with other providers to
prevent duplication

All: have provided examples of other health service providers
working in theirregions that they are coordinating with closely.

Piloting different types of input
and/or delivery method to increase
efficiency

See text above onincentive payments and training.

Effectiveness
(Outputs achieve

Maximise impactoftraining

Trocaire: requires midwives to sign an agreementto stay inthe
communityfor 3 years after their training.

Outcomes) Building capacityof government to | All: are training health workers.
deliver servicesto ensure Trocaire, SCI & HPA: are building the capacityof Regional and
sustainability District Health Boards to manage health services.
Incentivising the private sectorto THET:istraining trainers in Health Professionals Associations
deliver services to ensure which can be sustainable sources oftraining in the future.
sustainability
Sharing programme informationand | All: claim to be sharing information and lessons learntwith HCS
lessonslearnt with governmentand | partnersand MoH through quarterly reports and coordination
other key actors. meetings.
HPA: shared reportand presentation on clinical auditing with
partnersincluding MoH.
THET: bestpractices ofwork in Somaliland were shared with
WHO for a presentation in Pakistan.
Maximising wider socio-economic | HPA, THET & Trocaire: procuring items locallyto save transport
benefits beyond the measured costsand benefitthe local economy: HPA with IEC materials;
Outcomes THET with lab materials and books; T rocaire with materials for
rehabilitating theatres and food for inpatients.
Recommendations:

5.3 Role of project partners

e Population Services International (PSI): As project coordination agency. PSI has negotiated an administrative fee of 12% and
a procurement fee 0f4%. This fee is on a par with fees currently being charged to DFID byPSlin other countries in Africa. All

Discussion atnext partners meeting of why there is no joint procurementof medical commodities.

Implementation of actions agreed bypartners on incentive payments and training.

Salary top-ups for health workers should be discussed at the next partners meeting.

The VIM Good Practice template should be used by partners for qualitative VIM reporting instead of the questionnaire.

consortium partners have negotiated administrative charges 0f8% as overhead costs.

e PSlisalsoinvolvedinthe HCS asa consortium partner and is responsible for the social marketing of water purification tablets,

diarrhoea treatmentkits and birth spacing productsin Somaliland

Health Poverty Action (HPA) is implementing the Essential Package of Health Services (EPHS) in Sahil Region, Somaliland.

e Trocaireisimplementing the Essential Package of Health Services (EPHS) in Gedo Region, South Central Somalia.

e Save the Children International (SCI) is implementing the Essential Package of Health Senices (EPHS) in Kakaar Region,

Puntland.
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e Tropical Health & Education Trust (THET)is providing capacity building and technical support to the Ministry of Health and
supports training institutions and professional associations in Somaliland.

5.4 Does the projectstill represent Value for Money : Yes

The projectstill represents VM for the following reasons:

e Results:ithas scored A onits Outputs, hasa numberofadditional achievements thatare not recordedin the logframe,andis
making good progress againstits Outcome indicators.

e Costs: remain stable, although the Cost Driver section flags risks around security, the new HR policy,and lack of reliable ufility
services.

e Theoryof Change:this remains valid.

¢ Risks: the overall risk rating remains at Medium, which each risk remaining static.

e \fM: HCS partners are following a number of good practices to maximise VM, exceptfor joint procurement. T he VM
indicators of Economyand Efficiencyare not yet being reported consistentlyenough to facilitate analysis, but the partners are
committed toimproving this.

5.5 If not, what action will you take?
N/A

6. Conditionality

6.1 Update on specific conditions
There are no specific conditions on this programme.

7. Conclusions and actions

The Consortium partners continue to make good progress and have provided considerable support to the health sector across the
country. They continue to work well together when required and overall management of the Consortium by PSlis judged to have
been effective and efficient even with the staffchanges that have taken place. The overall performance is commendable given the
considerable changes and challenges thathave taken place during the year across the health sector and in each ofthe three zones.
Relationships with government, even in some difficult political environments, were reported (bygovernment officials) as very good,
although some outstandingissues were mentioned. Thisis true atall levels ofthe system from Ministry, through Regional, down
to CommunityHealth Committees and CSOs.

The review has discussed a range of new and emerging challenges across the sector as new initiatives come into play, new
governmentdynamics have beenintroduced as the programme startsits last year ofimplementation. The Consortium is now faced
with the roll-out ofthe JHNP EPHS programme, and the JPLG pilot projecton decentralization of health services and the increasing
engagement ofa range of bilateral donors. While further consolidation ofthe programme isimportant, so is navigating the new aid
environment. Importantwork is needed to ensure the lessons from the pilot work under HCS are well documented and used to
influence and support further roll-out of EPHS and decentralised districtplanning. There needs to be attention to keyareas ofthe
programme and awoidance of spreading too thinly. At the same time the programme now needs to start to tackle sustainability
issues that will see the continuation of HCS supported work after the programme endsin 2015.

Emergingissues:

EPHS Costing: The EPHS was costed in late 2009 by UNICEF, butthis was onlybased on estimates. T he EPHS review conducted
in September 2013 found that despite being donor funded, there have been other inputs from local sources thathave been highly
innovative and impressive. The EPHS review recommended that actual costs from the pilots be used to update these estimates,
and ifpossible be compared with results/impacts. T he lack of costing analysis hinders planning for expansion for EPHS especially
given the roll-out of EPHS in a further nine regions through the Joint Health and Nutrition Programme, The upcoming review the
EPHS costevaluation will provide valuable information on the costing for EPHS roll outbydefining unitcosts and minimum package,
plus distinguish costs of additional components. HCS should ensure sharing of these lessons with other implementers

HRH sustainability: HCS pays a considerable amount in staff salary top-ups at both central and regional level across the three
zones. This is completely reliant on DFID funding and not sustainable in the long run. HCS should plan how to take forward the
recommendations of the HRH top ups review work and explore whether senice delivery staff can transition to governmentpayrol |
and be taken on by New Deal recurrentcosts funds (SL, separate from PL and FGS). THET should respond to recommendations
made and propose how the recommendations can be taken forward underHCS
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Given the successes achieved in a relatively short time through a myriad of innovative approaches, HCS can provide valuable
lessons learned to help inform the further roll-outof the EPHS. HCS needs to continue to pilot, innovate and share learn lessons —
e.g. the upcoming cash transfer pilotfunded by DFID in Karkaar Region will provide evidence on the effectiveness of cash transfers
to increase utilization of key maternal and child health senvicesin hard to reach areas.

FGM / Fistula: HCS work on FGM has in the pastprimarily focused on fistula repair and treatment. HCS should considerlinking
into a wider sectoral approach in line with government priorities for FGM as opposed to a narrow focus. T his is becoming more
relevant with the increasing international focus on FGM and also shifting priorities in Somalia. An anti-medicalization policy has
been drafted in Somaliland and a policy has recently been endorsed in Puntland. HPA has done considerable advocacy workin
Sahil region and focused on increasing access to justice and support to victims of FGM/SGBVthrough linkages with Community
Based Organizations. These areas should be expanded to other Karkaar and Gedo Regions. HCS is participating in the
Reproductive Health Working Group in Nairobi which covers FGM and SGBV issues and should participate in zonal task force
meetingson FGM.

Summary of Specific Recommendations by output:

Specific recommendations byoutputare in Annex B. Ownership and timings of specific tasks related to outputs to be agreed bythe
HCS after approval of the AR.

A summary of the main recommendations is:

Recommendation Ownership for action Timings

Revisions to indicators:

Certainindicatorsneedtoberevised or | HCS Technical Advisor To be completed byend of September
taken out to reflect the changing 2014.

context.

- Indicator 3.2 needs to be changed
to ANC2+ (more than 2 antenatal
visits per woman)

- Indicator 3.7 needs to remove
reference to OT P nutrition services
and marketing of multi nutrients

- Indicators 5.1 and 5.2 need to be
removed as these are objectives of
the JHNP and no longer relevantto
HCS.

- Indicator 5.4 needs to be removed
due to the challenge of measuring
and determining a suitable
indicator

Revisions to output milestones:

Due to the length ofthe programme and | HCS Technical Advisor directinginput | To be completed byend of September

the everchanging contextof the health | from HCS partners. 2014.

sector, revisions are needed to the

milestones of each output to ensure

they reflect the changing political
environment and are stretching yet
realistic and achievable.

HRHtop ups:

Explore and secure transition of service | HCS Technical Advisor to develop | By December2014.

delivery staff onto Gov payroll and find | strategy.

methods of funding HR costs through
recurrent cost provisions. Pilot HRH
review recommendations.

Costing:

Take forward recommendations that | DFID Health Advisor with HCS | By October2014.

will come from costing evaluation and | Technical Advisor

disseminate lessons learned with

28




health  authories  and  key

stakeholders.

FGM:

- Build on the existing Girls clubs | HCS Technical Advisor to action with | By April 2015.
and GBV database and expand | HCS partners.
through the Consortium.

- Use information from current By November2014.
analysis and follow up with UN
Joint Programme to dewelop a
consistent approach to tackling
FGM.

- Participate in zonal leval FGM
Task force meetings. By August 2014.

Lessons Learned:

The health sectoris currentlyundergoing a ‘paradigm shift' from a traditional humanitarian operating environmentto a postrecovwery
setting, where partners are supporting the government structures to deliver essential package of health services through
implementing partners such asNGOs. T his reflects the New Deal way of working; supporting a governmentled strategy.

Government leadership and oversight

e Government needs greater oversight of the implementation of EPHS as delivered by the HCS as it is key to promoting
government legitimacy and strengthening the compact between state and citizens, through service delivery. The HCS has
strengthened its relationships with government over the last year but needs to keep its focus on working ata more strategic
health sectorlevel using evidence and lessons learned from its programme to work more closely with government to achieve
governmentpriorities. T hisis especiallyrelevant for relationship building with the Federal Government.

‘Political factors’ affecting the process:

e Follow“DONO HARM” principles especiallyin a fragile country like Somalia.
Regularlyreview political risks and allow local leadership/ authorities to reach on a conclusion through mutual consultation and
withoutcompromising on the principles. Functioning RHOs, RHBs and/or their districtequivalents are vital.

Challenges facedto ensure “Delivery of Results”:
e Continue tofocus on deliveryofresults but the HCS needs to be able to provide technical supportin addition to service delivery.
e Strengthen and supportmonitoring and review systems of the authorities rather than creating another vertical system.

Community Ownership and Income Generation:

e  Communityownership via RHBs, DHBs and CHCs is a vital for effective sustainable gains

e Facilityownership by communities and local authorities should be encouraged while promoting the national authority ofthe
MOHs.

Consistent Supplies:
e Humanitarian sources for supplies are reducing; Supplychains and procurementstrategies need to be developed bythe HCS
and feed into a sector-wide approach, to ensure consistentand reliable supplies.

EPHS costpackage:
e Greater understanding isneeded to help define the minimum costs forinfrastructure and delivery of essential health senices
to determine the most effective package.

8. ReviewProcess

Data collection for the fourth annual review ofthe NGO Health Consortium Somalia programme took place from the 6% - 26th June
2014. This meant that data from three quarterly reports were available in addition to data for April and May. Supplementary data
for the period June was provided by the Consortium where available. This actual and projected data has been provided where
thought important by the reviewer. The review team visited Puntland and Somaliland in order to hold discussions with each
Consortium partner and other stakeholders. Discussions were also held with all three Ministries from the Federal Government,
Puntland and Somaliland. Site visits were made in Hargeisa, Berbera, Garowe and Gardho and visits made to selected instituti ons,
health facilities, NGOs and CSOs. Discussions were held with CommunityHealth Committeesin Sahiland Kakaar Regions, and
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Regional Health Board representative in Sahil Region. Unfortunatelyit was not possible to travel to Gedo Region to meet with the
District Health Boards or community members due to insecurity. Discussions were also held with communitymembers in rural
areas of Sahil and Kakaar Regions). Value for Moneyreview work was undertaken in Nairobi and included consultations with DFID
and HCS Partners.

Documents reviewed:

Health Consortium Somalia 2011,2012 and 2013 Annual Review Reports
Programme Memorandum

Programme QuarterlyReports

HCS Programme Extension Business Case

Inception review report 2010

Projectproposal

Revised Logframe

Somalia RH Strategy

Health Sector Strategic Plans (HSSP)

Somalia Essential Package of Health Services (EPHS)
Joint Health and Nutrition Programme Business Case
Female Genital Cutting Scoping Mission Report
ImpactFeasibility Study Report

Value for MoneyReport- Georgia -2011

Value for MoneyReport-HSLP -2012

Annual Review /PCR Template

xvii)  Howto Note: Reviewing and Scoring Annual Reviews
xvii)  DFID Kenya/Somalia T welve Tips for AR/PCRs
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22.
23.
24,
25.
26.
27.
28.

Nairobi:

Karen Stephenson DFID Health Advisor

MrDuale Aden Mohamed -FG Director General Health
Mr Ibrahim Abdihamid - FG, Director Planning

Anirban Chaterjee — UNICEF

Boukhare Bongongou — UNICEF

Bernard Odera— UNICEF

Zivai Murira—UNICEF Nutrition

Shalini Guduri — UNICEF Nutrition

Francis Malweye —WHO

. DrRizwan Humayun-WHO

. DrRaza Zaidi- JHNP

. Esther Walters-Crane - JHNP

. Lordfred Achu — UNFPA

. Samia Muhumed- UNFPA

. DrNaidu- SCI Head of Health

. DaunFest - PSI Deputy Director East Africa

. Ombretta Mazzaroni - Trocaire Health Programme Manager
. Martin Dwan — Trocaire CountryDirector

. RosemaryMutie — Trocaire Grants Officer

. Irene Mirambo - Trocaire Programme Support Officer
. Betty Oloo- Health Information Liason Officer

Puntland:

Dr Enow — MOH Puntland — Minister of Health

Ahmed Awale - MOH Puntland - State Minister Planning
Abdirazak Hersi- MoH Puntland, Director General

Dr Abdirazaak Hassan Issa - MoH Puntland, Director of Planning
Abbdilatif Mohamed — SCI Area Representative

Mohamed Takoy- SCI Health Programme Manager (Puntland)
JamaMohamed - SCIProgramme Manager Health (Gardho)
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29.
30.
31.
32.

33.
34.
35.
36.
37.
38.
39.
40.
41.
42.
43.
44,
45.
46.
47.
48.
49.
50.
51.
52.
53.

54.

95.
56.
57.
58.

99.
60.

61.
62.
63.
64.

65.
66.
67.
68.
69.
70.
71.
. MsAyan Hussein—SGBV officer
73.
74.

Sharmake Hassan Ali — MOH HMIS Director
Yasmin Ali — HSAT Technical Advisor
GardhoRHO Team

Staff and CHCs at Xingod Health Center

Somaliland:

Osman Warsame —MoH Somaliland, Director General

Faisa Ibrahim - MoH Somaliland, Director of Planning
JamaMohamed - MoH Somaliland, Director Nutrition

Abdulahi - MoH Somaliland, Director HMIS

Dr Khadra- MoH Somaliland, Director FamilyHealth

Dr Essa Jama - MoH Somaliland, Director of Human Resource and Development
Khadar Mahmoud Ahmed-MoH Somaliland, Director Medical Services
Abdurahman Adan — HSAT T echnical Advisor

Donato Gulino—PSI Somaliland CountryRepresentative

Chizo Ezem - PSI Technical Advisor

Christopher Montague — PSI Communications

Muna Abdilahi— PSI Maternal Health

Adan Qodex - PSI Research Manager

AbdilahiHassan - PSI Sales & Distribution

Abdirahman Hirsi Ali — PSI SFN

Ahmed Younis - PSI

Site visit to Mohamed Moga HC and IPC sessions and SFN Pharmacies
Dr Tadessa Kasaye — HPA, Regional Director

Mr Rohit Odari — HPA Health Programme Manager

Ahmed Shawky — HPA Nutrition Programme Manager

Staff of Professional Associations

SLNMA:

Hassan Nuh Abdillahi — Project Officer

NHPC:

Nimo Ahmed Ali — Acting Executive Director/Programme Development Officer
Dr Ahmed Hashi Oday — Chairperson

Dr Abdirahman Mohamed Ahmed-doodi- Vice Chair
Hussein Said — T echnical CapacityBuilding Consultant
SMA:

Dr Abdirashid Hashi Abdi — Chairman ofthe Board

SOMLA:

THET:

Wario Guracha-THET CountryRepresentative Somaliland
Thomas Okedi— THET Programme Manager

Emilien Nkusi— THET HSS Manager

Mohamud Abdallahi Yonis— THET Sn. Programme Officer

Sahil:

Regional Medical Officer

HMIS Officer

RHO Team

Dr Asha - Director Berbera Hospital

HPA Team:

Yassmin Mohamed — Sahil Programme Manager
MrMohammud Madar -EPHS T echnical Officer

MrAhmed Abdimuse — HIV & M&E officer
Staff and CHCs at Jamalaaye Health Center
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Annex: A

Beneficiary Feedback
Discussions with local CHCs and women accessing services all included positive feedback on support provided byHCS partners —
andin many cases this has inspired communities to take ownership and contribute towards EPHS.

For example, health staffin Xingood Health Center (Karkaar region) are paying for the construction ofa health education unitwithin
the facility compound from their own salaries and the CHCs have helped to provide building supplies and cleaning equipment to
support.

“Our staff have been motivated to help the IDP community here and as we believe in the EPHS and the services we provide we are
using our own money and incentives earned to build a room for health education so that mothers do now have to sit outside” (Iftin
Officerin Charge, Xingod Health Center).

The CHC s play a pivotal role in linking the communities to the health facilities and encouraging mothers to use services.

Mahada, a CHC member of Xingod CHC expressed how important the HCS EPHS projectis to the community “Alotof things have
changed since the start of this project, construction has extended and more women are using the senvices. The staff are very
committed and we supportthem bylinking the communityand activelyfind cases in the community, forexample if a pregnantwomen
is not going to a health center we encourage her to seek ANC. | once saw 2 severely malnourished children in the camp and
persuaded the mother to bring them to the health center and they survived and became healthy. The mother still thanks me when
she sees me for saving her children”.

“We come everyday to check activities atthe health center. We don’t” have much money as thisis an IDP village butwe have power
in the community and see more women coming from our community everyday....” (Ahmed Ismail Muse, CHC Member Jamalaaye
HC)

The PHC Coordinator at the Regional Health Office in Karkaar said the EPHS project is making a significantimpact on women'’s
health “since this project started we are seeing more and more women accessing senvices, the number of women who are coming
for four ANC isincreasing, more women are coming to deliver at health facilities and thisis reducing the number of women wh o die
during childbirth, we are also seeing more women coming for postnatal care as they see the benefits for their health”.

The support provided thorough the HCS project was cited as a major success in Sahil in providing quality health senices to the
population. Dr Abdirahman the Regional Medical Officer said “we have made very good achievements since the start of the
programme. T he work that HPAis doing with solar installation in Berbera Regional Hospital and Sheikh District Hospital, esta blishing
the SGBV Unit. expanding now to eye, dental and mental health servicesin collaboration with communitiesand CHCS have created
senicesthat never existed before and we now have better senices than those available in Hargeisa”.

Dr Asha the Director of Berbera Regional Hospital emphasized how the EPHS project had changed the pervasive trend of home
births in the region “At the start of the project home deliveryin Sahil was amongst the highestin Somaliland. Now we have seen a
complete reversal and the majorityof mothers are giving birth in health facilities. T he EPHS programme is saving mothers li ves.”
Mothers who are accessing services under the HCS EPHS programme talked about how their lives had improved since they had
started using health facilities.

Khadro a mother of three children who uses the Xingod Health Facilitystated “ there are qualified staff who treat me well, | getthe
medicines |wantwhen Ineed them. I trustthe health workers here and | also bring all mychildren here for vaccinations and to screen
them so that they grow up healthy and strong”.

“The main benefitof this projectis thatthis facility is able to provide services to IDPs and pastoralists who have lost their livelihoods
... we are very poorand have no income, butthanks to this projectwe can use services when previously we were unable to visit any
faciliies.... “ (Fadumo, mother visiting Jamaalye HC in Sahil).

“The main benefitisfree delivery and also if a womanis sick the ambulance can pick herfrom home! This is veryimportantaswe
live very far away in villages and have no other means of transport! (Layia, -19 years old and 3 months pregnant with her firstchild).
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ANNEXB:

Specific Recommendations by Outputfromthe current2013/14 Annual Review

Ownership andtimings to be agreed with the HCS by September 2014

Recommendation

| Owner

| Timetable

Output1:

1.

Capacity building in this area of institution building and local
governance isneeded THET in particular will need to look atits role
as other sources of support for key programmes of institutional
development start to implement activities in relation to other health
sector programmes. T he rapidlychanging political and aid dynamics
needsto be considered.

Consider undertaking a strategic review of the role of the HCS
programme in the area of institutional development in particular in
relation to the JHNP. Thisis needed as new programmes and donors
are now either on the scene oraboutto start. THET in particularwill
need to find its position and core competencies within this new
dynamic as more supportis provided for policyand capacitybuilding
atcentralandregional levels.

HCS should develop a detailed plan for support on key elements of
institutional support to the health authorities in Garowe and
Mogadishu. This will need to include consultation with JHNP and
MOH representatives to ensure clear division of labourand resource
allocation.

Support to the NHPC and professional associationshasbeenacore
componentofworkin Somaliland. Furtherthoughtneeds to be given
to the next steps in this support to try to ensure continued capacity
developmentand sustainabilityof the institutions.

Output2

5.

The HCS should continue supporting the developmentofworkforce
planning competencies within the health authorities. THET is
planning a scoping mission to Puntland, which will provide THET with
an understanding of the needs of the MOH and develop a plan to
provide support to complement or address gaps not covered by
JHNP.

Staff retention after training remains a key concern in the health
sector. The Consortium should conducta trend analysis to determine
retention and deploymentoftrained health workers. Results from the
HWF S recentlycompleted by THET should provide some insightinto
this area.

Output3

7.

The focus for the last year of the project requires a more strategic
and focused approach to ensure maximum value obtained through
senvice delivery.

Continue and strengthen the use of the scorecard and regular joint
supervision visits — the RHO should be fully involved to ensure
ownership of this process by the MoHs.

Areview is required with MOH at both central and regional level to
agree on the tools and the systems and structures required for
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supportive supenision HCS should also discuss with the MoH on
howto collaborate in this process across all zones.

10.

Review of how indicators are derived from HMIS data should be
conducted to ensure standardization by all partners

1.

Evidence based decision making sessions should be held during the
quarterlysupervision and monitoring visits with HCS partners to track
progress against indicators and also to review if there is a need to
change routine activities to help achieve targets and realign funding
from redundantactivities thatno longer have animpactonimproving
senvice delivery.

12.

Mostactivities are still facilitybased. Expansion of outreach activities
is key objectives of the HSSPs. Partners are conducting more
outreach activities and lessons can be learned from the UNICEF
ICCM programme piloted by SCI in Kakaar region. The ICCM
programme is considered a success by the MOH to reach more
remote pastoralist communities. Unfortunately even though ICCM
has now been incorporated into JHNP EPHS throughout Puntland,
UNICEF does not have funds to continue the programme in Kakaar
region. DFID should consider supporting the continuation of the
ICCM programme in Kakaar ifadditional funds become available.

Output4

13.

The consortium partners need to define how thisindicator should be
measured —i.e. which communication channels should be included.
Athough PSI conducts mass media campaigns this data is not
reported asitis almostimpossible to calculate the number ofwomen
actuallyreached with a message through a radio programme. SCI
and HPAshould justify estimates of women reached through the FM
messaging. SCI should also capture women reached through the
new IPC initiative in addition to community conversations and
mothers to me groups.

Output5

14.

Output5isnow solelyfocused on lessonslearned and disseminafion
of best practices. The risk rating should be changed from “high” to
‘low” to reflect this. With the upcoming roll-out of EPHS under the
JHNP the consortium should now have a more focused approach to
information sharing. HCS is planning a series of exchange visits
amongst consortium members and the scope of these visits should
be expanded to include partners selected for JNHP EPHS roll-outto
enable sharing of best practise. Case studies have been developed
in the past, and these should be uploaded onto SHARE once itis fully
functional. In addition new case studies should be written highlighiing
additional innovations of partner activities: Women'’s Health Groups,
SGBV data base and access o justice, ICCM through village health
promoters etc. The Technical Advisor and Communications Focal
Points are developing a set of case studies and best practises that
will be uploaded on SHARE.

Revisions to logframe

1.

Reuvisit all targets set for Gedo region in light of reliable data now
available as many targets appear to be based on results achieved
priorto scaling down of operations, DQA and HMIS review

Indicator 1.1: Milestone for year 5 — change to “HCS partners” as
opposed to “MOH Stakeholders” as HCS is not able to influence alll
MOH stakeholders
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8.

Indicator 2.2: Gedo — change milestone for year 5 as training is
ongoing. Remove “8 nurses sent to IPC training” as this was
completedin year4.

Indicator 3.2 ANC: With shift to ANC3+ targets will need to be revised
for year 5 - as previous targets still relate to ANC2+

Indicator 3.6 FGM: Milestones need to be revisited in consultation
with MOH and HCS partners to reflect MOH priorities (See
recommendation above)

Indicator 3.7: Remove OTP nutrition indicators and Multi Social
Marketing of Micronutrients from HCS logframe as these activities
are not funded through DFID.

Indicator 4.1: Milestones should be revised based on actual
composition of CHCsin Karkaar as notpossible to have 50% female
representation. Targets for RHB in Sahil should be changed as HPA
has limited role to influence membership selection of RHB —change
to advocacy for increased female representation.

Indicator 4.2. Add milestone for Gedo as IPC programme will startin
year 9.

HRHTop-Ups

9.

Given the shift towards the medium rate scenario HCS will need to
find additional funds to enable partners to meet the extra costs (i)
explore and secure recurrent costs for salaries under new Deal
funds. transition service deliverystaff onto government payroll (i) use
HCS to pilotrecommendations made in donor HRH review oftop ups

Procurement:

10. HCS should considerhaving a pooled procurementplan as essental

supplies for HFs are the same across each zone and pooled
procurementcould lead to greater cost-efficiencies
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ANNEXC: Table of completedrevisions to logframe resulting from the previous Annual Reviewof2012/13

Revisions to logical framework New Milestone Previous Reason for
Milestone change
Output1: Revised 2014 milestones.
Indicator 1.1: Consultative Policy and Strategy Somaliland Somaliland Milestones
developmentand review processin Somaliland -MoH with the support | MoH stakeholders | changed toreflect
and Puntland of its stakeholders implementing the development
disseminate the NHPand | mandate asdefined | of the HSSPs and
HSSP acrossthe country | in National Health | alignmentofHCS
Policyand support to the
Puntland operational plans HSSPs.
Dissemination ofthe
NHP and HSSP across | Puntland:
the country with the TBC
supportof MoH
Indicator 1.2: Planning and monitoring structures | Somaliland - Support Somaliland-MOH | HCS cannot
and systems, reflecting genderissues, developed | MOH leadership and leadership ensure MoH
through stakeholder consultation and functioning | managementto sustained, leadershipis
in target areas at all levels strengthen effective increasing evidence | sustained
collaboration and of stakeholder therefore
harmonisation atboth harmonisation. changedto
central and Sahil regional supporting
level management

strengthening and
effective
collaborationand
harmonisation at
both central and

level, including gender
consideration

developed.
Managementtools
informing decisions
in target area.

districtlevel
Indicator 1.3: Voluntary accreditation structures - NHPC Regulatory NHPC and other Changed as
established for selected cadres ofhealth framework and tools stakeholders accreditationand
personnelin Somaliland pilotedin SahilRegion. | activelyengage with | regulation
At least2 Health Training | implementation, frameworkin
institutionsand 2 health | monitoring and place and NHPC
facilitiesaccredited. review of needsto take
accreditationand over and start
regulation implementing
framework accreditation
functions
Output2: Revised 2014 milestones
Indicator2.1: Genderaware HR policy & Health Workforce survey | Somaliland -HR Revised based on
managementtools developed and adopted by carried outand HR policy | policyand recommendations
partnersin the target areas and Long term plan managementtools | to support
developedinforming utilisedandrolling | workforce
decisions atnational HR operational plan | planning

Indicator 2.2: Proportion (No & %) of health
workers trained in target areas in order to fulfil
their job description

Gedo -18 Localwomen
sent for community
midwiferytraining

5 Auxiliary Nurses sent
for Registered nurse
fraining

8 Nurses sentto IPC
training, 63 CHW/ TBA

Gedo - Refresher
training ongoing;
Skilled Birth
Attendants in MCHs
and hospitals; CHW
cadre functional as
per EPHS; DHBs
minimise

Revised basedon
recommendation
to set clear
targets and
clarification of
quantities for
eachzone
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trained on SBA
Somaliland

- Increase in number of
health workers
participatingin CPDsto
improve their knowledge
andskills.

S, Nurses, midwives,
Medical doctors trained.
% of trainees by gender,
new graduates tracking
tools developed and
operationalized
Number of Volunteers
and Experts coming for
training by area of
specialization. Number
andtype of In senvice
trainings offered.

Sahil: 100 health workers
trained -50% female -
70% of total health
workers

Kakaar

- 90 health workers
trained -50% female -
70% of total health
workers

recruitmentof
unqualified staff

Somaliland -
Annual increasein
No of health
workers from Tls;

Sahil - Women (24)
60%, Men (24) 60%

Kakaar

Total No.health
workers 90, Women
51 %, Men 51%

Indicator 2.3: Number and % of additional health | Sahil-27 (50%) scholars | Sahil - Additional 12 | Clarity on
workers trained as Skilled Birth Attendants, as will continue studyin community numbers and type
defined by WHO training institution to midwives of SBA training

complete the courses within targets.

Kakaar - (#60 and

Kakaar 70%)

- no additional SBA

trained

- 20% of the existing SBA

trainedon job and
refreshertraining

Indicator2.4: All relevant training concerning the
health of girlsand women includesidentification,
managementand complication of FGM/C

FGM/C All curriculum

developed or reviewed
containsachapteron

FGM/C

FGM/C curriculum
reviewed on regular
basisand health
workerrefresher
training being done

Output3: Revised 2014 milestones:

Indicator 3.1: % and number of under-ones,
including poorand winerable vaccinated
(received DPT 3 and/or Pentavalent) through
health facility and outreach (routine) vaccination

Now changed to
Pentavalent

Indicator 3.6: Harmful effects of FGM/C and other
GBV being addressed

Gedo - no of patients
referred for fistula repair
annually

Sahil - no of patients
treated at Berbera

Gedo-atleast15
female patients
referred for fistula
repairannually

Revert to FGM/C
activity based
targets rather
than fistula repair.
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hospital for fistula repair
annually

Puntland — no milestone

Sahil - no of
patientstreated at
Berbera hospital for
fistula repair
annually

10 cases of
Obstetric fistula to
be referred to Burao
Hospital annually

Puntland-10 cases
of patients referred
with obstetric
complications
relatedto FGM
annually

Indicator 3.7: Access to basic and emergency
nutrition senices

Gedo-2,000 Pregnant
and lactatingwomen
given MMN

Sahil - provide basic
nutrition services to
12,000 PWL

Nutrition services
added for
Pregnantand
lactatingwomen
to Sahil & Gedo
regions. Al HCS
partners now
report on this.

Output4: Revised 2014 milestones:
Indicator4.2: Number of women reached with at
least one behaviour change communication
message on how to reduce maternal and child
morbidityand mortality.

Sahil & Kakaar: women
reached with messages
in at leastoneof the 5
key areas

Sahil & Kakaar:
Womenreached
with messagesin
all 5 key areas

Output5: Revised indicators and milestones:

Indicator5.1: Extent to which Health Systems
Strengthening approachisimplemented

Indicator5.2: Coordinated and harmonised,
Bilateral and Multilateral funding

Indicator5.1 & 5.2 no
longerrelevant to the
programme as moved to
JHNP

DFID no longer
funding HSAT /
HILO through
HCS

Indicator 5.3: Models of health care delivery

Addition: Dissemination

documented and disseminated with relevant of HCS best practices

stakeholders and lessons learnt,
including EPHS review,
with relevant health
stakeholders

Indicator5.4: New Indicatoron Stability and No milestone

Peace Building to be included.
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ANNEXD

Table of recommendations actionedby the HCS from the previous 2012/13 Annual Review

Recommendation Owner Timetable | HCS Comments | April2014
2013
1. Policy,planning andaid effectiveness
1.1 - Considerationis needed on how to balance | HCS partners | ASAP Includedinthe Developing
the support of HCS across all three zones. One | to discuss actionplanof HCS | expansion plan
optionis to ensure more sharing of experiences | facilitated by Workshop for Puntland,;
and methodologies from one zone to another Technical working more
through seminars, roundtables and other Adviser closelywith UN
approaches. HCS should develop a detailed agencieson
plan for support on key elements ofinstitutional institutional
supportto the health authoritiesin Garowe and support
Mogadishu.
1.2 - Undertake a strategic review of the roleof | THET (Al ASAP Includedinthe THET
the HCS programme in the area of institutional | Partners) actionplanof HCS | developing
developmentin particularin relation o the Workshop and closer
JHNP. Thisis needed asnew programmesand being addressed relationship
donorsare now either onthe scene orabout to (see THET with WHO;
start. THET in particular will need to find its meetingwith WHO | HCS
position and core competencies within this new and JHNP) conducted
dynamic as more supportis provided for policy strategic
and capacitybuilding atcentral and regional review, draft
levels. planand
conceptnote
ready by April;
all partners
forging closer
ties with JHNP
1.3 - HCS should engage more in the health Al partners ASAP Includedinthe Now happening
coordination and technical working group actionplanof HCS | with Technical
meetings, in Nairobi and zones, in orderto Workshop Advisor on
influence decisions on EPHS roll out and health board.
systems issues.
1.4 - HCS should develop a detailed plan for Al Partners ASAP Includedinthe Dialogue has
supporton key elements of institutional support actionplanof HCS | started with
to the health authoritiesin Garowe and Workshop (see JHNP and HA
Mogadishu. T hiswill need to include 1.1) on division of
consultation with JHNP and MOH labour.
representatives to ensure clear division of
labourand resource allocation.
1.5 - Support to the NHPC and professional THET October In progress: NHPC | Difficulties still
associations have been a core componentof 2013 is facing some staff | with NHPC,
work in Somaliland. Furtherthoughtneeds to be retention issues THET tostep
given to the next steps in this supportto try to that are out of back; closely
ensure both continued capacitydevelopment THET's control working with
and sustainability of the institutions. other
associations
suchas
SLNMAand
SMA
1.5 - HCS should supportwherever possible the | All partners Align with HCS is not HCS nowis
further developmentof zonal coordination meetings responsible for ableto
committees and working groups and work with schedule organizing participate in
health authorities to ensure good practicein coordination zonal working
setting agendas, managing meetings, minutes committeesand groups.

and follow up.

the participation to
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the ZWGis stillan
issue: broader
coordination and
representation is
part of the HCS

Workshop action
plan
2. EPHS roll outand Quality of Care
2.1 - The HCS should look at supporting the THET with October In progress. Workforce
developmentof workforce planning HPA, SCland | 2013 Includedinthe analysis
competencies within the health authoritiesand | Trocaire actionplanof HCS | currentlybeing
supporting initial drafts. This shouldinclude Workshop undertakenin
working with local structures as well as central SL.TAis
authorities. This area of work will need to be ensuring no
coordinated with JHNP to both avoid duplication duplication with
and ensure progressinthe FG and Puntland JHNP and
Health Authorities. lessons
learning from
SL to other
Zones.
2.2 — HCS should participate in the WHO-led Al Partners Consultwith | The AR doesn'tnot | Encouraging
exercise to develop a harmonised community WHO make any greater
health strategy that will reach outto the poor, difference between | participation of
marginalised and remote communities thatare the EPHS based all stakeholders
currentlyunderserved or not utilising health CHW andthe in defining the
senvices. GAVI HSS LHW. community
HCS is willing to health strategy,
engagein both whichisbeing
streams:in led by JHNP.
Somaliland THET
has already
developed the
CHW curriculum
endorsed by MoH.
2.3 - The system of follow up of personstrained | THET lead October THET needsto TBC-are
whether pre- or post- senvice should be 2013 review this THET doing
reviewed to ensure understanding ofimpactof internally this? Important
training on availabilityof the trained staff for the point, not just
public sector. for THET but
acrosswhole
sector.
2.4 - Focuson SBA training needs to be THET Consultwith | Tobeaddressed Health
reviewed to ensure supply side is able to MOH through the Health | Workforce
respond as EPHS is rolled outinto 3 new Workforce Survey | survey
regions per zone (part of workforce planning in Q3 of Y4 currentlybeing
abowe). There seemsto be some uncertainty undertaken by
aboutthe approach to midwiferytraining and THET inSL
what should be set as targets in Somaliland. A and JHNP in
consultation led by the MoH should be PL/SC, waiting
considered to ensure all stakeholders and new recommendatio
entrants are working towards the same goals. ns from
surveys.
2.5 - In response to this review’s concemnsabout | HPA, SClland | Nextquarter | EPHS partners HCS
quality of MCH practices—The proposed review | Trocaire. need to focus on suggesting
of supenvision approach by WHO (under GAVI- quality of care,but | alignmentof
HSS) should be supported to considerwhether the proposed supervisory
the currentapproach s the best option for recommendationis | approachfor
improving elements of health senice practice. not relevant. PSI whole sectorto
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PSI should provide technical supportin supportin research | WHO to learn
surveylreview design to other HCS partners is part of the HCS | from HCS
where applicable and this could be fed into the workshop action approachand
widerreview. plan. offer technical
support.
2.6 - HCS partners should expand theirfocuson | Technical Consultwith | Includedinthe SClrecently
roll-outof mobile and outreach senicestomore | Advisor to MOH actionplanof HCS | conducted
remote pastoralistcommunitiesbasedonbest | lead. Al Workshop analysis of
practice from across the HCS and other Partners barriers of
programmes in the Horn of Africa region. reaching
pastoralist
communitiesin
PL.HCS
strategy will
address.
2.7 - Ensure PSI's understanding of private PSI On-going Includedinthe HCS now
sector providers is fed into HSSP related actionplanof HCS | involved in JAR
planningin all zones. Workshop and AWP
processes with
the HAs.
3. Evidence-basedplanning and decision-making
3.1 - Data quality and representativeness HPA, SCI, 2013 last Sample survey No actionon
remainsaconcern.The HCS should consider | Trocairewith | quarter may be possiblein | this other than
including some basic low-costoptions for technical Somaliland and strengthening
surveys to crosscheck HMIS/populationbased | supportfrom Puntland but not HMIS with
progressdata. One optionis to undertake EPI | PSI withinthe DHMIS;
clustersample surveys in each target region to proposed timelines | possible
verify DPT 3 (or pentavalent vaccine in future) collaboration
coverage. for sector
through
GFATM?
3.2 - HCS should develop a strategy onhow its | All HCS July 2013 Includedinthe More regular
experience and expertise can be used to Partners onwards actionplanof HCS | collaboration
influence andimprove the roll out of EPHS Workshop. EPHS | with HAs and
underthe JHNP. Thisto include a series of review JHNP to share
policybriefing notes. recommendation | experience.
are to be examined
in November
meeting
3.3 - Recording and regularreportingonstock | HPA, SCI, July 2013 Stockout areto be | Stockouts are
outs is recommended and these should be Trocaire onwards reported in the being reported
discussed with UNICEF when stock outs occur. statisticsreport )
3.4 - A more detailed evaluation of EPHS roll HPA, SCI, October Done.Poor EPHS review
outin the three pilotregions should be Trocairewith | 2013 start involvement of undertaken and
undertaken together with MoH and results supportfrom MoH Mogadishu costanalysis to
disseminated. THET and PSI canbeanissue be undertaken.
4. AnalysingRisk, conflictand sustainability
4.1 - The HCS should undertake a more Technical October Develop a risk Risk analysis
detailed (and on-going) programme-wide risk advisor and 2013 analysis matrixfor | matrix
analysis and start more detailed dialogue with HCS Partners | onwards HCS and review developedand
local authorities related to sustainability of quarterly. reviewed
EPHS. Dialogue with quarterly.
MoH:includedin | Increased
the actionplanof | dialogue with
HCS Workshop HAs.
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4.2 - HCS should undertake work on CSPMas | HCS to engage | October CSPMis reported | Ongoing
part of its programme planning to ensure technical 2013 by using the
principles such as “donoharm”are adheredto. | support onwards Conflict Sensitivity
check-list.
5. HCS Collaboration and Learning
5.1 - More proactive sharing of expertiseacross | PSI, THET to | On-going Included inthe Increasein
HCS in areas of research methodologyand lead actionplanof HCS | lesson learning
communications should be undertaken to Workshop and
ensure consistencyand maximum use of strengthening
consortium expertise. comms.
5.2 - The HCS Partners should undertake a | Al Partners October Includedinthe Harmonising
review of communications channels and 2013 actionplanof HCS | IPC and
messages across the programme to ensure onwards Workshop. sharing
cross learning and sharing of successes. The IPC messagesare | messaging,
review will also help to ensure harmonised and to be harmonized | both between
consistent messages and language on key acrossthe HCS Consortium
issues such as family planning, birth spacing, membersand
breast-feeding, GBV, FGM/C. JHNP.
Strengthening
SHARE.
6. HCS ManagementIssues
6.1 - The HCS should be open to suggestions PSI/ At HCSOis currently
on contracting arrangements and management | HSCO/HSAT | appropriate | closed:funds have
of the HSCO and HSAT that could include TL/DFID time. beenmoved to
moving this componentoutside the overall HCS JHNP
envelope. However no proactive actionis
needed on this point from PSI managementuntil
recommendations ofthe Institutional review
have been considered.
6.2 - The HCS Consortium should discusshow | PSI to lead/ All | ASAP Trocaireisableto | HCS reporting
best to respond to the new health staff partners meetthe into ongoing
remuneration framework and requests from (DFID) requirements. analysis of top-
governmentlinked to this. A Consortium wide SCl has negotiated | ups.
negotiation (with inputs from DFID as with MoH the
appropriate) should be considered to ensure a increase to mid-
common approach with each Health Authority. level
ForSomaliland,
the agreementis
thatno increase
willbe made on
currentproject.
Furthermore,
discussion on MoH
salarytop-upsis to
be initiated
7. Revisionsto logical framework
7.1-Output 1: Review of 2014 milestones. DFID,HCS Next Log-frame Done
Indicator 1-3 - focus on demonstrating Partners, HAs | quarterly revisions
alignmentofHCS supportto HSSPs; HCS
Institutional review of role of HCS partners in meeting

new policy and aid environment; Plan for
supportto PL and FG; Initiatives linked to
supporting professional associations in PL and
FG;Evidence of NHPC taking over accreditation
functions.
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7.2 — Output 2: Review of 2014 milestones.
Indicators 1-3: evidence of supportto workforce
planning in three zones and workforce plan for
SL; setting of cleartraining targets and
clarification of quantities for each zone; Clarity
on numbers and type of SBA training within
targets.

As above

As above

Log-frame
revisions

7.3 - Output 3: Review of indicatorsand
milestones:

Indicator 1: Change to pentavalent3 targets.
Also require short surveys to verify data from
routine reporting. Raise Kakaar target to 50%.
Indicator 3: Linkimprovementto 2013 baselines
e.g. 20% uplift.

Indicator4: revise 2014 targets based on
achieved 2013 data.

Indicator 5: Raise 2014 milestone, e.g. 250
pharmacies.

Indicator 6: Reconsider milestones. Revertto
FGM/C activity based targets ratherthan fistula
repair.

Indicator 7: T he milestones seem to combine
too many aspects of nutrition/malnutrition. Better
to now look to more precise targets such as %
successful treatmentof severely malnourished
children presenting to health facilities. Needs to
be further considered with supportof nutritionist.
Indicator 8: SL milestone —raise to 2500 CYPs/
PL milestone 100 CYPs.

As above

As above

Log-frame
revisions

7.4 —Output4: Review of milestones:
Indicator 2: consider changing thisto a survey
based indicator thatshows a percentage of
women knowing e.g. 3 dangersignsin
pregnancy/ correct course ofaction for children
with diarrhoea.

As above

As above

Log-frame
revisions

7.5 - Output 5: Review of indicatorsand
milestones:

Indicators 1 and 2: reconsider pending decision
on whetherfunding of HSCO and HSAT
remainsunder HCS. Log-frame revisions
Indicator 3: remove peer review publication.
Changeto at least 4 best practice papers written
and disseminated.

Indicator4: Reconsiderto make possible e.g.
each partners should demonstrate evidence of
adherence to the “do no harm” principle through
a short case study of its work.

As above

As above

Log-frame
revisions
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ANNEXE

Recommendations actioned by the HCS from EPHS Review-October2013.

EPHS REVIEW FOLLOWUPACTIONS | COMMENTS RESPONSIBILITY

1 | Roll out EPHS across the region to | THET is leading on the mental | THET
whatever level is possible using available | health for Somaliland and the cost
resources. implications are within the

partner's capability.
SCI needs to look at the | SCI
resources

TROCARE
TROCARETBD

2 | Potential new partners should draw from | 3 PCAs have already been | JHNP to determine a way to
lessons of existing partners and establish | signed; most of the PCAs will be | enable sharing of best practices
coordination. signed bythe end of January. The | among JHNP partnersand HCS

plan is to have a workshop and
will ask partners to nominate
representative to be presentatthe
ZWG.

3 | Strengthen commitment and cohesion in | It's part of HCS SP, so it's on- | HCS
coordination  mechanisms  between | going; we need to make surethat | JHNP
partners and MoHs HCS and JHNP are both part of

the Health Coordination
Mechanism atzonal level

4 | Ensure systematic sharing of results and | On-going, it's part of the current | HCS
innovations from one zone to another. process

5 | Newfunding should be soughttofinanceall | HCS needsto make sure thatthis | HCS
core EPHS programme areas. recommendation is taken into

account as we draft the SP and
CN.

Also, this needs to be part of the
joint planning process with MoH.
HCS needs to also look at
diversifying funding opportunities
Based on annual review and gaps
identifies coordinate with other
actors in the Health Sector (Gavi,
GF)

6 | Pilot the roll out of EPHS areas 8-10 | See point1
through specialised training programmes,
guidelinesand protocols.

7 | Funding for specific areas of the EPHS | See point5
should be sought from other relevant
revenue streams eg for EPHS area 6,

GFATMorGAVI or JPLG.

8 | Reprint, disseminate, hold an EPHS | JHNP toinvolve the ZWG tomake | JHNP/HCS
workshop and train  health staff, | sure HCS partners and JHNP do
communities efc this together

9 | Hold workshop on success of EPHS with | See point5 JHNP/HCS
MoHs and set up an EPHS roll out | Thiscouldbe integratedin point8
taskforce and detailed strategy.

10 | Ensure strong technical oversight of the | HCS T Arecruitmenton-going HCS (PSI/DFID)
EPHS acrossall three zones.

11 | Use findings from the EPHS pilot to | We needto be able to showmore | HCS
establish evidence based targetsforZonal | impactand use it to help the SP
strategic plans. process at zonal/national level.

Afirst step on this is being taken
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under SO3 of the HCS SP

12 | Develop HSSP’s M&E framework and JHNP
establish standardised indicators. 1. consultant to  support
developmentof M&E
2. 3 senior M&E advisors to help
the MoH to implementthis
13 | Ensure data quality audits are conducted | GFis runninga review onHMIS | Karen
regularly.
14 | Further develop the HMIS and ensure | See point13 Karen
accurate reporting.
15 | Carry out a more systematic approach to | It's about being able to map the | HCS
coverage and geographicallymapit. coverage of HCS and help JHNP
to see where the coverageis.
HSAT hasanew team leader,we
can liaise with them as this seems
their task
16 | Conductacostanalysisin eachzone ofall | This s also to be discussed with | DFID
EPHS components vs impact and | JHNP
outcomes.
17 | Strengthen  regional  supplies and | There isanassessmentgoingon | Karen
distribution. the supplychain (Unicefsupplies)
18 | Pilot the use of municipal funding or other | Can the resources be used to | EPHS partners
revenue sources, to fund auxiliary health | fund the auxiliarystaff?
staff.
19 | Pilotdiversified funding models such as: DFID to look at the way it can be
communityhealth funds/insurance finances
schemes, contributions from diaspora,
local governmentand municipalities, HCS to look for alternative funding
private sector (see point5)
20 | Expand existing HR tools into other zones THET
in Somalia.
21 | Commission agovernance/social In the process of conducting a | DFID
developmentconsultancyto look at desk review, looking at the role of
objective and subjective indicators of healthin a conflictenvironment.
fragility/stability, citizen representation,
genderempowermentand poverty/
prosperityin communities with EPHS roll-
outfaciliiesto seeif thereis any
measurable impactfrom health-specific
inputs.
22 | Conducta specific impactevaluation of In  conjunction with JHNP | DFID
the EPHS. (including cost-effectiveness)
23 | Review the options to measure nutrition There is an attempt to align the | DFID
status of young children, health seeking indicators and this will probably
behaviour, infantand under five and highlighted during the AR
maternal mortalityrates in the three pilot
regions
24 | Conductmore in-depth analysis using HSAT to be involved. DFID

existing HMIS data
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ANNEXF:
Strengthening Referral Health Systems:

The EPHS recommends innovating referral systems that are based on ‘simplicity, sustainability and ownership.” The HCS has
supported very positive initiatives outlined below:

HPA (Sahil):

The referral system is based on the Essential Package of Health System and consists of four tiers (referral hospitals, referral health
centres, health centres and primaryhealth units) all working together to ensure that qualityhealth care is available across Sahil, even
in remote places such as Bulaharwhere the terrain is especiallychallenging.

HPAsupports the referral system through the provision of four wheeled drive ambulances to reach people in remote areas. T o ensure
the availabilityofemergencymedical care HPAalso supports a motorcycle service which enables health workers to quicklyacc ess
patientsin their homes. Each health centre has motorcycles and medical kits that are available for emergencycases.

Improvements to the health services across Sahil has enabled health facilities to drasticallyincrease the number of patients theyare
able to treat, and the new referral system means complicated cases can be transferred to Regional Health Centres (RHCs) orBerbera
Regional hospital. HPAhas also procured a boatambulance to serve hard to reach coastal populations. Itis anticipated that services
will beginin the second halfof 2014.

The changingrole of a Traditional Birth Attendant (TBAs)

HPAIn Sahil has successfullypiloted a new referral system which entails the use of T BAs as Birth Companions (with mobile phones)
(from home to BEmONC centre), The companions can ring for ambulances from the RHC. The TBAreceives $5 for each woman
who is referred to a health center. Since September 2013 almost 1900 women have been referred by TBAs. This system has
contributed to rapid increase in in-facilitydeliveries and a (non-measured) reduction in maternal deaths.

When Hibak went in to labour with her seventh child, Sidciyo (T BA) didn’t think she would make it. After four days in labour Hibak
was in agonising pain. When Sidciyo was called to assist with the delivery she knew there was nothing she could do.

But there was something the new nearby health centre could do. By Habik's seventh labour Sidciyo had been trained in spotting
dangersigns and referring women to the new local health centre, which bythen was well equipped to attend to womenin labour.

Hoping itwasn’t too late, Sidciyo referred Hibak to the health centre, where she could be looked after bytrained health workers who
had the equipmentand medicines she needed. Though there were still some challenges ahead.

During herlabour, health centre staff noticed that Hibak was malnourished and weak. and bleedina severelv. She delivered a healthv
babv but because she had been inlabour for so long she developed a postpartum hemorrhage (PPH),the mostcommon cause of
maternal deaths.

For a while itlooked like Hibak would not make it, her family would lose her. Thanks to the trained midwives, Hibak survived. They
were able to treat and monitor her closelyuntil she was well again.

Sidciyo and the midwives had saved Hibak’slife. Sidciyo was the one Hibak called for when she was in labour, and it was beca use
she had been trained to refer Hibak on to the health centre that Hibak was in the safe hands of the midwives.

Hibak said: “lam glad with my safe deliveryin here. Now | am getting food. They neither charge me anything nortreat me differently.
I am sure that this health facility played a great role in saving our lives. | am pleased with free services at this facility.”
Hibak recovered well. She now has a seventh healthy baby boy whom she named him Hoodale, which means fortunate in Somali.

Sidciyo continues to help womenin her communitythrough child birth, byplaying a vital role in the referral system and enco uraging
her communityto use the health centre.

Trocaire (Gedo):

Trocaire in Gedo transports emergency cases by rented vehicle (4X4) to transferwomen with difficult labour to the one CEmONC
site in Gedo but also across the border to Manderain Kenya. Baby kits (blankets and baby items) are also given to the mothers. In
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addition, donkey carts have been used for transfers from PHs to health centres and for transporting medicines. Trocaire provides
donkeys and carts, but communities are entirelyresponsible for managing the upkeep of the programme.

Zeinab Mohamed knows the pain of losing a child, onlytoo well. Her daughter Amina had had recurrentdisease, which Zeinab tried
to cure with tfraditional home remedies. With the situation worsening, Zeinab had to walk two hours to the area’s health centre and
seek medical attention, ifonlyto save her daughter’slife.

“There was no other way to reach the hospital but to walk,” Zeinab recalls. ‘I had to carry Amina when the journey became too
exhausting, imploring herto take one more step. It was too much; I lost her shortly after arriving,” she trails off.

Families here have little choice butto brave the long distances by foot, even in ill-health.

“We only live 20 kilometers (12 miles) away from the town, but yet we feel so far away and disconnected from everything because
we can hardly reach there, especially when you need to see a doctor or getmedicine. You live with the fear of losing your lo ved one
if you don’t get there fast enough,” Zeinab reiterates.

Trocaire has purchased and distributed 29 donkey carts to remote health posts for referrals and transportation of essential medical
supplies,ininaccessible areas. Community-managed, these carts are readilyavailable and, mostimportantly, affordable for patients
who need urgentmedical attention.

Zeinab recently used this service, free-of-charge, when she had to seek specialized care for her six-year old daughter, Fatima
suffering from grade 1 Odema.

‘I was so worried thinking that | might lose Fatima as | did my previous girl. ButI'm grateful to Trocaire for providing the donkey cart
that really helped in saving my daughter’slife. | don’twant to imagine what would have happened, otherwise,” Zeinab said.

For Trécaire, accessing medical care on time is a key component in saving the lives of thousands of winerable families living in
Gedoregion.

“The donkey carts are a simple, affordable yet highly effective means of transport for families desperate for medical help,” said,
Trocaire Somalia’s Country Director. “lItis a local solution benefitting the entire community that goes a long way in saving numerous
lives.”

SCI (Karkaar):

SCl in Karkar reimburse private transport providers for referring women and children, authorised by HC & PHU staff. Referral
vouchers encourage mothers with birth complication to seek earlymedical support to regional hospital and contributed to hawe sawed
timely to mothers and their babies. Since June 2013 almost 140 cases of mothers with birth complications have been referred to
Gardo hospital and provided with timely support.

When Jawahir went into labour, her mother (a traditional birth attendant) tried to help her but the labour continued for thre e days.
Jawahir's pelvis was too small to deliver the baby and she was in danger of losing her life and that of her baby. Eventuall y she was
transferred to Gardo hospital, where she received a caesarean section and gave birth to a healthy daughter. After giving birth, she
stayed in the hospital for seven days while she received postnatal care. Jawahir received free medical senices and transportation
home from the hospital.

“Before they transferred me to Gardo hospital | felt pain in my stomach. My mother is a traditional birth attendant and tried to help
me butshe doesn’t have enough knowledge. Iwasin labour for about three days. Then myhusband contacted the Regional Health
Office, and they sentan ambulance to transfer me to Gardo hospital where | got the free service. After | was admitted to the hospital,
| was unconscious and after hours of caesarean section | delivered a healthy daughter. Now I'm feeling healthyand I'm veryhappy
because Allah has given me a healthy daughter, and she s very beautiful.” (Jawahir)

“Firstly, thanks to Allah and second to all those who assisted us, including the Ministryof Health, hospital staffand Save the Children.
Jawahiris now feeling well again. She canwork and sit.” (Jawhir’s mother)
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ANNEXG:
Focus on Girls and Adolescents

HCS partners are doing considerable work with girls and adolescents to provide health education on key health issues. Although
many of these initiatives are funded byother donors they provide value added to the consortium as these activities are taking place
in the HCS pilotregions. Some key initiatives by partner organization are listed below.

Trocaire (Gedo Region):

Girls Support.

Aqgirls education programme started in 2011 with support from Irish Aid, Misereor and T rocaire funds. The Education programme
aims atimproving access to basic qualityprimaryeducationin 15 schools targeting 4000 children in Luug, Dollow and Belet Xaawo
districts.

Through the programme, emphasises has been laid on the girls in orderto improve theirenrolment, attendance and retention. By
promoting girls education and creating an environmentwherebygirls continue with their schooling, earlymarriages will be reduced.
Girls will also learn life skills in school which will make them more effective mothers.

As of May2014,the education programme had reached 4063 children of which 1862 are girls. T his isan increase from 3628 (167 2
girls) in November 2013. The increase is attributed to the School feeding projectcurrently supported by WFP and Trocaire which
beganin March 2014. Further to encourage girls enrolmentand attendance, they are given vegetable oil as take home ration.

Girl'sforums

AGirls Forum is a school based girls’ initiative whose aim is to give girls an opportunity to share experiences, exchange ideas,
mentor one another, create awareness and address issues affecting their education in order to enhance their participation and
academic performance. T he Girls forum wasinitiated in 2013 and is currentlybeing implemented in 3 schools in Waberi, Dollowand
Luug.

Specifically, the forum aims:

e Toenablegirlsidentifyand address socio-cultural issues affecting their access, retention, completion and performance in
education by providing them an opportunity to mentor one another on religious and cultural issues as well as to create
awareness and sensitize the communityon the importance of education and the impact of negative social -cultural practices;

e Toequipgirlswithappropriate skills to help them build their self-confidence and self-esteem;

e Toequipgirlswith appropriate life skills thatwould help them manage health related challenges and other emergingissues;

e Toencourage girlsto communicate theirissues/messages to a wider audience.

The club has members and officials drawn from the school. Membership is voluntary. T he process is girl led, its school based with
participation and respectfor girls’ views. T here isinformation sharing and education among the members with female teacherasa
patron. In school where there are no female teachers, the forums are managed with the support of female Community Education
Committees (CECs). The girls’ forum in the school has been an entrypoint in educating of adolescentgirl child in the use anddisposal
of sanitarypads. Thisisdone by Trocaire technical staffbased at the health facilities. T he distribution of the pads is done byfemale
CECs and the club officials.

The children are also provided with one nutritious meal per day. Provision oflunch in school notonlyallows children to continue their
education which is important for their future but it also helps ease the burden of care on households while also maintaining their
nutriional levels.

To promote hygiene atthe schools, all pupils are provided with one bar of soap on a monthly basis. Clean and treated water for
drinking and preparing lunch is also provided. De worming is also conducted every six months by the health staff.

Recentlyatraining ofthe adolescentgirl child on use and disposal of sanitarypads was conducted and 85 girlsreached. T he ywere
alsoissued with sanitary pads.

HPA (Sahil Region):
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HPAhas established six girls club (two for girls outside of formal education and four for girls enrolled in school in Berbera and Sheikh).
The purpose of this was to involve the adolescent girls in the EPHS project to increase demand and awareness on Sexual
Reproductive Health and Rights. Areas of focus for the clubs include birth spacing, deterance of FGM, ST s and HIV preventative
measures and safe motherhood. These SRHR training put an emphasis on youth participation as well as communitymobilisation
and awareness raising through a peer to peer learning approach.20 girls from four secondary schools (two in Berbera and two in
Sheikh) make up the number of in school members within this initiative, which strives towards educating youths about theirri ghts to
accessing sexual reproductive health senvices.

In addition, HPAalso trained 40 out of school girls school clubs from the GAVO youth centre and YOVENCO in Berbera. The girls’
clubs playan active role forcommunitymobilization in terms of youth and shared their experiences with each other and have enough
information on SRHR.

In total there are 160 girls’ club members based in schools and within the community of Sahil who share SRH messages with
approximately of 1500 girls and young women who would otherwise remain untouched and unaware of essential health related
information ata time when theythemselves are considering marriage and becoming sexuallyactive. Girls’ clubs are an initiative that
is taking off in Sahil, demand for membership has increased so much so that HPA are now in the process of establishing a clubin
the Mandeera districtof Sahil.

Implemented activities:

»  Conducted community mobilization activities to promote health SRH behaviour and to promote accessto health services
through peer to peereducation
Provided life skill trainings for youths in areas such as HIV preventative measures, family planning and safe motherhood
Promoting conversation and communication on areas thatwould otherwise remain largelyundiscussed, i.e. FGM/C. T hus
providing young girls with the opportunityto share experiencesand opinons
Conducted awarenessraising on FGM atprimaryschools
Actively participated the international events including the World ADS day, FGM, breastfeeding and SGBVthrough drama
performance and communitymobilisation on suchissues
Providing out of school girls with the opportunity to contribute to a positive cause, in an area where unemployment is
extremely high, participation in the girls’ clubs provides out of school girls with a sense of ownership and pride intheirroles

YV YV VYV

SCI (Karkaar Region):

SCl uses a variety of outreach activities to educate communities on maternal and child health issues and includes girls and
adolescents.

SCl has created forums called Community Dialogue Sessions for Health byencouraging local solutions to local health challenge s,
outreach dramas for disseminating maternal and health messages using culturally acceptable poems, songs and role plays. SCI
conducts regular community dialogue sessions in villages with significant participation of caregivers, elders, CHC member, youth
and children. Since July2013 over 500 care givers and communityrepresentatives have participated in the sessions.

SClis also using the MOTHERS AND ME approach. Thisis atwice-monthly discussion between mothers and the health workers
(midwives) to bridge gaps in senvice utilization. Similarly, female health promoters organize mother-to-mother supportgroups in their
villages, each FHP s assigned atarget of organizing 2-4 MTMSG meetings depending size ofthe village, and conduct 3 sessions
per month for three months on IYCF, danger signs of pregnancy, birth preparedness, and birth spacing. Aithough this programme
does not specifically target adolescent girls, given the young age at marriage in Karkaar, adolescent mothers are one of the main
beneficiaries of this programme.

More recently SCI, has also started working on FGM issues in the community. SCI, has recently held workshops and trained 100
youth participants [58 female and 43 male]in Gardho on HIV prevention and FGM eradication. It is anticipated thattrained yo uth will
further cascade skills and knowledge gained to their peers.

An awareness campaign on FGM/C eradication was conducted in2 IDP campsin Gardo town and 7 villagesin Gardo and Waiye
districts of Karkaar region. A total of 1,130 mothers and caregivers, including 223 adolescent girls were reached on FGM/C
eradication campaign with use of diversified methodologies, this included participatorylecturing of health professional and sheikhs,
question and answers sessions, distribution of leaflets, poems and role-plays. Communities had declared their willingness to FGM/C
eradication and appreciated to have shared right information to take right decisions. All the communities cited importance of
regulatoryactions againstthose practicing FGM/C in the communityand had shown their motivation to approach governmentofi cials
on this. A Commemoration held on FGM/C eradication dayreached 119 girls.
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Community based organizations that include CHCs, youth groups, women groups, WAT SAN committees, prominent elders and
religious imams participatedin a child rights workshop for three days in Gardo. Participants understood basic principles ofhuman
rights, UNCRC convention, child developmentand problems faced to children in different stages, roles of dutybearers to mate rialize
basic child rights, also shared their experience on violation of children’s rights in Somalia and Islamic views on child rights thatinclude
combating FGM/C and encouraging breastfeeding.

SCl has started some initiatives in schools targetingadolescent girls:

+ Distribution of sanitary pads to 423 girlsin the first quarter of 2014
+ Health education in schools and deworming following the Puntland Cyclone in 2013 for 187 girls
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