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1. EXECUTIVE SUMMARY
The project Institutionalizing Health Care Improvement through Temporary Returns of Somali Diaspora Health Professionals,
also known as the MIDA FINNSOM Health Project, sought to augment the health care systems and the capacities
of local healthcare personnel in Puntland and Somaliland. The provision of healthcare services in both locations has
become increasingly privatized, unregulated, and expensive, leaving the majority of people unable to access quality,
affordable, standardized care. The project, over three phases, aimed to address this problem through the facilitation
of 103 temporary assignments of diaspora health professionals in various health training institutes and public
hospitals. These professionals were mandated to build the capacity of the local public healthcare systems by
transferring knowledge and skills to local health professionals.
Research for the final evaluation was conducted in the project locations of Hargeisa and Burao in Somaliland and
Bosaso and Garowe in Puntland. The evaluation used a mixed-method approach that included key informant
interviews with diaspora experts placed at various host institutions in the four locations, with IOM staff, the
director general of the Ministry of Health in Somaliland, and the directors of both the hospitals and training
institutes involved in the research. These interviews took place in addition to focus group discussions with patients,
who in turn are the ultimate end line beneficiaries of this project, and student beneficiaries from the health training
institutes. Additionally, 39 quantitative surveys were carried out with local hospital staff that received skills and
knowledge transfer in the four locations, and 36 quantitative surveys with diaspora experts from all three phases of
the project. The research plan, therefore, sought to analyse the impact of the project and more broadly, to assess
the relevance of the project to the health sector needs in Somaliland and Puntland to highlight the best practices
and lessons learned, and to provide recommendations for future interventions. Overall, the research sought to
assess the sustainability of the skills and knowledge that have been transferred to local health professionals in
hospitals, Ministries of Health, and training institutes.
The MIDA FINNSOM Health Project was effective in enhancing the range of services and quality of the services
offered in the hospitals and training institutes located in Hargeisa, Bosaso, and Garowe. Of the diaspora experts
surveyed in these locations, 91% cited higher quality staff as a key change, while 70% cited higher quality services
as a key change. The local staff surveyed in these three locations also support these findings, with 71% citing higher
quality staff and 52% citing higher quality services. The project started in Burao only six months ago, thus the
results in this location are limited, but the impact was especially notable in the mental health department. The
impact on the neonatal department at Hargeisa Group Hospital has been overwhelmingly positive, as evidenced by
the dramatic decrease in the mortality rates and the fact that more women have access to the services they need,
all free of charge. Additionally, the work culture and the motivation of the local staff in the majority of host
organizations have been significantly augmented, as the diaspora experts have worked hard to build teamwork, onthe-job learning and increased commitment to the profession.
Also central to the project’s focus on system strengthening was the augmentation of individual and institutional
level capacities at training institutes, as well as the improvement of systems and structures in these institutes to the
extent they are sustainable. Although, the number of the diaspora experts placed at the training institutes was less
than the number placed at hospitals, the evaluation still highlights improvements in the curriculums, protocols, and
procedures of these institutes. In total, 16 students in two FGDs from the various institutes feel that the diaspora
experts provided them with up-to-date training and literature, and increased educational support from an
international perspective.

Final Evaluation of MIDA FINNSOM Health Project, Phases I-III
7|Page

Finally, in terms of the Ministries of Health in Somaliland and Puntland, the evaluation highlights significant
improvements in policy creation and strategic planning. The diaspora expert policy advisors contributed to the
achievement of national health sector policies and the creation of future policies and strategic plans. The National
Health Policy Commission (NHPC) was also significantly impacted by this project, as the diaspora expert drove
the process to establish its office and make it functional. Already, more universities and health professionals have
received standardized credentials, which allows for a baseline of skills and knowledge to be established for
employment at health institutes and accreditation from universities.
In the report that follows, we discuss these achievements in more depth and in relation to the project’s log frame.
Following a project summary and the description of the research methods used in this evaluation, we will analyse
key findings, focusing on the areas of relevance, efficiency, effectiveness, impact, and sustainability of the
knowledge and skills that have been transferred. As a separate performance audit was conducted that assessed
programme management issues, the findings from that assessment are not included here. In this report we pay
special attention to integrating the recommendations made in the evaluation of Phase II and the sustainability of the
changes brought by this project. Lastly, the report will provide lessons learned and recommendations for future
projects providing assistance to the health sectors of Somaliland and Puntland.
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2. PROJECT OVERVIEW
The project Institutionalizing Health Care Improvement through Temporary Returns of Somali Diaspora Health Professionals,
referred to here after as the MIDA FINNSOM Health Project, was implemented in three phases beginning in 2008.
At the time of project inception, less than 20% of population in Northern Somalia utilized public health systems.
Following the civil war of the late 1980s, around 90% of the health infrastructure in Northern Somalia was looted
or severely damaged, and never fully rebuilt. Compounding these problems was the depletion of human resources
due to health personnel evacuating the country during the conflict. Recognizing these needs, Somali diaspora in
Finland partnered with the Ministry of Foreign Affairs in Finland as a donor, and the International Organization for
Migration (IOM) in Helsinki as the implementing organization with expertise in these types of projects, to create
the MIDA FINNSOM Health Project in the mid 2000s.
This project aligned with IOM’s strategy of enabling, engaging, and empowering transnational communities as
agents for development. It evolved from IOM’s Migration for Development in Africa (MIDA) initiatives, which
began in 2001. The purpose of this specific initiative was to identify, select, and finance, in collaboration with local
institutions, suitable diaspora professionals, to return for short-term assignments at hospitals and training centres.
The main overall goal of the MIDA FINNSOM Health Project is to contribute to rebuilding and strengthening a
depleted human resource base in priority areas and to increase the capacity of receiving institutions to cope with
the challenges they face. The beneficiaries of this project are selected public sector health institutions, local health
professionals, and the public at large in Somaliland and Puntland.
Phase I, the pilot phase, was implemented from 2008 to 2009. This phase was aimed at gaining a better
understanding of the needs of the communities and the prerequisites required for ensuring successful project
implementation. It was also aimed at determining government support for the sustainability of the project and the
desire of local staff to receive new skills and knowledge. During this phase 20 voluntary diaspora experts were
placed in various host institutions for a duration ranging from three and a half weeks to three months. Most of these
placements were spent taking note of the equipment, infrastructure and supplies available, and observing the
capabilities of the local staff. The challenges recognized during this phase included a lack of professional
development opportunities for local health staff, a lack of vision among local staff regarding how to begin rebuilding
the health sector, and a lack of sufficient and adequate infrastructure.
Phase II of the project began in 2011 with 36 voluntary diaspora experts, 16 in Puntland and 20 in Somaliland.
These experts were given eight to eighteen month assignments in public health facilitates, training institutes and
Ministries of Health and included doctors, midwives, nurses, policy experts and administrative specialists. Based
on the challenges recognized in Phase I, the aim of Phase II was to strengthen the capacity of local healthcare
professionals to proactively engage in continuous professional development, with a goal of institutionalizing a model
for temporary returns of qualified diaspora health professionals, and to empower experts with essential professional
equipment. The project also wanted to encourage partnerships between Finnish and Somali institutions and
associations and raise awareness among policy, decisions makers, and the public at large about the benefits of
circular migrations. This phase of the project included outreach in Berbera, Gabiley, and Burao. The point of this
outreach was to allow rural healthcare staff the opportunity to build their capacity. Additionally, the Ministries of
Health became more involved during this phase and requested the establishment of an MoH MIDA Coordinator
assignment to be the liaison between the MoH, IOM, and host institutions, to supervise and report to the MoH on
the diaspora experts’ progress, to compare their work-plans to the ToRs, and to liaise with the Director General
and Ministers.
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Table 1: Departments in the Four Hospitals where Diaspora Experts were Placed
Hargeisa Group
Hospital (HGH)

Burao General Hospital
(BGH)

Bosaso General
Hospital (BoGH)

Garowe General
Hospital (GGH)

•

Administration

•

Administration

•

Administration

•

Nutrition

•

Maternity

•

Imaging

•

Surgery

•

Maternity

•

Paediatrics

•

•

Paediatrics

Neonatal
Internal
Medicine

Community
Health

•

•

Human
Resources

•

Neonatal

•

Mental Health

•

Internal
Medicine

•

ICU

•

ICU

•

Dentistry

•

Haemodialysis

•

Laboratory

•

Surgery

•

Mental

Phase III of the project (from 2014 to 2016) included 46 participants, 19 of whom also participated in Phase II. The
goal of this phase was to rehabilitate the health workforce and better equip the health systems of Somaliland and
Puntland. Learning from Phase II, Phase III was directed at shifting from the provision of urgent lifesaving work to
creating sustainable knowledge and skills transfer to the local staff. Placements during this phase were intended to
be 18 months.
Phase III also integrated a number of recommendations from the Phase II evaluation, in an attempt to better achieve
the objectives, outputs, and outcomes of the project. One specific change was the hiring of a monitoring and
evaluation specialist to allow for more thorough evaluation of the progress on reaching project objectives on the
ground. Furthermore, outreach was planned for an additional three locations to implement project activities,
similar to Phase II, but only outreach to Burao was completed due to logistical challenges including scheduling and
accessibility constraints. Phase III also strengthened the regional cooperation between Somaliland and Puntland, as
neonatal staff from GGH travelled to HGH to complete a six-week training course on proper after-birth care,
including the kangaroo wraps technique and the importance of the “Golden Minute.”
Another key component of Phase III – building on recommendations from the Phase II evaluation – was the
provision of increased training infrastructure by introducing a training support package. This included Trainings of
Facilitators (ToFs) for all the participant diaspora experts to improve their transfer of skills and teaching capacity.
ToF were also conducted in host institutions to improve sustainability, and assist the local staff in learning how to
transfer their knowledge. In addition to this, medical and nursing books were procured for all host institutions for
staff and students, while laptops were provided to participants to facilitate trainings, and to be left behind at the
end of the project to assist local staff in taking over these duties.
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Table 2: Diaspora Experts’ areas of focus at the Ministries of Health in Puntland and Somaliland
and the training institutes where Diaspora Experts were Placed
Ministry of Health Puntland

Ministry of Health Somaliland

•

Information Technology

•

Information Technology

•

Policy Planning

•

Policy Planning

•

Mental Health

•

•

Human Resources

•

•

Health Promotion

•

Pharmaceutical

•

Nutrition

•

Digital Imaging

•

Engineering

•

Training Institutes
•

East Africa University
(Bosaso)

Mental Health

•

Hospital Personnel
Administration

Health Science College
(Bosaso)

•

Family and Community
Health

Puntland State University
(Garowe)

•

Burao Institute of Health
Science (Burao)

•

Hargeisa TB Hospital
(Hargeisa)

•

HANI (Garowe)

•

National Health Policy
Commission (Hargeisa)

•

Hargeisa Institute of Health
Sciences (Hargeisa)

•

UHSB (Bosaso)

•

LSV (Somaliland)

•

Maternal and Child Health

•

Central Office

•

Organization Management

The final component of this project is a seven-month exit phase focused on ensuring the sustainable transfer of
skills, as well as a more complete implementation of the developed policies and strategies in the targeted
institutions. It provides an opportunity to further assess the gaps and needs within the health sector and to seek
potential funding opportunities for future interventions of similar nature. During this phase, 15 experts will
continue their assignments until February 2017, which will help ensure the progress achieved thus far will not be
lost, supporting goals of longer term sustainability.

2.1 PURPOSE OF THE ASSESSMENT
The overall objectives of the final evaluation of the MIDA FINNSOM Health Project is to assess the sustainability
of results and the depth and success of the knowledge and skills transferred to local staff and the Ministries of Health
in Puntland and Somaliland. It is also intended to evaluate the relevance, effectiveness, efficiency, impact and
sustainability of the project. The evaluation aims to assess the overall project with emphasis on Phase III and its
implementation, including the integration of the recommendations made in the evaluation of Phase II. Additionally,
the final evaluation for MIDA FINNSOM Health Project is expected to serve as an advocacy tool to guide the
planning of the further projects and interventions within the health sector in Puntland and Somaliland.
Specifically, the evaluation seeks to achieve the following objectives:
1. Assess the overall performance and impact of all three phases of the MIDA FINNSOM Health Project
and their progress towards the project’s main objective;
2. Identify good practices and lessons learned;
3. Assess the sustainability of the implementation in terms of permanently strengthening the targeted health
sector institutions’ capacities to function and deliver services to the Somali people;
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4. Make recommendations for the further development of the MIDA concept and similar human rights
development efforts in the Somali health sector.

2.2 RESEARCH AREA
The research for this project took place in all four project locations: Hargeisa and Burao in Somaliland and Bosaso
and Garowe in Puntland. The hospitals included in the evaluation include Hargeisa Group Hospital (HGH), Burao
General Hospital (BGH), Garowe General Hospital (GGH), and the Bosaso General Hospital (BoGH). Health
institutions included were the Hargeisa Institute of Health Sciences (HIHS), Puntland State University (PSU), East
Africa University (EAU), and the National Health Professions Commission (NHPC). The Ministries of Health in
Puntland and Somaliland were also targeted through the MIDA FINNSOM Health Project and included in this
evaluation. Interviews also took place with a representative from the Embassy of Finland to Kenya, as well as IOM
representatives in Nairobi, Somalia, and Helsinki.

3. METHODOLOGY
The MIDA FINNSOM Health Project final evaluation used a mixed-method approach, inclusive of a desk review
of available project documents, key informant interviews (KIIs) with a variety of actors, focus group discussions
(FGDs) with students at the training institutes and patients at the hospitals, site observations at the four main public
hospitals and two training institutes, and quantitative questionnaires with both local staff and participants from all
three phases. Qualitative research collected provided first-hand perspectives on the relevance, effectiveness,
efficiency, impact, and sustainability of the MIDA FINNSOM Health Project from stakeholders directly involved
in the project either from a beneficiary or service provider point of view.

3.1 DESK REVIEW
A comprehensive desk review of available project documents was conducted to inform the creation of data
collection tools and perform in-depth analysis of the objectives and approach of the MIDA FINNSOM Health
Project, as well as to obtain a deeper understanding of the project and its relevance to the challenges facing the
health sector in both Puntland and Somaliland. Reviewed documents included previous project evaluations, interim
reports, diaspora expert reports, IOM project documents, progress reports, guidelines, case studies, and national
health policies.

3.2 QUALITATIVE RESEARCH
3.2.1 FOCUS GROUP DISCUSSIONS (FGDS)
Focus group discussions facilitated by a local Forcier Consulting researcher were conducted in each location. These
FGDs targeted students at host training institutions and patients at the host public hospitals in each location. FGDs
with four to eight participants sought to identify the extent to which the project reached those beneficiaries using
the services at these institutions. A total of ten FGDs were conducted for this evaluation; two in each of the four
hospital locations, separated by gender, and one each with students at Puntland State University and Hargeisa
Institute of Health Sciences. There were no notable differences in findings between men’s and women’s groups.

3.2.2 KEY INFORMANT INTERVIEWS (KIIS)
Key informant interviews were conducted across all four locations with relevant actors including seven diaspora
experts, the heads of the hospitals and training institutes, three members of IOM’s staff, a representative from the
Finnish Embassy in Nairobi, and the director general of the Ministry of Health in Somaliland. The KIIs sought to
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assess the overall performance of the project in the areas of relevance, efficiency, effectiveness, impact, and
sustainability. The KIIs also provided broader understanding of the level of capacity building, obstacles and
opportunities present in the project, and the success of knowledge and skill transfer. A total of 21 KIIs were
conducted for this research.

3.2.3 SITE OBSERVATIONS
Site observations were conducted in the four hospitals, HIOHS, and PSU. The observations provided an inside look
at the diaspora experts’ working relationship with other staff, the capacity of the training infrastructure, and the
overall impact of the MIDA FINNSOM Health Project. They assisted in providing understanding of the context
within which the project operated, as well as provided tangible evidence through photographs of the current
infrastructural status of the host institutions.

3.3 QUANTITATIVE TOOLS
Quantitative questionnaires were implemented to gather information on the impact and types of training received
from the diaspora experts. The questionnaire also enabled analysis of the different outcomes disaggregated by
region. In total, 39 local staff and 38 diaspora experts completed the survey in person or over the phone.
Table 3: The Number of Quantitative Questionnaires Completed in Each Location
Hargeisa Group
Hospital (HGH)

Garowe General
Hospital (GGH)

Bosaso General
Hospital (BoGH)

Burao General
Hospital (BGH)

Diaspora Experts

17

9

7

5

Local Staff

10

11

10

8

3.3.1 SAMPLING
Due to the difficulty in reaching participants who had left the country, respondents for the diaspora expert survey
were selected first by those still present in Somaliland and Puntland. These respondents were enumerated in
person, and included 22 participants. The remaining 16 participants were selected by their ability to be reached by
phone or e-mail. In total, 38 diaspora experts were interviewed, including 14 females and 24 males. One
participant was from Phase I, 14 from Phase II, 12 from Phase III, and 11 participants were involved in both Phase
II and Phase III.
For the local staff survey, respondents were selected randomly from the targeted departments where diaspora
experts conducted their work. They were only enumerated if they answered yes to receiving training directly or
indirectly from the diaspora experts. There were 10 respondents each from Hargeisa and Bosaso, 11 respondents
from Garowe, and 8 from Burao. Twenty-five respondents were female and 14 were male.

3.4 EVALUATION LIMITATIONS
There were several limitations and challenges to this evaluation that are important to note. Firstly, all of the
fieldwork was conducted during the month of Ramadan, which caused delays in fieldwork. Many healthcare
professionals also chose to take their holidays during this month, which made them unavailable to participate in the
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evaluation. Also, with schools closed for Ramadan and healthcare centres operating on reduced hours, there was
limited access to students and patients for FGDs.
In Bosaso, extreme temperatures also accompanied Ramadan, meaning that even fewer health care professionals
remained in the city during that month. It was therefore not possible to do a proposed FGD with students at East
Africa University.
Researchers also experienced difficulty contacting participants from previous phases of the project due to out-dated
phone numbers and e-mail addresses. This difficulty impacted the sample proposed in the inception report.
Notably, only one participant was contacted for the survey from Phase I and fewer females and diaspora from
Finland were reached than proposed in the inception report.
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4. KEY FINDINGS
The MIDA FINNSOM Health Project was meant to empower local staff in Somaliland and Puntland to provide
diverse high quality services through the transfer of skills and knowledge from diaspora experts to local staff.
Additionally, the project focused on aligning with the strategies and plans initiated and designed by the governments
in Puntland and Somaliland. Similarly, the project aimed at fostering the standardization of training and knowledge
being provided in the training institutes. Overall this project sought to improve health outcomes in Puntland and
Somaliland by strengthening public health institutions in line with government priorities.
The two main outcomes and their outputs to be achieved by this project, as outlined in the log frame, were:
1. Outcome: Improved capacity of public sector health institutions in Somaliland and Puntland to
provide quality health care services
a. Output—Local health professionals have improved skills/capacity to deliver quality
health services
b. Output—Local health training institutions have improved competency and ability to
train health professionals
2. Outcome: Improved capacity of Puntland and Somaliland MoHs to implement the HSSPs
a. Output—Host institutions are able to further develop themselves independently
through trainings and strategic and operative frameworks introduced, and mobilization
of human resources through the Somali diaspora
The following sections have been organized per the evaluation criteria of relevance, impact, effectiveness and
efficiency, and sustainability. The first section will analyse these outcomes in terms of project alignment to national
health sector policies and local health challenges. The impact section focuses on individual host institutions and
describes the changes that have happened since the project began, while analysing how the MIDA FINNSOM Health
Project contributed to these changes. The section focusing on impact, effectiveness and efficiency examines the
MIDA Concept, the challenges faced, and the contributions made by the diaspora experts in their placements.
Lastly, the chapter dedicated to sustainability addresses the ability of the host institutions to maintain and advance
the results produced by this project.

4. 1 RELEVANCE
4.1.1 PROJECT ALIGNMENT
One essential component of this project, as indicated in the log frame, was to align it with national health sector
policies and contribute to their achievement, as this ensured relevance of the project activities. KII interviews with
IOM staff and Ministry of Health representatives demonstrated that the MIDA FINNSOM Health Project was
grounded in the Health Sector Strategic Plan (HSSP) focus on increasing the capacities of health professionals, and
the prioritization of child and maternal health to reduce the mortality rate of both these vulnerable populations.
Additionally, the diaspora experts placed at the Ministries of Health helped assess and improve the implementation
of these plans, and also assisted in the creation of the new HSSPs for after 2016.
The project also aligned with the Somali Compact, which aims at strengthening national capacities, ensuring the
transition is Somali-owned and Somali-led to the greatest extent possible, and improving transparency,
accountability, and building mutual trust amongst all Somali people. The MIDA FINNSOM Health Project was
crucial for developing human resources in line with the objectives in this compact, focusing on increasing and
improving service delivery. Additionally, this project – as indicated by KIIs in Garowe, Bosaso, and Hargeisa and
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FGDs with patients – was able to assist in restoring trust in public institutions and in turn the governments’ ability
to provide services to their people.
An essential log frame indicator in assessing one of the project’s outcomes was the enhancement of health sector
coordination through linkages built with the existing health programmes. The diaspora experts were highly
successful in achieving this indicator and ensuring the project would cooperate and be integrated with other
healthcare actors and their projects. The stakeholders that complemented MIDA FINNSOM Health Project
activities included organizations such as UNICEF, WHO, and the Global Fund, which worked with many of the
institutes targeted by this initiative in ways that addressed the lack of equipment, infrastructure, and materials
needed to adequately transfer skills and knowledge. One notable example was the collaboration with Health
Poverty Action (HPA) to build the neonatal centre at HGH. There was consensus among all interviewees that
although much of these complementary relationships unfolded organically, this mixing of the MIDA concept of
skill and knowledge transfer with the provision of equipment and infrastructure by other stakeholders was
important for augmenting the results of this project. These relationships with other organizations, and the
fundraising done by the diaspora experts amongst community members and business leaders helped overcome the
commonly cited constraints of limited equipment and materials, which would hinder knowledge and skills transfer.
Many of the diaspora experts also contributed their own funds and materials, including engineering tools and
neonatal training materials. The resulting increases in funding are evidence of the project’s success in achieving the
log frame indicator of increasing funding for the health sector, which helped to reach the outcome of better
implementation of the HSSPs.
Also central to this project was the establishment of relationships between Finnish and Somali health organisations
including the Finnish Medical Association, Finnish Nurses Association, and non-governmental actors including
Physicians for Social Responsibility, Finnish Somalia Network, and SOMHELP. They were all members in the
project’s advisory board. These organizations contributed in disseminating the placement vacancies within their
networks and in supplying some materials such as medical literature during Phase II of the project. Many of the
diaspora experts established a connection between the institutions they came from and their host institution in
Somaliland or Puntland. These institutions often donated training tools and essential medical supplies for the
diaspora experts to take with them to their placement and continue to resupply these and new items, such as
premature baby formula and training diagrams and posters.
The project also initiated larger partnerships such as the one established with Helsinki Diakonia College (HDC) in
Finland. This partnership between the MFA, HDC, and the MIDA FINNSOM Health Project, enabled eleven
nursing interns of Somali origin to be placed at the HGH for seven weeks of practical training. Experts have also
initiated partnerships with regional institutions; for instance, PSU in Garowe has established a partnership with
Nairobi University in Kenya to help PSU improve its curricula in the medical and healthcare fields.

4.1.2 HEALTH SECTOR CHALLENGES
Important to the success of the MIDA FINNSOM Health Project is that it addressed the relevant needs of the health
sectors in both Somaliland and Puntland. These needs included, for example, low utilisation rates of public
institutions, the proliferation of unregistered universities and unregistered graduates, unskilled staff, and poor
maternal and natal care. In order to achieve this, IOM worked with the Ministries of Health in Somaliland and
Puntland to identify host institutions, and then worked with the host institutions to identify challenges and design
relevant placements. Although many of the host institutions stated that they did not receive all of their required
placements, in all FGDs with patients and students and all local staff surveyed agreed that the skills taught by the
diaspora experts were relevant to the needs of the community.
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One indicator for achieving the objectives of the MIDA FINNSOM Health Project was enhancing the quality and
reliability of care given to women and children in Somaliland and Puntland. As specified in the log frame, the
project specifically intended to lower the high neonatal, under-five, and maternal mortality rates in public hospitals.
Compounding the presence of these issues is the lack of focused training of medical professionals and minimal access
to medical care during pregnancy and childbirth, as well as a limited availability of key medical supplies and delays
in seeking care. Therefore, in an effort to combat the mortality rates of infants, the project supported the neonatal
units in Garowe and Hargeisa, placed diaspora experts in maternity wards, and enhance the paediatric care services
offered in most host institutions. Although, the project did reach the indicator presented in the log frame of six
positions filled to address child or maternal health in Somaliland, it was not able to reach this desired number in
Puntland mainly due to challenges related to recruiting relevant diaspora experts to Puntland.
Lastly, the project was relevant in addressing the general lack of qualified health professionals in Somaliland and
Puntland. By focusing on training institutes, the project was able to make progress in ensuring new health
professionals had increased competency and training similar to international standards. Additionally, by augmenting
the stature of these health training institutes, the project combatted brain-drain in the medical field. The work
completed at the NHPC was vital to moving towards standardisation of training and competencies.

4.2 OVERALL IMPACT
The MIDA FINNSOM Health Project had a sustainable impact across project locations in terms of increasing the
quality of services and improving the skills and training of the local staff. Through the establishment of new entities,
including neonatal units at HGH and GGH, and haemodialysis and dental units at HGH, the overall provision of
quality services at these facilities has improved dramatically. Likewise, through the provision of skills transfer from
diaspora experts to local staff, the capacity of hospital employees to continue providing high quality health care
services under those units will persist after the project concludes.
Local staff in the quantitative questionnaire also echoed the achievement of these broader sustainable outcomes.
Key changes witnessed by the local staff surveyed vary largely by location, as seen in Figure 1 below, but the mostnoted changes across locations are: better trained and qualified staff and the provision of higher quality services.
Specifically, out of 39 respondents, 24 mentioned higher quality staff, while 17 mentioned higher quality services.
It is also important to note that the impact of the project in Burao was limited in comparison to the other locations,
as there were difficulties recruiting diaspora experts for this location, high turnover at the managerial level of the
hospital, and the short six-month project duration at this facility.
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Figure 1: Key Changes Resulting from the MIDA FINNSOM
Health Project as Indicated by Local Staff
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Central to the development of more technically capable hospital staff, and therefore the provision of higher quality
health care services, was the building of capacity among local staff. One-third of local staff surveyed in the hospitals
had never received training from their host institution outside of this project. As a result, the MIDA FINNSOM
Health Project was able to greatly improve this statistic, demonstrated by the fact that all local staff participating in
this evaluation, including those who had never before received training, were trained through this project. This is
evidence of the project’s achievement of its desired log frame output of improving the skills and capacity of the
local health professionals to deliver quality health services.
As mentioned, neonatal units were established at GGH and HGH, as well as a dental and haemodialysis unit at
HGH. The creation of the neonatal units in particular has had a strongly positive impact on the provision of neonatal
services in these hospitals and has led to the reduction of neonatal mortality, which was a key indicator in the log
frame for achieving the project’s desired overall objective. Infant deaths dropped from about 70-80 deaths
per 300-400 births to just 5-8 deaths per 300-400 births at the HGH. In Garowe, they dropped from
approximately 70 deaths per month to one per month at the GGH.
Two-thirds of local staff respondents noted that since the diaspora experts began working at the host institutions
the number of patients receiving treatment has increased. In the HGH, the utilisation rate, according the hospital
director, has increased from 1,000 users a month to 6,000 users a month. Data was not provided by other hospitals.
Additionally, 85% of local staff respondents indicated that the community trusts the hospital more now than when
they started working at the hospital. Increased trust is an important indicator that the community is beginning to
reduce its fear of non-traditional medical care and accept life-saving interventions from the institutions involved in
this project. These achievements are vital to the project’s log frame output of improving the capacity of the public
sector health institutions in Somaliland and Puntland to provide quality healthcare services.
Beyond the impact on hospitals, the project also improved the competency and ability of training institutes to train
health care professionals, another desired project output. Two indicators of this output were notably achieved;
specifically, enhanced curricula often along international standards, and the coaching of more than eight teachers
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and trainers. Students in FGDs at two of the training institutes pointed specifically to these outputs during the
discussions.
Lastly, the MIDA FINNSOM Health Project also improved the overall capacity of the Ministries of Health in both
Puntland and Somaliland to implement the HSSPs, another key desired outcome noted in the project log frame.
Both MoHs achieved the outcome indicator of introducing a number of acts, operational guidelines, policies, and
strategies; although the specific number is difficult to quantify, all diaspora expert participants from the MoHs,
both those interviewed and surveyed, mentioned their contribution to the production of these materials. The
NHPC also made headway in reaching the outcome of implementing the HSSP in Somaliland by working toward
the indicator of registering and accrediting health professionals and institutions.

4.3 SOMALILAND IMPACT
The impact of the MIDA FINNSOM Health Project on the Somaliland health sector was evident throughout the
assessment undertaken at the host institutions. The largest impact was at Hargeisa Group Hospital, where the
majority of the diaspora experts were placed, but changes were also noted across the institutes involved and the
Ministry of Health. All host institutions in Hargeisa indicated that they had increased capacity, which was confirmed
by the students and patients who participated in the FGDs. The impacts are unique to each location and outlined
in the sections that follow.

4.3.1 HARGEISA GROUP HOSPITAL
Hargeisa Group Hospital was built in 1953, when the British governed Somaliland. After the civil war in the late
1980s and the independence of Somaliland, the government did not have adequate money to invest in operating
the hospital at full capacity and as the diaspora experts describe, there were only animals left to graze in many of
the departments. Private hospitals and local remedies became the primary modes of accessing care. When this
project began in 2008, the hospital lacked any qualified staff, most of the infrastructure was original from the 1950s,
and there were no patients except those who could not afford to seek treatment elsewhere. According to the
hospital director, people used to say, “If you want to die, go to HGH,” but since the implementation of this project,
people from across Somalia come to HGH for treatment. The increase in trust and utilisation, as previously
discussed, is an indication that the capacity of the hospital’s services has improved and that the project has been
successful in improving the skills and capacity of the local staff to deliver quality services.
Table 4: Number of Diaspora Experts and their assignments in Phase II and III at the HGH
Phase II
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.

Phase III
Hospital Administration
General Surgeon
Dentist
Haemodialysis Nurse
Radio-Sono Technician
Gynaecologist and Obstetrician
Paediatrician
Midwife and Public Health Nurse
General Doctor
IT engineer
Psychiatric Nurse
Dental assistant

1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.

Hospital Administration
General Surgeon
Dentist
Haemodialysis Nurse
Radio-Sono Technician
Gynaecologist/obstetrician
Paediatrician
Neo-natal and Child health Specialist
Child Health Nurse
Gastroenterologist
Anaesthesiologist Nurse
Lab Specialist
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13. General Doctor
14. Orthopaedic Surgeon
Total: 14

Total: 12

4.3.1.1 HGH Neonatal Care
Before the MIDA FINNSOM Health Project began, it was
common practice in HGH for premature babies to be
deemed dead at birth, as the local staff had not been
trained in how to provide intensive care for premature
births. In 2012, before the neonatal department was
opened, there were around 70-80 infant deaths out of the
300-400 deliveries every month, demonstrating a
mortality rate of approximately 20%. Additionally, many
women could not afford caesarean sections and many
infants and mothers were lost due to complications at
birth. Currently, however, due to the diaspora experts’
transfer of knowledge and skills, the neonatal ward in
Hargeisa has significantly improved the quality of care
given to patients and the mortality rate has decreased
dramatically. As previously noted, the mortality rate at
the HGH is down to five-eight deaths out of the 300-400
babies born every month, which indicates the project’s
achievement of its objective of reducing the neonatal
mortality rate in Somaliland.
The diaspora experts in the neonatal department
transferred knowledge on how to work with the patients,
Premature infant under an infant warmer at the
HGH neonatal unit
how to administer life saving techniques, and how to
manage the department. Surveys with local staff, as well
as interviews with diaspora experts indicate that the neonatal training and skills transfer that local staff received has
become so engrained in their daily activities, that they feel comfortable transferring them to others. The diaspora
experts observed the local staff in this department discussing the trainings and consistently referring back to the
training materials. In addition, guidelines, best practices, and standard operating procedures have been created for
the neonatal department. Trainings such as how to use infant warmers and open a new-born’s airways, and the
insertion of infant oxygen lines have been vital for decreasing the mortality rates of infants born in the HGH.
Both male and female FGD participants stated that mothers now have more confidence in the quality of care their
infants are receiving and their chance of survival. Diaspora experts, FGD participants, and the hospital
administration at the HGH indicated that the work of the diaspora experts has changed everything in the neonatal
wards; the ward is efficient in the sense that there are no extra-long wait times,
“They treat us, they save our
there are record books used to document the assistance given to patients, and
children and they serve us in a
there is a strict schedule of checking on the patients. Of the local staff surveyed
good way”
at HGH, 90% believe the assistance of the diaspora has greatly improved
- Female Patient at HGH
neonatal care. These findings indicate that the project has reached its desired
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output of improving the local health professionals’ skills and capacity to deliver quality neonatal services at the
HGH.
The neonatal department still faces some challenges, however, particularly with regard to acquiring necessary
medical supplies. As the services provided to premature infants are relatively new to these hospitals and operational
budgets are limited, departments have struggled to get equipment specific for dealing with premature births. Key
supplies needed are intravenous needles and tubes, and formula.
4.3.1.2 HGH Haemodialysis Unit
The MIDA FINNSOM Health Project also led to the establishment of a haemodialysis unit at HGH. Kidney failure
is common throughout Somalia, often stemming from and exacerbated by diabetes, unclean water, dehydration,
and hypertension. Previously, those suffering from kidney failure would have to seek expensive treatment outside
of the country, in places such as Nairobi, Ethiopia, or Dubai, an option that is unaffordable to most Somalis.
Hargeisa Group Hospital had only two dialysis machines but no one in the hospital knew how to use them. Through
this intervention, a diaspora expert focused on haemodialysis treatment was brought to HGH, and worked to
establish Somalia’s first haemodialysis unit since the civil war. The importance of this unit cannot be understated
both in terms of its relevance to the needs of the entire country and the impact it has on the lives of those suffering
from kidney failure.
Currently, there are 10 working dialysis machines and the unit operates on
a daily basis. Initially, each treatment cost USD 50, but the diaspora experts
have eliminated all costs associated with treatment with the help of the local
business community and the government. Offering this service free of
charge allows everyone in the community who needs this life-saving
treatment the ability to receive it. As one patient in this department
noted, “this project has given hope to people who before could
only suffer.”

“I think the haemodialysis
department has the best staff in the
hospital.”
-Male Patient at HGH

Interviews with the HGH director and the diaspora expert running the department indicated that the local staff
members possess all the required skills and knowledge to run the department. KIIs indicated a positive atmosphere
of cooperation amongst staff, and that most local staff members complete formal training two or three times per
week, as well as benefit from regular on-the-job training. The local staff members in this department now have the
knowledge and skills required to run the dialysis equipment, care for patients, and keep the department functioning
without the diaspora expert.
All FGD participants from the haemodialysis department were satisfied with its services and noticed improvements
in terms of infrastructure and staff motivation in the past two years. Each noted easy access to the treatment, and
were very happy that the service was offered free of charge. They described the staff as friendly, well-educated,
and trustworthy. “I trust the haemodialysis unit a lot more than before,” according to one FGD respondent.
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Patients receiving treatment at the Haemodialysis Department at HGH

The department has received support
in terms of machines and supplies from
other diaspora, the local business
community, and hospitals in Finland.
After the department started with two
machines, the diaspora expert
advocated amongst these three entities
the importance of expanding this
department with more machines and
demonstrated that the staff were
properly trained to operate effectively.
Additionally, with the support of the
Ministry of Health and these three
entities, the unit is now able to procure
supplies six months in advance so they
do not run out. All participants in this
evaluation involved in this department
stressed that the unit would not exist
without the MIDA FINNSOM Health
Project.

Further demonstrating the reach and sustainability of this project, the haemodialysis nurse from HGH has given
trainings on signs, symptoms and treatments of kidney failure and kidney disease to healthcare professionals in
Borama and Burao. During outreach activities, the haemodialysis specialist attended to some patients with kidney
problems and provided on-the-job training to local staff. Burao also has had one unused machine since 2007, as no
one has adequate knowledge to use it.
4.3.1.3 HGH Dental Department
Dental hygiene is minimal across the project locations, as many people suffer with abscessed teeth and pain caused
by cavities and deteriorating enamel stemming from the very limited knowledge of oral hygiene across the country.
Before the project began, there were no public dental services in any of the four locations, except for tooth
extraction service at the Hargeisa Group Hospital. There was no public dentist capable of dealing with general
dental hygiene or more severe trauma. This limited dental capacity largely stemmed from a lack of training
opportunities and infrastructure. The only option for dental care before the beginning of this project was at private
institutions.
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A trauma patient receiving care at the HGH dental unit
from a local dentist

The MIDA FINNSOM Health Project sought to
address this problem by sending an expert to work
on establishing a dental unit at HGH and increasing
the human resource capacity in this department.
Working first with general nurses, the diaspora
expert transferred knowledge and skills on the use of
dentistry materials and procedures to train them into
dental nurses. The knowledge and skills transferred
included practical training and composite material,
polishing discs and the importance of doing so, dental
chair ergonomics, treatment of gum disease, dental
treatment for pregnant women, caries and its
prevention, periodontal diseases and their treatment,
basic oral health education, dental emergencies, and
dental trauma. The unit is now fully functional with
more than eight qualified staff, which the diaspora
expert believes are able to maintain the practices of
the unit once the project ends, based on his
observations following his own periods of leave. The
three local staff surveyed from this unit all described
it as very capable of performing the medical duties,
as well as capable to very-capable of fulfilling the
training duties performed by the diaspora expert at
the end of the project. Currently the department is
only doing primary treatment with the hope of
expanding into other services, such as providing
dentures and implants.

Similar to other departments, the largest obstacles the dental unit faces in providing these services are a lack of
supplies, not enough space nor staff, and a lack of motivation among local staff due to low salaries. The diaspora
expert is also working to mitigate a working culture where local staff come and go as they please without regard
for operating hours or patient needs. Overall, the majority of FGD participants agreed that they are very happy
and satisfied with the dental department’s services, despite their perception of quiet long queues.
The accomplishments of the department, as indicated by the interviews with the diaspora expert and hospital
director, would not have happened without this project because there was no knowledge, human resources, or
equipment, and no indication that any investments were going to be made to rebuild the dental department.
Outside of HGH, there are no other functional dental departments. Members of the dental department at
HGH have completed outreach activities in Burao and Bosaso, including oral health related lectures
focusing on topics such as oral cavity, plaque, chronic gingivitis, periodontal diseases, and caries and its prevention.
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Surgical Department
The diaspora expert in the surgical department, who
experts and local staff say is possibly the best surgeon in
the country, has instituted many policies and protocols to
increase organisation and efficiency. These policies
include a dress code, schedules, and standard operating
procedures. Another diaspora expert focused on
anaesthesia trained local staff on administering
anaesthesia, patient care in the intensive care unit (ICU),
and pre-and-post operative care. The department is now
thriving with scheduled twice-weekly out-patient and inpatient surgeries. Currently more than 200 surgeries and
50 caesarean sections are undertaken each month. In
addition, emergency care is provided 24 hours a day as
there are structured schedules with on-call doctors.
Previously, it was difficult to find doctors to attend to an
emergency at the night, but now on-call doctors always
respond. FGD participants were very pleased with this
improvement, stating that, “emergencies used to have a
long queue and be inefficient, but now it is good.”
Access to Care

Surgical Training at HGH

High prices have always been a barrier to accessing
healthcare, but through the hospital’s cost-sharing system with patients and support from the Ministry of Health
and other local donors, the HGH is able to offer many services free of charge, including all maternal healthcare
services. The cost-sharing arrangement, which allows patients to pay based on their financial ability, was largely
designed and implemented by the hospital director – a diaspora expert. The diaspora expert placed in the maternity
ward also worked to advocate and fundraise to make maternal healthcare services more accessible. Delivery services
is now available at HGH 24 hours a day, and caesarean sections are offered free of charge. In KIIs and FGDs,
patients and diaspora experts both mentioned that the HGH now rivals private hospitals. In fact, there are services
offered at the HGH that are not offered at private clinics, such as haemodialysis, and patients are frequently referred
from private clinics to HGH.
Hospital Management
The diaspora expert who serves as the hospital director at HGH has brought about “The HGH is 100% better now
changes in human resources management, which includes timesheets, prioritizing than it used to be”
training opportunities, and instituting morning staff meetings. He has brought new
- Male Patient at HGH
policies, protocols, and training on issue areas that include waste management,
emergency preparedness, and pharmacy and drug management. Additionally,
financial, logistical, and documentation management has improved through the implementation of software in
collaboration with the United Nations Office for Project Services (UNOPS) and Terre Solidali, an Italian non-profit
organisation.
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Work Culture
One important change brought forward in interviews with diaspora experts and with the hospital director is the
impact of the project on work culture, which is vital for the sustainability of this project. Respondents noted that
local staff members have learned to be more attentive to patient needs and questions. The diaspora experts noted
that although there were trainings offered on patient care, much of these patient skills were learned from the local
staff observing the way the diaspora experts treated patients; they “tried to lead the local staff by example”,
according to one diaspora expert interviewed. The local staff have increasingly learned to take responsibility to
complete duties associated with their job including tasks that are not directly associated with patient-care, such as
record-keeping, responding to patient calls, and showing up on time. The hospital director says evidence of the
increased motivation to work among the local staff can be seen in that fact that “there are currently 40 to 50 young
doctors who continue to show up to work at HGH, not because they are paid well, but because they are receiving
training” to expand their medical knowledge and skills. This type of mentality shift is indicative of capacity
enhancement and an adaptation of the efficiency and effectiveness of skill and knowledge transfer at the ground
level, all of which contributed to the overall project objective of improving the health outcomes in Puntland and
Somaliland by strengthening public health institutions.
Lastly, interviews at the HGH indicated that the project created an enabling environment for a culture of skills and
knowledge transfer. Of the ten local staff surveyed from HGH, eight indicated that they believed their institution
is very capable of fulfilling the medical duties and training duties performed by the diaspora expert when they leave,
while the remaining two believed their institution is capable. In this manner, the project has been able to reach its
log frame output of enabling the HGH to further develop themselves independently through trainings and strategic
frameworks, an indicator of longer term sustainability. All local staff interviewed indicated they were practicing
the skills and knowledge they had received from the diaspora experts.
Finally, nine out of ten local staff respondents said they received knowledge and capacity on how to train other
local staff from the diaspora experts and that they are using the training material created by the diaspora experts.
This internalisation of the training materials is important to the sustainability of this project, and further suggests
that the HGH has the ability to further develop itself independently through trainings.
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Site Observation:
Hargeisa Group Hospital

General Infastructure:
- On-going construction to update old buildings
- New wards
Training Infastrucutre:
- One large and one small training room
- Computer and projector
- Lack of practical training equipment

Relationship between diaspora experts and
local staff:
- Team like atmosphere
- Constant information sharing
- Respectful and friendly

Procedures:
- Managable queues; for emergency, seperated by
sex
- Good record keeping; electronic in some
departments
- Specific departmental policies and guidelines

4.3.2 BURAO GENERAL HOSPITAL
Burao General Hospital (BGH) was the last intervention location to be added to the project; project activities began
in late 2015. In 2013, Médecins Sans Frontières (MSF), which was supporting the hospital, pulled out abruptly due
to political and security issues. This shock left the hospital without adequate staff or financial resources to maintain
the quality of service provided to patients. According to the hospital manager, MSF’s departure essentially collapsed
the hospital’s system of care. Since then, the local staff receives salaries sporadically; as of May 2016, staff were
most recently paid in January 2016.
Table 5: Number of Diaspora Experts and their assignments in Phase II and III at the BGH
Phase II

Phase III
1.
2.
3.
4.

Total: 0

Mental Health Advisor
Advisor on Hospital Administration
Human Resource Advisor
Digial Imaging Specialist

Total: 4

All FGD participants indicated that the low, and often very late, local staff salaries were a major barrier to the
quality of services provided. Additional obstacles to adequate care include the cost of medications, poor hygiene,
and limited access to specialized doctors. The poor foundation for medical care at this facility has thus hindered the
achievements of the MIDA FINNSOM Health Project in Burao to some extent.
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One department that has seen significant change in the Burao hospital since the beginning of this project is the
Mental Health Unit. The expert at this location has been able, according to interviews and site observations, to
train the nurses, create programs, protocols, and guidelines, and establish a good working relationship with the
staff and garner their respect. He raised public awareness to reduce mental illness stigma for medical professionals
and families and created outreach programs to surrounding communities to diagnose and treat patients unable to
access the hospital, especially for children who were not allowed in the mental health unit. Often times he would
lead the outreach once, and through on-the-job training, empower nursing staff to return for check-ups. The
diaspora expert also discussed how one of his greatest accomplishments has been to improve the rights of the
patients in this department. Previously, mentally challenged patients were not treated with the same respect as
other patients, and staff would not engage with them. The diaspora expert now ensures his patients are treated
with respect and dignity by the staff.
Despite successes the mental health unit, there have been a few challenges in implementing the project activities
successfully in other areas of the hospital. Interviews with management indicated that communication was
relatively weak between the diaspora experts, IOM, and the hospital management, as the management was not
clear about the roles of the diaspora experts. The hospital manager, assigned temporarily for a duration of one
month at the time of the interviews, stated that he was not aware of the content, length, or targeted trainees in the
hospital, and as a result, he did not believe he was able to provide any support to the training. Nevertheless, other
research indicates this was not always the case, as the original director of the hospital was aware of the role of the
participants, institution and had copies of their contracts. It is therefore likely that the new hospital director did
not receive any briefing on the MIDA FINNSOM Health Project from his predecessor, resulting in these gaps,
despite the fact that IOM Somalia conducts quarterly monitoring visits to Burao. It is worth noting that another
director has recently taken over the hospital, and appears to have been better briefed on the MIDA concept, and
was satisfied overall with progress to date.

Maternity Ward Bed in BGH

The administrative focus, rather than service provision focus, of the
diaspora experts placed at the BGH has also created an obstacle by
influencing the management and local staff’s perception of not seeing
any direct benefit from their presence. The local staff did not expect
that the diaspora experts would provide training, either because they
did not recognize the day-to-day on-the-job training being
administered or were not expecting to be trained. Only half of the
local staff respondents said they received knowledge or capacity
building on how to train other local staff, and only two of the 8
interviewed have used any of the training materials developed by the
diaspora experts in their own medical practice. The local staff also
resented that their hard work was not warranting any payment, while
the new staff were being paid above average. This coupled with the
fact that the diaspora experts only had a very short amount of time to
create change, likely contributed to why only two of the eight local
staff respondents thought that the diaspora experts had improved the
quality of staff and why only one respondent thought the diaspora
experts had impacted the quality of services provided. KIIs with IOM
staff in Nairobi and Hargeisa also noted that there was difficulty in
recruiting volunteer diaspora experts for this location, and for the
specialized positions requested in general, contributing to the limited
outcomes achieved. In all locations, diaspora experts noted that it
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took at least six months to even begin creating positive change and thus it is important to note that different results
would be expected if the project duration had been longer.
Outreach to the BGH from diaspora experts from HGH has provided some training in areas such as pharmaceutical
management, dental hygiene, kidney failure, and neonatal care. This outreach started in Phase II, as central to the
overall project’s objective of building capacity in other institutions, and continued even after Burao received its
own diaspora experts in Phase III.

Site Observation:
Burao General Hospital

General Infastrucutre:
-Maternity ward in poor condition with
poor hygiene
-Emergency department the best kept
Training Infastrucutre:
-One training room
-Empty bookshelves

Relationship between diaspora
experts and local staff:
-Cautious
-Friendly on a personal level but
conflictual on a professional level

Procedures:
-Managable queues
-Handicapped by lacking financials
-Hardworking atmosphere among nurses
but not doctors

4.3.3 HARGEISA INSTITUTE OF HEALTH SCIENCES (HIOHS)
Hargeisa Institute of Health Science faces a number of key challenges, according to students and the institute
director during a KII and FGD. Specifically, insufficient access to the latest educational technologies, too few course
offerings on the range of issues facing the health sector in Somalia, and insufficient laboratory equipment for
practical training prohibit the provision of in-depth trainings for students. There are few, if any, medical education
materials in Somali, as most of the books being used are from the United States, Turkey, and Saudi Arabia, which
makes it hard for students to utilise the material without high quality translations, or knowledge of medical
terminology in a second language. There are also few classroom supplies for presentations, and many of the teachers
have not been trained in the latest methods and knowledge in the medical field or in other teaching methods beyond
lecturing.
Prior to the arrival of the diaspora expert, no policies or practical training equipment existed, communication was
poor between faculty and students, and curricula were out-dated. According to the KII with the institute director,
the only diaspora expert posted at this location, and the FGD with students, the diaspora expert introduced
a new school management system allowing easy dissemination of academic information and
student records, including required courses, completed courses, and grades; students and professors are also
able to communicate through this platform.
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Based on her evaluation of what was necessary to improve the efficiency of the institution and how to best support
the students, the diaspora expert also created schedules, a learning strategy, and lessons. The expert recreated
syllabi, school policies such as dress codes, and practical training relationships with hospitals and other health
institutes, including maternal and child health clinics. She also offered trainings in areas that included teaching
methods, goal setting, physical assessment, cardiopulmonary resuscitation (CPR), basic life support, first aid,
aseptic techniques, and cleaning techniques; she surpassed the log frame target of training eight teachers/trainers
in these areas. The diaspora
expert also achieved the log
frame
indicator
of
contributing
to
the
development and adoption
of training curricula for
health institutions in line
with
international
standards. In comparison
to others in Hargeisa,
students described it as
the best institution in
Hargeisa to receive
medical training. They
also noted that the quality
of training materials has
improved with the project,
and
the
skills
are
increasingly relevant to the
The Library at the HIOHS
needs of the community.
All of these improvements
are
indicators
of
achievement of the log frame desired outcome of improving the institute’s competency and ability to teach health
professionals.
The expert also tried to work on the apparent lack of practical training by setting up fieldtrips to hospitals and
MCHs, and leading outreach to villages. Students hailed these out-of-school practical experiences as very impactful,
because they were given the opportunity to gain knowledge and practice their skills in a real-life setting. During
the outreach activities students evaluated the most common diseases, learned about what was causing those diseases,
brainstormed how to prevent them, and gave out some treatment and prevention training.
The students are anxious about the end of the project stating in the FGD “we don’t think there will be any
improvement if MIDA FINNSOM leaves us.” The diaspora expert also noted that many of the local professors may
not have had the time to fully absorb the skills and knowledge being transferred to them. The expert stated in her
KII that she is not sure the other faculty she trained fully understand the systems put in place and is fearful that
future groups of students will not be as well trained as those that have recently received training. The students
described the diaspora expert as “the light of our education here.” The impact of the project at this host institution
cannot be understated, as she demonstrated that the institution has the potential to be a leader in producing health
professionals.
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Site Observation:
Hargeisa Institute of Health
Sciences

General Infastrucutre:
- Good quality buildings
- Library with limited new material
Training Infastrucutre:
- Poorly equipped classrooms
- Access to a projector and computers
- Lack of practical training equipment

Relationship between diaspora experts
and trainees:
- Friendly
- Supportive
- Team like

Procedures:
- Hardworking atmosphere
- Classes are held on time
- Guidelines and best practices established for
students and lecturers
- Well-kept records

4.3.4 NATIONAL HEALTH PROFESSIONS COMMISSION (NHPC)
All interviews conducted among Somaliland Ministry of Health staff, health institute directors, and hospital
directors indicated that a lack of standardized training, funding, and capacity as well as weak implementation of
policies plague the healthcare system in Somaliland. The National Health Policy Commission’s (NHPC) mission is
to address these problems to create a more cohesive and better functioning healthcare system in Somaliland. In
1999, an Act of the Republic of Somaliland Parliament was passed to establish the NHPC and outlined the functions
of the Commission as registering health professionals, health care institutions, and facilities. The Commission’s
obligation is to protect the public by ensuring the quality of healthcare provided by health professionals and
institutions is assessed and monitored, and adheres to adequate standards. The NHPC aims to set up standards and
guidelines for the healthcare professionals both in training institutes and in the medical facilities.
Improvements during the project implementation
Prior to the MIDA FINNSOM intervention, there was no office or staff designated for the commission. The
diaspora expert’s mandate was to formally establish and staff the commission and build its capacity. She built all
new structures and policies, such as the financial procedures and human resources guidelines, and prioritized
strengthening the capacity of staff to be able to better regulate and monitor health care facilities
in Somaliland.
Since its inception, the commission has completed workshops in all regions for healthcare professionals, trainees,
and medical students. There are now twelve permanent staff, two technical committees, and a board of directors,
who are responsible for developing human resource manuals, policies, and regulation programs. The expert took
charge of designing workshops on standardization and regulations, held local discussions on these same topics, and
administered group trainings, on-the-job training, mentoring, and shadowing to the other staff in the commission.
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The achievements, according to the expert, would not have been possible without the MIDA FINNSOM Health
Project. Establishing an assignment at this commission was vital for addressing a major need in the Somaliland health
sector, and contributing to the achievement of the log frame indicator of enriching health sector coordination. The
expert is confident that the strong foundation that has been established will be enough to continue replicating the
knowledge and skills she provided after the end of the project. The findings at the NHPC indicate that the institution
is likely able to further develop independently.

4.3.5 MINISTRY OF HEALTH SOMALILAND
The MoH has a great sense of ownership over the project, as a result of its active engagement in Phases II and III.
Notably, during a transition period between the end of Phase II and the beginning of Phase III, the MoH paid for
key positions to remain in place. The Ministry participated in the selection of participants in all host institutions
and were consulted on host institutions’ capacity building needs. Apart from Phase I, the MoH was directly involved
in implementation and worked closely with the experts to achieve objectives. However, it was noted in many
interviews with the diaspora experts and MoH staff that more involvement of the MoH in planning and designing
the project might have increased the outcomes, as staff at the MoH have a better sense of the specific needs and
deficiencies of the healthcare system.
Table 6: Departments in the Somaliland Ministry of Health where diaspora
experts were placed
•

Information Technology

•

Policy Planning

•

Mental Health

•

Hospital Personnel Administration

•

Family and Community Health

•

Maternal and Child Health

•

Central Office

•

Organization Management

The desired project outcome of improving the capacity of the Somaliland MoH to implement its HSSP was realized
through achievement of all indicators in the log frame. The project improved the resource capacity of the ministry,
as the diaspora experts brought with them new partnerships to support infrastructure and
equipment acquisition. The MoH also received support to achieve this outcome through the provision of
support, advice, and capacity building on health policy and planning development from the diaspora experts. The
diaspora expert focused on policy planning provided much needed support in the areas of policy design and
implementation. Other diaspora experts provided policy guidance on specific issues including care for patients
facing mental health issues, maternal and child health, and family and community health. The diaspora experts
focused on administration and management helped design organisational structures and efficiency strategies to
improve the functioning of the ministry. They contributed to a number of health intervention proposals in
collaboration with health partners including UNICEF, the Global Fund, and WHO.
The diaspora experts also played a role in monitoring health sector management and developing strategies to
increase the effectiveness and efficiency of these structures. The technological capacity of the MoH was also
improved through setting up an intranet, and establishing better channels of communication. Although, it is not
possible to know the specific percentage of the staff at the MoH who were trained in in this area, as desired in the
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log frame, the diaspora expert did provide training and capacity building on how to maintain the new capabilities
and improve information technology knowledge across the MoH; this indicates at least, partial progress on the
desired indicator of 80% staff trained in IT. Representatives of the MoH acknowledged, through interviews, that
the achievements would not have been possible without the MIDA FINNSOM Health Project.

4.4 PUNTLAND IMPACT
The impact of the MIDA FINNSOM Health Project on the Puntland health sector was profound, but limited due
to fewer placements at the host institutions and generally weaker infrastructure. The hospitals in Bosaso and
Garowe both benefitted greatly by the presence of the diaspora experts, especially in the maternity, neonatal, and
paediatric departments at GGH. The health training institutes, notably PSU and EAU, were both supported by the
project in terms of curriculum development, but due to challenges with recruitment, those institutions did not
think that they received the diaspora experts most in need. Lastly, the MoH in Puntland received significant support
in terms of building its capacity, as the diaspora experts were instrumental in creating operational guidelines,
strategic plans, and numerous policies.

4.4.1 GAROWE GENERAL HOSPITAL
Garowe General Hospital faces significant challenges, particularly in terms of limited human resources, insufficient
equipment, poor infrastructure, minimal funding, and too few surgeons and gynaecologists. All FGDs and KIIs
indicated that the staff is underpaid, which has a negative impact on motivation and morale.
Table 7: Number of Diaspora Experts and their assignments in Phase II and III at the GGH
Phase II
1.
2.
3.
4.
5.
6.
7.
Total: 7

Phase III
Medical Doctor
OP and Sterilization Nurse
Anaesthesiologist
Gynaecologist and Obstetrician
Nurse
Midwife
Medical Doctor

1. Internal Medicine Specialist
2. Midwife
3. Paediatric Nurse

Total: 3
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The KIIs and FGDs indicate that there have been noticeable changes in the quality of services, patient care, and
local staff capacity since the beginning of Phase II. The
most noted changes according to the diaspora experts
were improved staff skill sets, higher quality
services, better training programs and better
management of the hospital. One patient in the FGD
described the staff “as good staff that are underpaid but
still choose to ensure that the service they provide is of
high standard and quality.” Many of the FGD participants
noted that there are still long queues at the hospital, but
they see improvements and continue to deal with the
lines because of the quality of the services provided. One
patient said, “although the waiting hours can be long, I
still come here because I trust the staff.” FGD patients
who have been coming to the hospital for a number of
years noted that the cleanliness, staff, equipment
and care have all improved greatly over the past
year. All of these findings indicate that the project has
been successful in increasing the utilisation rate of the
hospital and the overall capacity of GGH.
An incubator in the GGH neonatal unit

Although the transfer of skills to local staff was limited by
the lack of equipment in the facility, diaspora experts provided on-the-job training, seminars, and workshops. For
example, the midwives and nurses received training on how to improve the deliveries of infants and improve the
care of mothers and infants. The diaspora experts also trained staff on how to manage the neonatal department.
According to the hospital director, the local staff learned to run the first infant ICU. The KIIs further
revealed that the diaspora experts struggled with achieving some of their training objectives due to pressing care
provision needs in all the departments. However, all eleven of the local staff survey respondents indicated that the
institution was somewhat to very capable of fulfilling the medical and training duties performed by the diaspora
experts. Additionally, they all said they were practicing and using the skills and knowledge transferred to them by
the diaspora experts on a regular basis. As observed by the hospital director, “the local staff is constantly
transferring the skills taught to them.” Eight out of 11 local staff respondents did indicate that they received
knowledge or capacity building on how to train other local staff. This demonstrates that GGH achieved its log
frame outcome of being able to further develop independently, as the local staff have learned to transfer knowledge
and skills to others.
The hospital director also noted that, “We are using their [diaspora experts] methods of training to improve the
capacity of staff. All the guidelines, tools, and protocols have been adopted.” According to the diaspora experts, in
the maternal, neonatal, and ICU departments, guidelines, best practices, and standard operating procedures have
been adopted, as well as hospital wide procedures and protocols on hygiene and emergency preparedness.
The diaspora expert from the maternity ward stated, “the most promising thing is that local staff realize the
importance of building their skills. But there isn’t an incentive for them to continue building their capacities. I
don’t think technical capacity is the issue, I think financial capacity is the most important trait to maintain the
benefits of the project.” The hospital director supported this opinion, as he is fearful that once the project ends staff
will take their skills elsewhere because the salaries are too small.
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Site Observation:
Garowe General Hospital

General Infastrucutre:
- Neonatal new and of good quality
- High level of cleaniness throughout
- On-going construction
Training Infastrucutre:
- Lack of practical training equipment
- Big training hall with newer equipment

Relationship between diaspora experts and
local staff:
- Tight-knit team
- Heirarchy of respect
- Eager to teach and learn

Procedures:
- Strict order and organization
- Managable queues
- Hardworking atmosphere
- Protocols and guidelines in every department
- Strategies and institutional documentation in
administrative offices

4.4.1 GGH Neonatal Care
Prior to the MIDA FINNSOM intervention, there were no staff or functional equipment for neonatal care at GGH,
and on average, infant mortality hovered around 70 deaths per month. As at HGH, female participants in the FGD
in Garowe noted that there was previously no hope for premature babies. Through the MIDA FINNSOM Health
Project, a neonatal department was established and local staff received training from diaspora experts at HGH.
Delivery service is now available at the GGH 24 hours a day, and caesarean sections are offered free of charge. The
infant mortality rate has decreased to just three deaths in the last three months. GGH provides
services to mothers from the surrounding communities as no other public facilities offer such care. The department
has improved the image of the hospitals, as many female participants in the FGDs indicated that the neonatal
department helped decrease child mortality in their communities, an important project indicator.
In addition to the neonatal departments, the paediatric and maternity ward in GGH received assistance from
diaspora experts, through trainings to nurses and midwives about the specialised needs in caring for children and
premature infants, how to improve delivery services, and how to look for or recognize changes in symptoms. Local
staff are now giving more accurate dosages of medicine and ensuring stricter standards in checking for vital signs.
According to the diaspora experts, the local staff members demonstrate strong teamwork, an increased
ability to manage emergencies more effectively, and possess adequate knowledge and skills to
provide high quality services to mothers and children.

4.4.2 BOSASO GENERAL HOSPITAL
Like the other hospitals, Bosaso General Hospital (BoGH) faces infrastructural and human resource challenges.
Before the project, long wait times and over-crowding often plagued the hospital, and many women had no option
for accessing specialists, including gynaecologists and paediatricians. Access to these specialized doctors often
occurred only in private institutions and was generally too expensive for the majority of the community. Many
people, before the project, could only afford and trust traditional medicine.
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Table 8: Number of Diaspora Experts and their assignments in Phase II and III at BoGH
Phase II

Phase III

1. OP and Sterilization Nurse
2. Nurse
3. Ophthalmologist
Total: 3

1. OP and Sterilization Nurse
2. Community Health Nurse
Total: 2

According to the interviews and FGDs at the hospital, there have been significant
improvements in the medical services and the skills of the hospital staff since the
beginning of Phase II. All of the local staff surveyed indicated that one of the key
changes the diaspora experts brought to the hospital was increasing the overall
-Male Patient at BoGH
quality of the staff; seven out of ten respondents indicated that higher
quality services were a key change. In terms of better-qualified staff, the patients, according to the FGDs,
think that the staff actually care about them, as they now spend time asking questions and listening to patient needs.
According to the KIIs, local staff members now have improved skills, better operating procedures, and more
comprehensive pre-and post-operative care of patients. Local staff members are more knowledgeable of
community health issues and how to raise awareness among their patients. One patient stated that she came to
Bosaso Group Hospital for the lower cost of care, but that she would return because of the quality of services.
“The hospital is better equipped,
better managed, and has
improved very much…”

The diaspora experts and the local staff stated that there was adequate physical or administrative infrastructure to
support skills and knowledge transfer, but the training was always limited by the availability of equipment, including
ultrasound machines and ophthalmology tools. The primary avenues of skills and knowledge transfer between
diaspora experts and local staff at Bosaso General Hospital were on-the-job training and lectures. Local staff
respondents also noted that they use the knowledge transferred to them and the training material developed by the
diaspora experts. Further, all of the local staff respondents indicated that following the departure of the diaspora
experts, they thought their institution was capable or very capable of fulfilling the medical duties performed by the
diaspora experts, and nine out of ten thought their institution was somewhat to very capable of
fulfilling the training duties performed by the diaspora experts.
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Nutrition training for mothers and children at
BoGH

Site Observation:
Bosaso General Hospital

General Infastrucutre:
-Good quality
-High level of cleaniness
Training Infastructure:
-Classroom with 15 desks in poor condition
and whiteboard
-Shelves of training materials

As the hospital director described, the
diaspora experts were “instrumental in
improving standards, quality, and
communication to the public.” The
project has improved the image of
BoGH vis-à-vis the community, as
patients are attracted by the strong
skillsets the diaspora experts brought
with them. The wait times at the
hospital have improved, as the FGD
participants noted that they used to be
triple what they have been in 2016.
Overall, the local staff and
management have confidence they will
be able to continue transferring the
knowledge and skillsets within the
staff, however the hospital leadership
does not think there are adequate
financial resources to continue
providing this type of in-depth training
to local staff, due to the high costs of
bringing in diaspora.

Relationship between diaspora experts and
local staff:
-Considerate
-Friendly and open
-Team like

Procedures:
-Guidelines in every department
-Varying levels of record keeping depending
on department
-Long queues due to high demand
-Hardworking atmosphere
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4.4.3 EAST AFRICA UNIVERSITY (EAU)
East Africa University was founded in 1999 in Bosaso and is Puntland’s first and largest university. According to
EAU, their objective is “to fill the gap of tertiary educational system in Puntland State of Somalia and enhance the
development and vision of the population for the future development of the nation”. EAU faces challenges in the
areas of human resources, equipment, and a lack of expertise to teach students the subjects that are required to
improve the health sector in Puntland.
The results in this location appear limited, as the interview with the institute director suggested that the institute
did not receive the diaspora experts it requested and thus the benefits gained were not those desired by the
administration. The interviews with the administration also indicated that the communication and support given
by IOM was weak. However, even though the gains might not have been what was expected by university
administrators, there were some notable improvements, as the students were able to garner new skills. The
diaspora expert who focused on information technology was also able to offer courses to the students in computer
science, IT economics and advanced computer coding. He also improved the website for the university and trained
university staff on website maintenance. It must be noted that the evaluation of this location was limited, because
of the closure of the school during the evaluation period and the difficulty of reaching the director.

4.4.4 PUNTLAND STATE UNIVERSITY (PSU)
Puntland State University (PSU) established its Faculty of Health Sciences in 2012. As it continues to grow, this
faculty faces a number of key challenges hindering the delivery of high quality medical training to students.
Specifically, a lack of highly skilled professors, no laboratory facilities, weak internet access, out-dated curricula,
and lack of field training and practical trainings limit the ability of students to receive in-depth and adequate medical
training.
An FGD with public health
students at the university
suggested that the staff are
adequately informed of
medical theory, and they
deliver
high
quality
lecturers and seminars, yet
there is minimal practical
training, largely due to the
fact that there are no
laboratories or classrooms
with medical training
equipment. While the
diaspora experts have not
necessarily been able to
significantly increase the
practical training due to
The Library at PSU
limited infrastructure, the
students in the FGD were satisfied with what they view as the “outside perspective and enhanced knowledge,”
provided by the diaspora experts. The students feel confident that the skills and knowledge they have
gained from the diaspora experts will continue to be used throughout their careers. The diaspora
experts taught relevant courses, including three-month courses in the areas of gender perspectives and
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development, and emerging health issues, as well as two-month courses in development theory and human
development. Weekly curriculum development and principals of academic integrity trainings also benefited PSU
staff.
University management commended the accomplishments of the diaspora experts. According to the KII with the
director of PSU and FGD with students, the experts participated in curriculum development, teaching, capacity
assessment, and the counselling and training of lecturers. They also procured access to e-learning medical literature
to support continued learning and improvement of skills. According to the interview, the reputation of the
university and enrolment have increased since the diaspora experts arrived in Phase II. This improvement is related
to the changes they introduced, including the establishment of a standardised examination structure and
collaboration with Jomo Kenyatta University of Agriculture and Technology in Kenya. Lastly, one of the diaspora
experts was able to facilitate research collaborations with United Kingdom’s Department for International
Development (DFID), the Somalia Stability Fund and the Rift Valley Institute in Kenya.

Site Observation:
Puntland State University

General Infastrucutre:
-On-going construction
-Well stocked library
Training Infastrucutre:
-Well equipped classrooms with
projectors and white and blackboards
-Lack of practical training equipment

Relationship between diaspora
experts and trainees:
-Respectful
-Supportive
-Trusting

Procedures:
-Organized
-Classes are held on time
-Guidelines and best practices established
for students and lecturers
-Well-kept records

4.4.5 MINISTRY OF HEALTH PUNTLAND
Capacity building at the MoH in Puntland was a key element of the MIDA FINNSOM Health Project, with the aim
of promoting institutional engagement and oversight of local health facilities. The MoH was involved in the
selection of participants in host institutions, and officials were consulted on capacity building needs at the host
institutions to support their ownership over the project outcomes and outputs.
Table 9: Departments in the Puntland Ministry of Health where diaspora
experts were placed
•

Information Technology
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•

Policy Planning

•

Mental Health

•

Human Resources

•

Health Promotion

•

Pharmaceutical

•

Nutrition

•

Digital Imaging

•

Engineering

The project’s desired outcome of improving the capacity of the Puntland MoH to implement its HSSP was achieved
through the creation of policy, strategy, and regulatory frameworks. According to interviews with one
diaspora expert and the MIDA Coordinator at the MoH in Puntland, the experts have established a culture of policy
development. The internal and external policies of the MoH were improved through the work of a policy advisor
who improved policy design and implementation. The diaspora expert also helped the MoH plan, research and
implement projects, and write reports, and was instrumental in helping
develop the MoH’s strategic plan, monitoring and evaluating the HSSP, “In one way when the ministry talks
and contributing to the preliminary work on the development HSSP2. about all the programs that take
Beyond the policy advisor, other diaspora experts contributed to training
place or go through the system and
local staff on policy development, developing a Health Finance Strategic support their ministry, MIDA
Plan, completing a Ministry-wide functional analysis, and developing FINNSOM is very unique and they
various reports on a wide range of health related topics. They contributed speak very highly about it.”
to a number of health intervention proposals in collaboration with
partners including UNICEF, WHO, and local stakeholders. The experts -Diaspora Expert at MoH in Puntland
also created a website and social media platform, as well as an internal
mailing system at the MoH.
The project also improved planning, which is an integral part of leadership and impacts governance inside the MoH.
The ability of the MoH to take steps toward achieving its goals is related to the strength of its
planning procedures, which were enhanced by support from the diaspora experts located at the
MoH. Representatives of the MoH acknowledged, through interviews, that the achievements would not have been
possible without the MIDA FINNSOM Health Project.

5. IMPACT, EFFECTIVENESS AND EFFICIENCY: THE DIASPORA EXPERT
EXPERIENCE
5.1 PRE-PLACEMENT
Broadly speaking, participants in this project indicated that while they were enthusiastic about working to improve
healthcare structures in Somaliland and Puntland, there were still some challenges. As one participant described:
“Before we came here, we expected that we were going back to our country and we were so happy…but later on a few
challenges arose for us. The community had bad expectations, but ultimately we came to understand each other.”
Many of the diaspora who participated in this project felt a sense of responsibility to return to Somaliland and
Puntland and work to improve healthcare services in home communities. Many of them noted in interviews and in
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the survey that they felt a sense of duty so strong they were willing to sacrifice income for this project. The KIIs
noted challenges in recruiting women, as fewer postings were advertised for positions that women tend to hold,
such as nursing or midwifery, and women were also less inclined to leave their families to participate in this project.
The pre-placement information provided in Phase II and III was seen as very helpful by diaspora experts. Some
diaspora experts also noted the MIDA FINNSOM Health Project website as an important resource for gaining
information on what was happening before applying and starting their placement.

5.2 PLACEMENT INTEGRATION
Many of the diaspora experts found cultural adjustment and the living situation on the ground to be difficult. In
some cases, a few participants left the project in Puntland, and a few others had to be reshuffled in Somaliland. In
all locations, local staff thought the diaspora experts were there to take their jobs. In the HGH rumours were spread
that that the diaspora experts were coming to “hijack” the hospital and physical altercations actually broke out on a
few occasions. In addition, incidences of locking the experts out of certain departments and hiding medical
instruments also occurred. This finding underscores the importance for stronger communications strategies in
order to avoid such misunderstandings, which jeopardize the success of the project, as well as, and more
importantly, the safety and care of the patients and staff.
After the first six months of project activities in all locations, local staff started to understand the expertise that the
diaspora experts brought with them and the goals of the project; local staff are now eager for more
knowledge and training. Most diaspora experts noted the importance of modesty with regard to their expertise
and knowledge until they could gain the trust of local staff. They also noted that IOM could have given more
support and increased their preparedness for the placement by really understanding the weight of the tasks the
diaspora experts would be taking on and the cultural obstacles they would face, as well as the likelihood of being
challenged or questioned by local staff.
Aside from the cultural adjustment support, 76% of diaspora expert respondents indicated they received adequate
support from IOM and the MIDA FINNSOM Health Project. Many of the diaspora experts surveyed said they
received more guidance and support from IOM than from their host institutions. KIIs within the HGH indicate that
communication was strong and the offices in Garowe and Hargeisa were very supportive of the diaspora experts,
while in Bosaso and Burao, the diaspora experts indicated they received less support from the IOM offices.

5.3 CONTRIBUTION
5.3.1 SKILLS AND KNOWLEDGE TRANSFER
Central to achieving the desired project output of improving the skills and capacity of the local health professionals
to deliver quality health services, was the transfer of skills and knowledge from diaspora experts to local staff. One
key indicator of this desired output, according to the log frame, was the provision of training to build local staff
capacity. The most used training method was on-the-job training, in line with project targets detailed in the log
frame stating that at least 450 local staff should be trained through this method. Findings detailed below
demonstrate that this target was far surpassed, with more than 1,400 local staff trained.
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On-the-Job

Figure 2: Percent of Diaspora Experts in the survey who used the
Training Method
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Approximately 74% of diaspora expert respondents noted that their host institutions scheduled
time for group training, indicating strong support from host management of knowledge and skills
transfer. The number of group trainings given by the diaspora experts varied greatly depending on the expert,
and there were no notable trends related to location in the data.

Figure 3: Number of Group Trainings by each Diaspora Expert
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Most experts surveyed delivered more than 20 group trainings or at minimum, six to ten group trainings. This
level of training surpasses the log frame output indicator of 50 formal trainings, and suggests that local health
professionals have improved their skills and capacity to deliver quality health services. On average,
the diaspora experts in this survey used group training to train 38 local staff each, and 1,449 overall. In addition,
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47% of the diaspora experts surveyed had participated in outreach to rural areas which included
activities such as training, performing medical duties, assessing and monitoring the health issues in these
communities, and generating awareness.
Skills and knowledge learned acquired in the various locations include medical dosages, laboratory skills, child and
maternal health care, general patient care, and community health. Half of local staff surveyed noted that
they received training on new equipment; all trainees felt capable of using this equipment in their
day-to-day activities, however only slightly more than half of them noted having access to this equipment in
adequate levels. Equipment on which staff trained includes ultrasound machines, dental tools, x-ray machines, and
general medical instruments and supplies. In many of the locations advanced equipment existed before the project
but was not being used due to a lack of knowledge; relevant trainings as a result of this project have thus enabled
local staff to regularly utilise these tools.
However, only 44% of local staff surveyed received any follow-up to the training they received, suggesting that
specific training may have been effective in transferring knowledge and skills but without reiteration of the training,
staff have limited ability to retain new information. One method the diaspora experts put to use was the provision
of some follow-up through pre-training and post-training tests. Just under two-thirds of all local staff surveyed
participated in these and found them useful.
Although obtaining the exact number of local staff trained as facilitators, as desired in the log frame, was not possible
in this evaluation, evidence from interviews suggests that this indicator was achieved. The diaspora experts cited
the ToFs as a vital tool for both local staff and diaspora experts who had never previously provided training. The
diaspora experts thought the content was vital to the success of this project and would be even more beneficial if
the trainings were and included the development of handouts and handbooks. Both local staff and diaspora experts
noted that it would also be helpful if the content were more specific to the institutions and positions being filled
and trained throughout this project. Two thirds of the local staff respondents also noted receiving
knowledge or capacity building on how to train other local staff from the diaspora experts.
Overall, the establishment of a norm of transferring skills among each other, as supported by the ToFs, appears to
be fairly strong among the local staff, as around half of the local staff respondents cited receiving knowledge from
a local staff member trained by diaspora.
According to the survey of diaspora experts, and supported by the KIIs, the key changes they brought to the host
institutions were higher quality staff, higher quality services, better structures, and better communications, detailed
below in Figure 4. Higher quality staff was cited by survey respondents most frequently, particularly in Hargeisa,
followed by better structures and communication. Stronger procedures and policies were cited least frequently.
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Figure 4: Key Changes Resulting from the MIDA FINNSOM Health Project as
Indicated by Diaspora Experts
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5.3.2 CAPACITY BUILDING
The diaspora experts at HGH, GGH, and BoGH all have confidence that skills have been adequately transferred.
Of the 31 diaspora experts surveyed from all the medical institutes, 25 said they believe the local staff is capable of
taking over the provision of medical services. Likewise, as shown in Figure 5, 79% of all local staff respondents
said they thought their institute was capable or very capable of fulfilling the medical duties of the
diaspora experts. These statistics indicate an achievement of increased capacity of the local staff, in line with the
log frame indicator.

Figure 5: Local Staff view on their Institute's Capability of Fulfilling
Medical Duties
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Two-thirds of local staff surveyed thought the diaspora experts were at their hospital long enough for the skills or
knowledge to be satisfactorily transferred; this could explain the remaining 21% of local staff who view their
hospital as somewhat or not at all capable of fulfilling the medical duties of the diaspora experts. Still, all
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respondents from Bosaso, Garowe, and Hargeisa, showed at least some confidence in the ability
of their hospitals to fulfil these duties; only respondents from Burao do not believe that their hospital is
capable, which is understandable considering the short duration of the project in that location. In addition, it is
interesting to note that all local staff who view their hospital as not capable of fulfilling the medical duties of the
diaspora experts, detailed in Figure 5, come from Burao, which is logical considering the project has only been
operational for six months. Also interesting, is the fact that there are two times as many local staff members in
Burao who think their hospital is very capable of fulfilling the medical duties of the diaspora experts. This paradox
exemplifies the findings reported in the section on BGH, where there has been some progress in a few areas and
none in others. In terms of capacity building, 97% of local staff respondents said they are practicing the
skills and knowledge transferred to them by the diaspora experts. Overall, 53% of the diaspora experts
surveyed believed that the local staff is capable of taking over their responsibilities at the end of project.
Approximately half of the diaspora experts surveyed reported having
created training material. Of those who said they did, they
mentioned creating pamphlets, course curricula, training guides, and
manuals, and all of them thought this material would be useful in the “Teamwork has become a norm in the
future. About 90% of local staff surveyed said that training institution, as has the transferring of
skills and the building of confidence”.
materials developed by diaspora experts were helpful in
training others; two-thirds said they had used the training
–HGH Hospital Director
material beyond their interaction with the diaspora
experts. Close to 79% of the diaspora experts surveyed thought
their training materials and teaching practices could be replicated
within their host institution once the project ends. Those who disagreed cited a lack of infrastructure, funding, and
knowledge, which are all similar to those noted in interviews at the MoHs and with other diaspora experts, as being
the primary barriers. These statistics suggest that the sustainability of the project achievements is largely likely, but
in some locations the capacity may wane once the diaspora experts leave. One essential element of capacity building
is enabling the local staff to continue building their knowledge and skills, and the sustainability of this project relies
on the passing of this information to future staff. In this project, one important way of enabling this is in creating
training material.

5.3.3 LIMITATIONS IN KNOWLEDGE TRANSFER AND CAPACITY BUILDING
Despite the efforts to develop guidelines and policies for the targeted units and host institutions, some gaps still
persist. A lack of practical training equipment, the unavailability of medical literature in Somali, as well as
inadequate funding are common and limit the sustainability of the knowledge transfer achievements. It is worth
noting, however, that these are larger systemic challenges that are difficult to address in the short term, and would
require significant, long-term investments to build the capacity of the medical educational field, as well as to
financially support the growth of a strong healthcare system in the country.
In the survey with the diaspora experts, 39% stated that their host institutions did not have adequate infrastructure
to support service delivery due to a lack in funding, equipment, and time allotted to training. For example, the
dental department in HGH is still working on creating a manual so that newcomers can learn the system.
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Figure 6: Diaspora Expert Opinion on the Adequacy of
Infastructure to Support
Knowledge Tranfer and Capacity Building
9
8
7
6
5

Yes

4

No

3
2
1
0

Hargeisa

Burao

Garowe

Bosaso

It is interesting to note that all diaspora experts in Burao said that the infrastructure was not adequate for knowledge
transfer and capacity building, indicating that they believed there were major barriers to achieving objectives there.
In comparison, less than half of the diaspora experts from Hargeisa, Garowe, and Bosaso stated that there were
problems with the infrastructure at their institutions. These problems often referred to a lack of specialised
equipment, poor overall facilities, and administrative procedures. The survey with diaspora experts also noted that
the biggest challenges the diaspora experts faced in transferring their skills and knowledge to the local staff were
lack of enthusiasm among the local trainees, lack of equipment, lack of basic knowledge among the local staff, and
not enough time to cover all the subjects thoroughly.

Figure 7: Challenges to Transferring Skills and Knowledge
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Lack of Support from insittution
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Lack of Basic knowledge
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One additional obstacle that many diaspora experts noted in KIIs as interfering with the achievement of the skills
transfer objectives was the amount of time they spent actually administering care to the patients due to patient
needs and lack of relevant skills amongst the staff. 79% of them said they performed these tasks in addition to the
ones in their work plan.
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According to the survey of local staff, knowledge transfer and capacity building can be increased by giving more
time for training, hiring more healthcare professionals, establishing a learning library to house training manuals and
literature, and providing more opportunities outside of the hospital for capacity building.

Figure 8: Local Opinion on How to Improve Capacity Building and
Knowledge Transfer
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5.3.4 OTHER CONTRIBUTIONS
The diaspora experts assisted in facilitating partnerships and fundraising for their host institutions. About 47% of
diaspora experts facilitated local or international partnerships and affiliations. Additionally, 42%
said that they increased the funding available to their host institution by fundraising among the local community
and diaspora, increasing monetary support from the Ministry of Health, and partnering with IOM, UN agencies,
and others non-governmental organisations. This fundraising has led to more equipment and supplies being
purchased, including haemodialysis machines, dental chairs, and surgical equipment, which were integral to
providing better patient care and improving the quality of services.

5.4 ASSESSMENT OF THE MIDA CONCEPT
All interviewees praised the concept, methods, and goals of the project. They
suggested that it is easier for diaspora to adapt to the cultural context and build
relationships than it is for foreigners unfamiliar with the language and social
norms. Many of the diaspora experts worked within the community to raise
funds and support for their host institutions, which could not be done by
someone unfamiliar with the language and culture. Additionally, local staff
noted the importance of skills and knowledge transfer by diaspora
experts in Somali.

“In this project you support
people, you change attitudes,
and this is really important.”
–Hospital Director of HGH

Most KII participants, including experts, noted that diaspora have a special commitment to overcoming the
challenges of working in these resource-deprived areas due to their personal connections. As demonstrated in the
section on placement, gaining the trust of the local staff was difficult and created a disheartening workplace for the
first few months of this project in each location. Diaspora experts, however, felt they had a duty to win over local
staff and worked hard to gain the trust of the community. It is their personal connection that many diaspora experts
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noted as driving their commitment to participate in this project, even reducing incomes to do so. The experts
shared deep regard for this project, as many felt they have been given an opportunity to use the skills they developed
abroad to help their home country: “It is up to us to bring change because we know more things.” Many
applauded this chance to connect the resources of their networks abroad to needs in Somaliland and Puntland.

“I think this is very important to the development of the
country. The country needs people with knowledge and
they need to pass this knowledge off to others. It is
extremely valuable to the development of the health
sector.”
–Hospital Director of BoGH

About 53% of the diaspora expert respondents
stated that they planned to remain in Puntland
and Somaliland to work as a local staff member
after the project ends. This project gave many
diaspora the chance to see the need in their home country
and provided a way to contribute to driving change. It has
allowed them to foster new relationships, both personally
and between the two countries they call home. All
respondents stated they would be willing to
participate in this type of project in the future.

The Ministries of Health have been able to learn the
structure of this project and believe that the MIDA concept is important to improving their health sectors. As
discussed previously in the sections on the respective Ministries of Health, a pivotal part of the MoHs’ involvement
in the project was the implementation of a diaspora expert as a MIDA coordinator in each ministry. These
coordinators were responsible for completing the MoHs’ monitoring and evaluation of the project and reported to
the Director General and Minister on the progress and challenges of the intervention. Communication between
the MIDA coordinators and the host institutions was fairly constant as the coordinators sought to ensure that the
experts worked effectively.

6. GOOD PRACTICES AND LESSONS LEARNT
As this project was implemented over the course of seven years, there was considerable learning and adaptation
that took place. Many of the lessons from one location, notably Hargeisa, were used to improve the implementation
of the project in the other project locations. Throughout the course of the interviews and surveys, eight key lessons
and corresponding good practices came to the fore.
1. Involving diaspora in institutional strengthening activities is a successful capacity
building tool. Diaspora indicated that they “can influence the local community for change” to a greater
degree than experts with no connection to Somaliland or Puntland. Compared with non-Somali experts,
diaspora members are more deeply committed to project outcomes, and more resilient to the context and
in the face of challenges. About 95% of local staff respondents indicated that their hospital would benefit
from more diaspora experts returning on a temporary basis. In short, diaspora involvement is effective
and warrants replication.
2. A project duration of minimum two to four years encourages sustainability and success,
given the complexities of the working environment. In this context, myriad challenges include
an unskilled workforce, lack of regulation and oversight of the healthcare sector, limited financial
resources and key medical equipment, and weak health related indicators. These ongoing challenges have
resulted in a weak health sector in both Somaliland and Puntland. The duration of the intervention was
adapted in each phase of this project, as it became apparent that the transfer of skills and knowledge
depended on adequate training time. In the survey with diaspora experts, only 53% thought their
placement was long enough to achieve their objectives. Longer-term interventions are thus needed to
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ensure the sustainability of lessons learned and skills transferred. Future successes will be predicated on
building from current achievements. In all locations, similar institutions and professional support in the
form of training should be implemented, as well as outreach to new and surrounding areas.
3. Successful integration of the diaspora experts into the hospital community is a vital
element of project success, and this process should be expected to take at minimum six
months. Support should include sending more than one diaspora expert to each location, as it could be
difficult to keep morale high and make a large impact without internal institutional support. Furthermore,
IOM can support the MoH to purposefully and proactively prepare host institutions to receive diaspora
experts, in particular explaining to staff the goal behind the project in a way that is non-threatening and
emphasizes the benefits to staff, institutions, and above all, patients. The diaspora experts should also be
equipped with tools that incentivise local staff to embrace skill transfer initiatives. These tools may include
monetary incentives for training participation, distributing certificates for completed formal trainings, or
including skill and knowledge transfer as part of their institutional promotional or review processes. On
a related note, local staff members are more likely to demonstrate a strong commitment if they are
included in project design and implementation, and if they are paid adequately.
4. The availability of funding before, during, and after health sector interventions is central
to creating sustainable improvements. The successful transfer of skills and knowledge requires the
presence of proper training materials and essential medical and educational equipment. At the beginning
of the project, the lack of infrastructure and materials was a serious hindrance to efficiency and
effectiveness. It is important in all future projects to ensure that the diaspora experts have adequate
resources to implement their work plans. Funds also need to be allocated to supporting the continuation
of the achievements of this project. Many of the outputs of this project, including training and the
production of training material, need to be updated regularly. Ensuring materials are up-to-date and
available is vital to maintaining the quality and knowledge of the local staff.
5. Regular and strong engagement of the Ministries of Health is vital to creating a sense of
ownership over the project, and understanding the Ministries’ needs and priorities in
developing the health care sector. Working with the MoHs throughout this project demonstrated
that outcome sustainability is improved by strengthening the capacity of a local entity, because that entity
likely has long-term investments in improving the health care sector and a better understanding of each
region’s specific needs. Furthermore, the Ministries have been vital partners in terms of gap filling and
bringing other partners to the table to contribute to the project’s success. While in Somaliland, all
indicators in the project log frame were realised, multiple diaspora and MoH interviewees indicated that
closer collaboration with MoH staff would likely have yielded even better results, as the latter are most
knowledgeable about the needs and deficiencies of the health care system. In Puntland, the planning phase
of the project proved most meaningful for MoH actors. Proactive engagement with the MoHs in
understanding their goals and including them in all stages of implementation, from inception to evaluation,
is an important method of boosting ownership over the desired outcomes and thereby increasing
sustainability. In particular, establishing early and strong connections with MoH staff during project design
and planning phases should shed light on the most pressing needs and most significant barriers.
6. Robust monitoring and evaluation frameworks ensure that project goals, particularly
with regard to less tangible outcomes – such as capacity building – are met. Capacity building

Final Evaluation of MIDA FINNSOM Health Project, Phases I-III
48 | P a g e

and knowledge transfer is difficult to measure, and thus requires continual assessment and monitoring in
order to suss out the true outcomes of these efforts. A sound evaluation system includes assessments, data
collection, performance reviews, and the establishment of standard operating procedures for the experts.
All of these tools were implemented in Phase III and have resulted in real-time adjustments to correct
inefficiencies and inadequacies, and to address other challenges. For example, a Phase II recommendation
was the hiring of a monitoring and evaluation specialist. As a result of the inclusion of these
recommendations in Phase III of the project, the skills transfer and capacity elements of the project were
particularly successful, as demonstrated by the above findings.
7. On-the-job training is an important tool in ensuring effective skills transfer in the health
profession, by teaching skills and the application of those skills simultaneously to ensure
better knowledge retention. This type of training was cited as the most important by local staff
respondents and the most widely used by the diaspora experts. It created a working culture of transferring
knowledge and skills on a daily basis through constant engagement with highly skilled professionals, and
effectively demonstrated the application of key skills and knowledge. Local staff noted that they found this
to be the easiest way to learn these skills. Diaspora experts also noted that training on how to do this more
effectively would be an important improvement for the ToFs in future projects, and should therefore be
considered an important tool in strengthening the capacity of health care professionals at medical facilities.
Particularly in the absence of high quality educational programmes and medical training facilities, such
methods can be replicated in other hospitals and medical centres in order to strengthen the capacity of
local staff given resources available in this sector in Somalia.
8. Turnover of hospital administrators and senior staff is a barrier for long-term
sustainability of health sector improvements. It was noted that turnover at the Director General
level of the MoHs in Somaliland and Puntland, as well as at BGH, impacted the efficiency of this project.
As a result, efforts to gain the buy-in of these officials and bring them up to speed on project activities,
outputs, and goals slowed progress of project outcomes and resulted in inefficiencies that hindered the
delivery of skills training and high quality medical care. Creating incentives to increase retention rates of
senior staff in host intuitions, not including the MoHs, would be beneficial. These incentives could be
monetary for the individual or the institution, or the provision of more specific training for these senior
staff members on areas such as management and problem-solving. Nevertheless, retention at MoHs is
more difficult to address, as it relates to the regional political environment, and may prove to be outside
the control of health sector related interventions.

7. SUSTAINABILITY
The impact of this project has been vast and the changes brought to the health sectors of Somaliland and Puntland
are sustainable in the long-term, as demonstrated by the findings of this evaluation. However, there is some degree
of anxiety about the project end, as some local staff in all hospitals were concerned about their ability to continue
with regular trainings and the learning of new skills. While 53% of the diaspora experts surveyed believed that the
local staff is capable of taking over their responsibilities at the end of project, this indicates that there are some
concerns about the sustainability of the changes that have unfolded.
Diaspora experts noted that the 47% of respondents who do not believe that local staff will be able to successfully
transition once experts have departed base their opinions in previous experiences during vacations and extended
leave from host institutions. During these times, the capacity of the staff and new institutional structures began to
lag. Worth noting is that much of the decrease in capacity was not due to a lack of knowledge, but the fact that
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department management failed to implement such measures as morning meetings, strict work hours, and provide
general supervision of work.
Nevertheless, many of the specific outputs of this project are largely sustainable due to the high level of knowledge
and skills transferred. For example, the neonatal units at the HGH and GGH will continue to run at high efficiency,
as the long as funding for supplies can be maintained, as staff are highly motivated by the changes they have seen
and are well trained on the best practices. Furthermore, the dental and haemodialysis units at the HGH will likely
be sustained as the diaspora expert in each of these units has established a solid team of well-trained local staff who
have started to institutionalize a management structure with oversight as a main component. In the training
institutes, the curriculum created and the tools provided on designing curriculum will continue to be used.
The greatest threat to the sustainability of the achievements is the lack of an efficient management structure in place
to ensure the standards of service are maintained. There needs to be a supervision of outcomes and pressure as well
as support to continue with improvements. Without effective management and operation of the healthcare delivery
system at each institution, many of the advancements in other areas will not be sustainable. The project has
attempted to accomplish this in some locations where they have identified interns to become the leads in their
departments by providing them small incentives and bestowing responsibility on them, however this began only in
the last five weeks of the project and has not had enough time to create sustainable change. Therefore, it is likely
that the new units created and the practical knowledge transferred will remain at the end of project, but the further
development of these units and continued capacity building will be limited.
The sustainability of the project from the points of view of Somaliland and Puntland Ministries of Health is also
mixed. Although representatives of both ministries believe they do not have the monetary ability to continue this
type of project, all felt capable of operating temporary return programs of qualified diaspora Somali health
professionals. Similarly targeted host institutions willing to continue to advance their capacities are confident that
new policies and structures will remain, but a lack of finances for recruiting diaspora and low salary of local staff
will hinder the maintenance of the changes.
Overall, the sustainability of the outcomes and outputs of this project are dependent on the location, the duration
of the placement, and the quality of the procedures, policies, and guidelines created. The skills and knowledge
transferred in each location will continue to impact the quality of the services provided, and in places where onthe-job training and testing were the norm, the impact will continue to grow. However, the efficiency and
continual transfer of skills and knowledge will depend on the investment made in the management structures of
each host organization.

8. CONCLUSION AND RECOMMENDATIONS
Overall, the MIDA FINNSOM Health Project proved to be an innovative strategy designed to support diaspora in
providing vital and sustainable capacity strengthening initiatives to health care institutions in Somaliland and
Puntland. The long-term impacts of this project, although hard to quantify, are evident in not only the quantity
and quality of services provided at the host institutions, but also in the motivation and work ethic of the local staff.
The project has created a culture of skill and knowledge transfer in many project locations and empowered the
local staff to provide quality services and training to their colleagues. The impact on service delivery and quality
staff is particularly evident in the locations where the project was operational for the longest period of time and
received the most placements, specifically HGH and GGH. Although the project took time to fully ramp up, many
obstacles have been overcome throughout all three phases of implementation, and the sustainability of the project
outcomes appear likely in most locations.
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The following recommendations have been identified through the above analysis:
•

Implement a gradual withdrawal strategy to allow local staff time to adjust to the exit of
key diaspora experts. Many of the participants in the evaluation specified that such a strategy would
be beneficial as to allow the local staff time to adequately identify ways to fill the gaps left by the experts’
departure.

•

Develop a follow-up visit programme over a two-year period following the departure of
the experts. Visits every six months over a two-year period would allow diaspora experts to evaluate
the continued functioning of the project outcomes and sustainability, to identify and address any issues
that have arisen and gaps to be filled, and refresh the skills of local staff in each unit. Such visits would help
to ensure longer term sustainability and promote on-going learning. This would also allow the diaspora
experts to continue to bring new knowledge and skills to local staff to further their learning and continue
to advance the quality of care provided at health facilities in Somaliland and Puntland.

•

Focus on professional development activities and management training in future
programming. Professional development and management training to local staff should be provided
from the project start. This training should be focused on building that capacity of local staff to create
protocols and procedures. Training on institutional hierarchy and the importance of establishing efficient
channels of communication and feedback is also necessary. Time management, problem-solving, and
leadership training would significantly augment the sustainability of the project.

•

Improve communication with diaspora experts prior to their arrival on-site and during
the project. Stronger and more regular communication is needed with diaspora participants before they
arrive at the host institutions as well as once they are working at the host institutions. Strategic
communications should focus on clearer messaging of the project goals and desired outcomes, as well as
the role of the diaspora experts, and what to expect upon arrival. On-the-ground assessments and regular
discussion with local institutions and staff about the purpose of these experts would be effective tools.

•

Increase duration of each project phase to improve sustainability. The evaluation
demonstrates that sustainability is much more likely in the locations where the project has been operational
the longest. Changes are minimal in Burao, in large part due to the limited duration of the intervention in
that location. It takes significant time to gain the trust of the local staff and capacity building and skills
transfer need time to be tested and affirmed. It is ideal that the placements be for a minimum of 18 months
to two years, based on on-going evaluations and achievements.

•

Increase the number of diaspora experts in each host institution. Diaspora experts at the HGH
noted that part of their success was due to the fact that they had an eight to ten person support system to
rely on until trust was established with the local staff. Additionally, those placed alone noted that the work
that needed to be done was too cumbersome for just one or two individuals, leading to increased stress
and anxiety amongst the experts. Ideally, at least five diaspora experts would be placed at one health
institution and at least two in training institutes. Additional activities could also be undertaken to augment
the support given to diaspora experts, including monthly meetings with all participants from all host
institutions, monthly social activities for all participants, and an individual person in each host institution
who the diaspora experts can lean on for support and questions. The diaspora experts would also benefit
professionally through the support of more outreach between the targeted institutions, allowing them to
leverage their knowledge and the strengths of their institutions to assist other diaspora experts.

•

Allocate additional funding for medical supplies and create more partnerships with
training organisations to improve efficiency and effectiveness. The evaluation demonstrates
that it was very difficult to accomplish some tasks with the level of supplies and equipment currently
present at each location. The baseline assessment of the institution by both IOM and the diaspora should
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include an overview of the infrastructure currently present and a proposal for necessary equipment based
on the activities that could be completed if the necessary equipment was supplied.
•

Include family travel packages to increase the number of female participants. There is a
great need for female health care professionals in both Puntland and Somaliland, and because women are
less likely to leave their families for short or long term placements, additional resources may be necessary
to recruit for these positions. These travel packages should include an increased housing stipend, an
educational allowance for any children to use to access quality educational services, and an increased travel
stipend.

Final Evaluation of MIDA FINNSOM Health Project, Phases I-III
52 | P a g e

9. APPENDIX I
9.1 QUALITATIVE TOOLS
9.1.1 FGD GUIDE: PATIENTS
Questions

Indicators

Introduction
Hello, my name is ________ and I am working with Forcier
Consulting. We’re undertaking research on IOM’s MIDA
FINNSOM Health Project. The purpose of the research is to
explore the impact the project has had on the health system and
health workforce in your community. I want to assure you that
all the opinions you give are completely confidential. You may
refuse to answer any particular question. You may also leave the
discussion at any point without any negative consequences.
However, we would greatly appreciate your opinions on these
topics, which will contribute to our understanding of the
outcomes of the project. This discussion should not take more
than 90 minutes.
1.

General characteristics

Number of participants:
Age:
Gender:
Start time of FGD:
End time of FGD:
Part 1 (Relevance/Effectiveness/Efficiency of the project to issues impacting the community)
To begin our discussion, I would like you to discuss as a group the health- The FGD questions address the following
related problems your community faces.
research questions:
1.
2.
3.
4.
5.

6.
7.
8.

What are the health-related challenges facing your community?
How does the _________ hospital help meet those challenges?
What more should the hospital be doing to meet those challenges?
Has the hospital’s ability to address these challenges changed over
the past seven years?
What challenges have you faced in accessing services at this
hospital?
Prompt: high demand, over-crowding, hours of operation
a. Have any of these challenges changed over the past seven
years?
Are the service provided by _______ hospital affordable?
a. If no, what can be improved?
Have the prices changed over the past seven years?
a. If so, in what way?
What do you know about the MIDA FINNSOM Health project?
a. Where did you learn this information?
b. What specific services does the project provide?

•

•
•

•
•

Is the selection of targeted
institutions and health sector
receiving assistance relevant to the
needs and gaps identified?
How relevant was the project design?
In which areas has the MIDA
FINNSOM Health project been
successful in identifying and
addressing key gaps in the targeted
institutions and health sector?
What are the areas needing further
development and review and how?
Was implementation justified?

Part 2 (Overall project outcome and impact)
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Thank you for your responses. Now I would like to ask about the services
and staff at this hospital.
9.

What about the services available at this hospital are you satisfied
with?
a. Why?
10. What about the services available at this hospital are you not
satisfied with?
a. Why?
11. Do you trust the quality of the services provided at this hospital?
a. Why or why not?
12. Do you trust the health professionals at this hospital?
a. Why or why not?
13. Why did you choose to come to the ______ hospital, instead of
other healthcare providers?
14. Do you come to the _________ hospital more over the last seven
years?
a. If yes, why?
15. What types of services have you received at this hospital?
16. How would you describe the quality of services provided by the
_______hospital?
17. Does the _________ hospital provide all the services you need?
a. If no, which ones are missing?
18. Are there areas of specialization that could be improved?
19. Have the services provided by the _______ hospital improved or
become worse in the past two years?
a. If so, in what ways?
20. Have the services provided by the _______ hospital improved or
become worse in the past eight years?
a. If so, in what ways?
21. How would you describe the quality of staff at the ______
hospital?
22. Do you think the capacity of the staff has improved over the past
seven years?
a. Why or why not?
23. How could the quality of the staff be improved?
24. How would you describe the efficiency of the _______hospital?
a. How would you describe the wait-times at the hospital?
i. How do they compare to other hospitals?
ii. Have these improved over the past 7 years? If yes,
how?
b. How would you describe the record-keeping at this hospital?
i. Do you feel like they keep good track of your needs?
ii. Has this improved over the past 7 years? If yes, how?
c. Have you used the referral mechanism at this hospital?
i. If yes, was it efficient?
ii. Has this improved over the past 7 years? If yes, how?
d. Are the hours of operation adequate?
i. If not, how would you like them to be changed?
ii. Have they improved over the past 7 years? If yes,
how?
Part 3 (Sustainability)

•
•
•
•
•
•

How relevant was the project design?
Are the changes made relevant to
people’s needs?
Did the achieved results reach the
beneficiaries as planned?
What key changes has the project
brought in the targeted institutions?
What difference has it made to
service users?
In what ways has the project been
able to contribute to the building of
individual competencies as well as the
institutional ones?

Final Evaluation of MIDA FINNSOM Health Project, Phases I-III
54 | P a g e

Thank you for your responses. Now I would like to ask about your contact
with any diaspora health professionals and their impact on the local staff?

•

25. Have you received treatment from a diaspora health professional?
a. If yes, what kind of treatment?
26. Do you think the diaspora health professionals have improved the
quality of services at this hospital?
a. If so, in what ways?
27. Do you think this quality of services and staff will stay the same,
worsen, or improve once the diaspora leave the hospital?
b. Why do you think this?

•
•

Has the intervention brought
about lasting change?
Are the changes likely to be
sustainable in the long term?
In what ways has the project been
able to contribute to the building
of individual competencies as
well as the institutional ones?

28. Any additional comments?
This concludes the discussion. Thank you for sharing your thoughts and opinions on the health sector and
this project. Thank you very much for your time.

9.1.2 FGD GUIDE: STUDENTS
Questions

Indicators

Introduction
Hello, my name is ________ and I am working with Forcier
Consulting. We’re undertaking research on IOM’s MIDA
FINNSOM Health Project. The purpose of the research is to
explore the impact the project has had on the health system and
health workforce in your community. I want to assure you that
all the opinions you give are completely confidential. You may
refuse to answer any particular question. You may also leave the
discussion at any point without any negative consequences.
However, we would greatly appreciate your opinions on these
topics, which will contribute to our understanding of the
outcomes of the project. This discussion should not take more
than 90 minutes.
1.

General characteristics

Number of participants:
Age:
Gender:
Start time of FGD:
End time of FGD:
Part 1 (Relevance/Effectiveness/Efficiency of the project to issues impacting human resource development)
To begin our discussion, I would like you to discuss as a group the health- The FGD questions address the following
related problems your community faces.
research questions:
1.
2.
3.
4.
5.

What are the health-related challenges facing your community?
How does your training institute seek to overcome those issues?
What more can your training institute be doing to meet those
challenges?
What are the biggest challenges facing your training institution?
Have any of these challenges changed over the past seven years?

•

•

Is the selection of targeted institutions
and health sector receiving assistance
relevant to the needs and gaps
identified?
How relevant was the project design?
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6.

Is the training provided by this institution affordable?
a. If no, what can be improved?
7. Have the prices changed over the past seven years?
a. If so, in what way?
8. What training program are you a part of at this institution?
9. Why did you choose to receive training from this institution?
a. What resources are provided to support your training?
b. What are the biggest obstacles to your training?
10. What do you know about the MIDA FINNSOM Health project?
a. Where did you learn this information?
b. What specific services does the project provide?

•

•
•

In which areas has the MIDA
FINNSOM Health project been
successful in identifying and addressing
key gaps in the targeted institutions and
health sector?
What are the areas needing further
development and review and how?
Was implementation justified?

Part 2 (Overall project outcome and impact)
Thank you for your responses. Now I would like to ask about the services
and staff at this hospital.
11. Are you satisfied with the quality of the training you are receiving
at this institution?
a. Does the training meet your expectations?
b. Do you feel like you are receiving the necessary training
to be successful in your medical career?
i. Why or why not?
12. Are you being trained to use new equipment?
a. If yes, what equipment?
b. Do you feel comfortable using this equipment without
supervision?
c. Is there other equipment you think would be helpful to
learn how to use?
i.
If yes, what are they?
ii.
Why do you think this equipment would be
helpful?
13. How would you describe the quality of the lecturers at this
institution?
a. What methods of teaching do they use that make your
learning easier? (ie. Lectures, practical, seminars)
b. Do they have the required knowledge to teach you
adequately?
c. How would you describe the quality of the practical
training at this institute?
d. How could the quality of training be improved to make
you more successful?
e. Has the quality improved over the past seven years or
since you begun your training?

•
•
•
•

Did the achieved results reach the
beneficiaries as planned?
What key changes has the project
brought in the targeted institutions?
What difference has it made to service
users?
In what ways has the project been able
to contribute to the building of
individual competencies as well as the
institutional ones?

14. How would you describe the curriculum in your courses?
a. In what ways are the techniques and practices being
taught up-to-date or out-of-date?
b. How would you describe the syllabuses in your courses?
c. In what ways does the curriculum adequately address
your needs?
d. In what ways, if any, has the quality improved over the
past seven years or since you begun your training?
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15. How would you describe the training material provided by your
lecturers?
a. In what ways could it be improved?
b. Has the quality improved over the past seven years or
since you begun your training?
16. Since you started at this institution, have there been any changes
in the practices and protocols of this institution?
a. Do you think these impacts are negative or positive?
Why?
17. Are any of the changes, you have seen in your institution, due to
the MIDA FINNSOM Health project or the diaspora health
professionals at your institution?
18. Do you think the skills taught at this institution are relevant to the
needs of your community?
a. Are there specializations you think would be beneficial
to add to the courses taught?
19. Have you had direct interaction with a diaspora health professional
at this institution?
a. If so, how would you describe their relationship with
their students?
b. Do you think they possess the necessary skills and
expertise required to assist you in being successful in
your training and your career?
20. What aspects of the training that you received from this institute
will make you competitive on the job-market?
a. What aspects are missing at this institute that would
make you even more competitive on the job-market?
b. Do you feel as if you will have all the adequate
knowledge and skills to be the most successful in your
career?
i.
What could be improved?
c. Do you feel as if you could mentor new students or
other professionals in your work place with your
knowledge from this institute?
i.
Why or why not?
Part 3 (Sustainability)
Thank you for your responses. Now I would like to ask about your contact
with any diaspora expert(s) and their impact on the local staff?
21. In your opinion, has the MIDA FINNSOM Health project
impacted your institution?
a. If yes, in what ways?
b. Do you think these changes will remain once the
diaspora expert(s) leave?
i.
Why or why not?
22. Are you hopeful about the health sector in country?
a. Why or why not?
23. How do you think the quality of education will change once the
diaspora leave the training institution?
c. Why do you think this?
24. Any additional comments?

•
•
•

Has the intervention brought about
lasting change?
Are the changes likely to be
sustainable in the long term?
In what ways has the project been
able to contribute to the building of
individual competencies as well as the
institutional ones?
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This concludes the discussion. Thank you for sharing your thoughts and opinions on the health sector and
this project. Thank you very much for your time.

9.1.3 KII GUIDE: MINISTRY OF HEALTH
Questions

Indicators

Introduction
Hello, my name is ________ and I am working with Forcier
Consulting. We’re undertaking research on IOM’s MIDA
FINNSOM Health Project. The purpose of the research is to
explore the impact the project has had on the health system and
health workforce in your country. I want to assure you that all
the opinions you give are completely confidential. You may
refuse to answer any particular question. You may also leave the
interview at any point without any negative consequences.
However, we would greatly appreciate your opinions on these
topics, which will contribute to our understanding of the
outcomes of the project. This interview should not take more
than 60 minutes.
1.

General characteristics

Name
Age:
Gender:
Position at the MoH:
Start time of KII:
End time of KII:
Part 1 (Relevance of the project to Ministry of Health objectives and priorities)
1. What are the biggest challenges facing the health sector in your The KII questions address the following research
questions:
region?
a. How have these challenges changed in the past 7 years?
• Is the selection of targeted
b. What role do you think the MIDA FINNSOM project
institutions and health sector
had in these changes?
receiving assistance relevant to the
2. Has the MIDA FINNSOM Health project helped the Ministry of
needs and gaps identified?
Health implement the Health Sector Strategic Plan (HSSP)?
• Are the project objectives will in
a. If yes, in what ways?
alignment with the national key
3. Has the MIDA FINNSOM Health project assisted in strengthening
strategies
for
Puntland
and
leadership and governance in the management of the core
Somaliland?
functions of the Ministry of Health?
• Is the project relevant and
a. How could this be improved in the future?
contributing to the comprehensive
development of the health sector?

Part 2 (Effectiveness and Efficiency of the project)
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4.

What has been the biggest challenge to the MIDA FINNSOM
Health project?
5. What has been Ministry of Health’s role in the MIDA FINNSOM
Health project?
6. What has been your role in the MIDA FINNSOM Health project?
7. Do you feel like the Ministry of Health has been adequately
involved in planning for this project?
a. Why do feel this way?
b. How could this have been improved?
8. Do you feel like the Ministry of Health has been adequately
involved in deciding the objectives and implementation of this
project?
a. Why do feel this way?
b. How could this have been improved?
9. How would you describe the communication between the
Ministry of Health and IOM throughout the project phases?
10. How would you describe the communication between the
Ministry of Health and the host institutions throughout the project
phases?
11. Was the length of the placements sufficient?
a. If no, why and what would be better the length?
12. Was the funding provided to this project sufficient?
a. If no, in what ways could it be improved?
13. Was the expertise of the diaspora health professionals sufficient to
fill knowledge gaps in the health sector?
a. If no, in what was could they be improved?
Part 3 (Outcome and Impact)
14. What are the key changes the project has brought to the Ministry
of Health?
a. How has the MIDA FINNSOM project impacted
technical policies within the Ministry of Health?
b. How have the capacities of the Ministry of Health been
improved through this project?
c. How has the Ministry of Health been involved with
curriculum development in training institutions?
d. Has the MIDA FINNSOM Health project facilitated new
partnerships for the Ministry of Health?
e. In your opinion, would the results have been achieved
without MIDA FINNSOM project? Why or why not?
15. In your opinion, how has the project impacted the health
institutions involved in this project?
a. What gaps have been filled by this project in terms of
services provided?
b. What gaps have been filled by this project in terms of
human resource capacity?
c. Are there other challenges in the health sector that you
think a project like MIDA FINNSOM could address in
the future?
i. If yes, what are they?

•

•

•

•

•
•
•

•

•

Which have been the major factors
affecting the achievement and nonachievement of the objectives set
forth in the project?
To what extent have the government
and the host institutions been
involved and engaged in planning and
achieving the objectives and
interventions of the project?
In which area has the MIDA
FINNSOM Health project been
successful in identifying and
addressing key gaps in the targeted
institutions and health sector?
Has the management and decisionmaking structures and processes been
effective and adequate to ensure
efficient project implementation?

What key changes has the project
brought in the targeted institutions?
What difference has it made to
service users?
In what ways has the project been
able to contribute to the building of
individual competencies as well as the
institutional ones?
Is there any unexpected positive or
negative impact brought through this
implementation of this project?
Did the achieved results reach the
beneficiaries as planned?
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16. Has the MIDA FINNSOM Project caused any unexpected negative
impacts?
a. If yes, what are they?
17. Are there other challenges within the Ministry of Health that you
think a project like MIDA FINNSOM could address in the future?
a. If yes, what are they?
Part 4 (Sustainability)
18. Has the project brought any new affiliations or partnerships to the
Ministry of Health?
a. If so, please explain?
19. Has the project brought any new external funding to the Ministry
of Health?
a. If so, how has this funding been used?
20. Has your ministry adopted the MIDA Health Toolkit?
a. If no, why not?
21. How would you describe the Ministry of Health’s ability to utilize
the MIDA FINNSOM health project approach of recruiting
diaspora to train local staff after the project ends?
a. How would you describe the Ministry of Health’s ability
to find external funding for the recruitment of Somali
diaspora?
b. How would you describe the Ministry of Health’s ability
to recruit Somali diaspora after the project ends?
22. Are there clear posts and tasks for the current project coordinator
within the Ministry of Health to take up after the project ends?
a. If yes, what are they?
23. How would you describe the sense of ownership within the
Ministry of Health over this project?
24. How would you describe the Ministry of Health’s interest in the
sustainability of this project?
a. What could the sense of ownership and interest in
sustainability be improved in the upcoming Exit Phase?
25. Are there any other comments you would like to add?

•
•
•

•

•

•

•

Has the intervention brought about
lasting change?
Are the changes likely to be
sustainable in the long term?
In what ways has the project been able
to contribute to the building of
institutional competencies?
Were the designed activities,
implementation and other resources
in terms of time, finance, and
expertise adequate to achieve
sustainable project objectives and
results?
Has the project/health professionals
been successful in developing,
together with the partner institutions,
training material, teaching practices,
and policies and structures supporting
the transfer of skills that can also be
replicated without project assistance?
Do partners have the financial and
technical capacity to maintain the
benefits of the project to guarantee
sense of ownership and interest in
sustainability?
What can be done to support the
upcoming Exit Phase of the project,
particularly in terms of ensuring the
sustainability of factors to the extent
possible?

Part 4 (Additional Information)
In order to help quantify the impact of this project on the health sector in
Northern Somalia, it is important to compare the changes in certain health
indicators. The questions that follow are in reference to health indicators
that this project sought to address and for which there is a baseline to
compare changes too. The answers to these questions can be provided now,
or if the information needs to be gathered, in a follow up conversation.
26. What is the under-five mortality rate in your region for the years
2008-2015?
27. What is the maternal mortality rate in your region for the years
2008-2015?
28. What is the neonatal mortality rate in your region for the years
2008-2015?

•

What immediate and longer-term
changes did he project bring, as
measured by the four objective
indicators:
o Reduction in under-five
morality
rate
in
communities services by
health facilities that host
FINNSOM diaspora experts
and trains staff, by sex
o Reduction in maternal
morality
rate
in
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29. Has the mortality/morbidity rate in your region decreased during
the years 2008-2015?

o

o

communities services by
health facilities that host
FINNSOM diaspora experts
and trains staff
Reduction in neonatal
morality
rate
in
communities services by
health facilities that host
FINNSOM diaspora experts
and trains staff, by sex
Percentage of key health
experts and informants
interviewed who report a
reduction
in
mortality/morbidity rates
in target communities as a
result of diaspora expert
placements and TOTs in
health institutions

This concludes the interview. Thank you for sharing your thoughts and opinions on the health sector and
this project. Thank you very much for your time.

9.1.4 KII GUIDE: EMBASSY OF FINLAND IN NAIROBI

Questions

Indicators

Introduction
Hello, my name is ________ and I am working with Forcier
Consulting. We’re undertaking research on IOM’s MIDA
FINNSOM Health Project. The purpose of the research is to
explore the impact the project has had on the health system and
health workforce in Northern Somalia. I want to assure you that
all the opinions you give are completely confidential. You may
refuse to answer any particular question. You may also leave the
interview at any point without any negative consequences.
However, we would greatly appreciate your opinions on these
topics, which will contribute to our understanding of the
outcomes of the project. This interview should not take more
than 60 minutes.
Name:
Position at the Embassy:
How long they have worked at the Embassy:
Start time of KII:
End time of KII:

1.

General characteristics

Part 1 (Relevance of the project to Ministry of Foreign Affairs Finland objectives and priorities)
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1.

What are the main objectives and priorities of the Ministry of
Foreign Affairs Finland in Northern Somaliland?
a. How were these objectives and priorities identified?
b. How does the MIDA FINNSOM Health project fit into
these objectives and priorities?

The KII questions address the following research
questions:
•

•

•

Is the selection of targeted
institutions and health sector
receiving assistance relevant to the
needs and gaps identified?
Are the project objectives well in
alignment with the national key
strategies
for
Puntland
and
Somaliland?
Is the project relevant and
contributing to the comprehensive
development of the health sector?

Part 2 (Effectiveness and Efficiency of the project)
2.
3.

4.

5.

How would you describe the relationship between the Ministry of
Foreign Affairs and IOM?
How would you describe the communication between the
Ministry of Foreign Affairs and IOM?
a. Did the Ministry of Foreign Affairs receive sufficient
information, data, and materials to monitor project
progress?
b. In what ways could communication have been
approved?
What were the reporting requirements for this project in terms of
what was to be given to the Ministry of Foreign Affairs and how
often?
a. How often were reports to be given?
b. Did the project meet these requirements?
What was Ministry of Foreign Affairs’ role in the project?
a. What part, if any, did it play in decision-making?

Part 3 (Outcome and Impact)
6. From the Ministry’s point of view, what were the successes of this
project?
a. What were the challenges?
7. How were the successes and challenges of previous phases
incorporated into new phases?
a. What efforts were made to address these challenges
throughout the project, if any?
8. How has this project impacted the Ministry’s relationship with
IOM and other organizations?
a. What would the Ministry like to see improved in future
projects in terms of communication, information
sharing, coordination with implementing agency?

•

•

•

•

•

•

•
•
•

Which have been the major factors
affecting the achievement and nonachievement of the objectives set
forth in the project?
Has the management and decisionmaking structures and processes been
effective and adequate to ensure
efficient project implementation?
Are the monitoring and evaluation
measures for the project effective and
how can they be improved?
Is there sufficient information, data,
and material available to regularly
monitor and verify the achieved
results?
Were the resources used efficiently
and was reporting done in line with
donor and IOM requirements?

In what ways has the project been
able to contribute to the building of
individual competencies as well as the
institutional ones?
What key changes has the project
brought in the targeted institutions?
What difference has it made to the
service users?
How well have the lessons learned
and recommendations from previous
phases been implemented in later
phases?
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Part 4 (Sustainability)
9. Would the Ministry fund a project similar to MIDA FINNSOM
Health in the future?
a. Why or why not?
b. What would the Ministry like to see improved in future
projects?
10. What does the Ministry see as vital components of the upcoming
Exit Phase?

•

•

Were the designed activities,
implementation and other resources
in terms of time, finance, and
expertise adequate to achieve
sustainable project objectives and
results?
What can be done to support the
upcoming Exit Phase of the project,
particularly in terms of ensuring the
sustainability of factors to the extent
possible?

This concludes the interview. Thank you for sharing your thoughts and opinions on the health sector and
this project. Thank you very much for your time.

9.1.5 KII GUIDE: MIDA STAFF
Questions

Indicators

Introduction
Hello, my name is ________ and I am working with Forcier
Consulting. We’re undertaking research on IOM’s MIDA
FINNSOM Health Project. The purpose of the research is to
explore the impact the project has had on the health system and
health workforce in Northern Somalia. I want to assure you that
all the opinions you give are completely confidential. You may
refuse to answer any particular question. You may also leave the
interview at any point without any negative consequences.
However, we would greatly appreciate your opinions on these
topics, which will contribute to our understanding of the
outcomes of the project. This interview should not take more
than 60 minutes.
1.

General characteristics

Name
Position with IOM:
Length of time in this position:
Start time of KII:
End time of KII:
Part 1 (Relevance of the project to MIDA objectives and priorities)
1. What are the main challenges to the health sector in Northern The KII questions address the following research
questions:
Somalia?
2. How did the MIDA FINNSOM Health Project seek to address
• Is the selection of targeted
these problems?
institutions and health sector
3. How is this project aligned with the HSSP in Somaliland?
receiving assistance relevant to the
4. How is the project aligned with the HSSP in Puntland?
needs and gaps identified?
5. How is this project aligned with other national key strategies such
• Are the project objectives well in
as the Somali Compact and Somali Health Policy?
alignment with the national key
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6.

How is the project contributing to health sector aid coordination?
•

Part 2 (Effectiveness and Efficiency of the project)
7. What obstacles have you faced in implementing the project?
8. What opportunities have you taken advantage of in implementing
the project?
9. To what extent is the central government involved and engaged in
planning and achieving the objectives and interventions of the
project?
10. To what extent are the Ministries of Health in Puntland and
Somaliland involved and engaged in planning and achieving the
objectives and interventions of the project?
11. To what extent are the host institutions of Puntland and
Somaliland involved and engaged in planning and achieving the
objectives and interventions of the project?
12. In which areas have the MIDA FINNSOM Health Project been
successful in identifying and addressing key gaps in the targeted
institutions and health sector?
a. What areas need further development?
13. How has this project cooperated with other relevant donor
programmes (MIDA Programs in Somalia, Finnish NGOs, JHNP?
a. How can this be improved?
14. Are the monitoring and evaluation measures for the project
effective and useful?
a. In what ways can they be improved?
15. In what ways has the project been improved in Phase III?
16. Were there adequate resources for this project?
a. Has this improved throughout the different phases?
b. In your opinion, was the project implemented in a costefficient manner?
i. In what ways could it have been improved?
Part 3 (Outcome and Impact)
17. What are the key changes the project has brought to the local
health professionals?
18. What are the key changes the project has brought to the public
sector health institutions?
19. What are the key changes the project has brought to the general
Northern Somaliland population?
20. In your opinion, would the results have been achieved without
MIDA FINNSOM project? Why or why not?
21. How and to what extent did this project integrate and implement
the objective of gender equality?
22. How and to what extent did this project integrate and implement
the objective of reduction of inequality in access to healthcare?
23. How many health institutions were included in the project from
all three phases?

•

•

•

•

•

•
•
•

•

•

strategies
for
Puntland
and
Somaliland?
Is the project relevant and
contributing to the comprehensive
development of the health sector?

Which have been the major factors
affecting the achievement and nonachievement of the objectives set
forth in the project?
To what extent have the government
and the host institutions been
involved and engaged in planning and
achieving the objectives and
interventions of the project?
In which area has the MIDA
FINNSOM Health project been
successful in identifying and
addressing key gaps in the targeted
institutions and health sector?
Has the management and decisionmaking structures and processes been
effective and adequate to ensure
efficient project implementation?
How well have the lessons learned
and recommendations from previous
phases been implemented in later
phases?

What key changes has the project
brought in the targeted institutions?
What difference has it made to
service users?
In what ways has the project been
able to contribute to the building of
individual competencies as well as the
institutional ones?
Is there any unexpected positive or
negative impact brought through this
implementation of this project?
Did the achieved results reach the
beneficiaries as planned?
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24. How were the lessons learned from the successes and challenges
in Hargeisa and Garowe incorporated into the planning and design
of the project implementation in Burao and Bosasso?
25. Has the MIDA FINNSOM Health Project caused any unexpected
negative impacts?
Part 4 (Sustainability)
•
26. What mechanisms did the project put in place to guarantee
sustainability in terms of the institutional capacity building?
27. To what extent do partner institutions have the financial
capabilities to maintain the outcomes/outputs of the project?
28. To what extent do partner institutions have the technical
capabilities to maintain the outcomes/outputs of the project?
29. To what extent do the host institutions have a sense of ownership
and interest in the sustainability?
30. In what ways can the exit strategy help enhance the financial and
technical capabilities of the partners and create a sense of
ownership and interest in the sustainability of the project?

•

•

•

•

Are the changes likely to be
sustainable in the long term?
In what ways has the project been able
to contribute to the building of
institutional competencies?
Has the project/health professionals
been successful in developing,
together with the partner institutions,
training material, teaching practices,
and policies and structures supporting
the transfer of skills that can also be
replicated without project assistance?
Do partners have the financial and
technical capacity to maintain the
benefits of the project to guarantee
sense of ownership and interest in
sustainability?
What can be done to support the
upcoming Exit Phase of the project,
particularly in terms of ensuring the
sustainability of factors to the extent
possible?

This concludes the interview. Thank you for sharing your thoughts and opinions on the health sector and
this project. Thank you very much for your time.

9.1.6 KII GUIDE: HOSPITAL DIRECTORS
Questions

Indicators

Introduction
Hello, my name is ________ and I am working with Forcier
Consulting. We’re undertaking research on IOM’s MIDA
FINNSOM Health Project. The purpose of the research is to
explore the impact the project has had on the health system and
health workforce in your community. I want to assure you that
all the opinions you give are completely confidential. You may
refuse to answer any particular question. You may also leave the
interview at any point without any negative consequences.
However, we would greatly appreciate your opinions on these
topics, which will contribute to our understanding of the
outcomes of the project. This interview should not take more
than 60 minutes.
1.

General characteristics

Name:
Age:
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Length of time in this position:
Start time of KII:
End time of KII:
Part 1 (Relevance of the project to host institution objectives and priorities)
1. What are the biggest challenges facing your hospital?
The KII questions address the following research
a. How have these challenges changed in the past 7 years? questions:
b. What role do you think the MIDA FINNSOM Health
• Is the selection of targeted
project had in these changes?
institutions and health sector
receiving assistance relevant to the
needs and gaps identified?
• Is the project relevant and
contributing to the comprehensive
development of the health sector?
Part 2 (Effectiveness and Efficiency of the project)
2. Did you receive enough information about the MIDA FINNSOM
Health project before the participants arrived?
a. Who provided you with the information?
3. What factors have enabled the achievement of the objectives of the
MIDA FINNSOM Health project in your hospital?
4. What obstacles have prevented the achievement of the objectives
of the MIDA FINNSOM Health project in your hospital?
5. Have you been involved in monitoring and evaluating the impact
of the project?
a. If so, in what ways?
b. How could you be better included in this process?
6. Were the resources (time, finance, expertise) given to this project
adequate?
a. Did your hospital have adequate infrastructure to
support the training associated with this project?
b. What could be improved to provide better resources for
training?

•

•

•

•

•

Part 3 (Outcome and Impact)
7. What are the key changes the project has brought to your hospital?
a. Has the project impacted the image of your hospital
amongst community members, potential partners, or
donors?
8. How has the project contributed to the institutional capacity of
your hospital?
a. Has
the
project
facilitated
any
new
partnerships/affiliations for your hospital (abroad or
locally)?
9. How has training improved in your hospital?

•
•
•

•

Which have been the major factors
affecting the achievement and nonachievement of the objectives set
forth in the project?
To what extent have the government
and the host institutions been
involved and engaged in planning and
achieving the objectives and
interventions of the project?
Has the management and decisionmaking structures and processes been
effective and adequate to ensure
efficient project implementation?
How well have the lessons learned
and recommendations from previous
phases been implemented in later
phases?
Are the monitoring and evaluation
measures for the project effective and
how can they be improved?

What key changes has the project
brought in the targeted institutions?
What difference has it made to
service users?
In what ways has the project been
able to contribute to the building of
individual competencies as well as the
institutional ones?
Is there any unexpected positive or
negative impact brought through this
implementation of this project?
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a.

What areas could benefit from training that is not
currently being offered?
b. How often is training taking place?
c. How has your hospital started to institutionalize
training?
i. Are there new policies and protocols?
d. What have been the results of the training/capacity
building of this project?
i. Are the locally trained staff training other
local staff?
e. Was training material developed?
i. If so, what?
10. How has the project impacted the care provided to patients in your
hospital?
a. Specifically, how has it impacted care provided to
women and children?
11. Has the MIDA FINNSOM Project caused any unexpected negative
impacts in your hospital?
a. Were there any challenges with local nurses and doctors
accepting the diaspora health professionals?
i. If yes, please explain
ii. How was this overcome?
12. In your opinion, would the results have been achieved without
MIDA FINNSOM project? Why or why not?
Part 4 (Sustainability)

•

•

•

•
13. What mechanisms are in place to continue building and using the
training provided by the experts?
14. Can the training material and teaching practices be replicated once
this project ends?
a. Why or why not?
15. Can the policies and structures created by the experts and your
hospital continue to be improved and utilized after the end of this
project?
a. Why or why not?
16. Can you describe your hospital’s financial capacity to maintain the
benefits of this project in the future?
a. What could improve this capacity?
17. Can you describe your hospital’s technical capacity to maintain the
benefits of this project in the future?
a. What could improve this capacity?
18. What are your biggest concerns, in reference to your hospital,
about this project ending?

•
•

•

•

•

In what ways has the project been
able to contribute to the building of
institutional competencies?
How and to what extent have the
cross-cutting objectives of the Finnish
Development Policy have been
integrated and implemented during
the project?
Did the achieved results reach the
beneficiaries as planned?

Has the intervention brought about
lasting change?
Are the changes likely to be
sustainable in the long term?
Were the designed activities,
implementation and other resources
in terms of time, finance, and
expertise adequate to achieve
sustainable project objectives and
results?
Has the project/health professionals
been successful in developing,
together with the partner institutions,
training material, teaching practices,
and policies and structures supporting
the transfer of skills that can also be
replicated without project assistance?
Do partners have the financial and
technical capacity to maintain the
benefits of the project to guarantee
sense of ownership and interest in
sustainability?
What can be done to support the
upcoming Exit Phase of the project,
particularly in terms of ensuring the
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sustainability of factors to the extent
possible?
Part 4 (Additional Information)
In order to help quantify the impact of this project on the health sector in
Northern Somalia, it is important to compare the changes in certain health
indicators. The questions that follow are in reference to health indicators
that this project sought to address and for which there is a baseline to
compare changes too. The answers to these questions can be provided now,
or if the information needs to be gathered, in a follow up conversation.
19. What is the under-five mortality rate in your hospital for the years
2008-2015?
20. What is the maternal mortality rate in your hospital for the years
2008-2015?
21. What is the neonatal mortality rate in your hospital for the years
2008-2015?
22. Has the mortality/morbidity rate in your hospital decreased
during the years 2008-2015?
23. What is the annual number of deliveries in your hospital from
2008-2015?
24. What is the number of mothers and babies who received postnatal
care within two days of childbirth in your hospital from 20082015?
25. What is the health facility utilization rate (number of
visits/person/year) from 2008-2015 for your hospital?
26. What is the percentage of people who report to be satisfied with
the services in your hospital for the years 2008-2015?

•

What immediate and longer-term
changes did he project bring, as
measured by the four objective
indicators:
o Reduction in under-five
morality
rate
in
communities services by
health facilities that host
FINNSOM diaspora experts
and trains staff, by sex
o Reduction in maternal
morality
rate
in
communities services by
health facilities that host
FINNSOM diaspora experts
and trains staff
o Reduction in neonatal
morality
rate
in
communities services by
health facilities that host
FINNSOM diaspora experts
and trains staff, by sex
o Percentage of key health
experts and informants
interviewed who report a
reduction
in
mortality/morbidity rates
in target communities as a
result of diaspora expert
placements and TOTs in
health institutions

This concludes the interview. Thank you for sharing your thoughts and opinions on the health sector and
this project. Thank you very much for your time.

9.1.7 KII GUIDE: HEALTH INSTITUTE LECTURERS
Questions

Indicators

Introduction
Hello, my name is ________ and I am working with Forcier
Consulting. We’re undertaking research on IOM’s MIDA
FINNSOM Health Project. The purpose of the research is to
explore the impact the project has had on the health system and
health workforce in Northern Somalia. I want to assure you that
all the opinions you give are completely confidential. You may
refuse to answer any particular question. You may also leave the
interview at any point without any negative consequences.
However, we would greatly appreciate your opinions on these
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topics, which will contribute to our understanding of the
outcomes of the project. This interview should not take more
than 60 minutes.

1.

General characteristics

Name:
Age:
Home Country:
Position at this institution:
Length of placement:
Start time of KII:
End time of KII:
Part 1 (Relevance of the project to health sector needs)
1. What are the biggest challenges facing the health sector in
Northern Somalia?
a. How have these challenges changed in the past 7 years?
2. What are the biggest challenges that the health sector of Northern
Somalia faces in terms of human resources?
a. How have these challenges changed in the past 7 years?
3. How does you host institution seek to address these health sector
issues?
4. What are the biggest challenges facing your host institution?
a. In what ways do you think the MIDA FINNSOM Health
project addressed these challenges?
Part 2 (Effectiveness and Efficiency of the project)
5. Did you receive enough information about the MIDA FINNSOM
Health project before you arrived?
a. Who provided you with the information?
b. How would you describe the support and
communication you received throughout this project?
6. Did you participate in the preparatory training?
a. If so, in what ways was it useful?
i. In what ways could it be improved?
b. If not, would this have been beneficial for you?
7. Can you describe the reception, briefing, guidance and support
received from your host organization?
a. Do you feel this was adequate?
8. What kind of support did you receive from IOM Helsinki?
a. What kind of support did you receive from MIDA local
staff?
9. What factors have enabled the achievement of the objectives of the
MIDA FINNSOM project in your host institution?
10. What obstacles have prevented the achievement of the objectives
of the MIDA FINNSOM project in your host institution?
11. Have you been involved in monitoring and evaluating the impact
of the project?
a. If so, in what ways?

The KII questions address the following research
questions:
•

•

•

•

•

•

•

Is the selection of targeted
institutions and health sector
receiving assistance relevant to the
needs and gaps identified?
Is the project relevant and
contributing to the comprehensive
development of the health sector?

Which have been the major factors
affecting the achievement and nonachievement of the objectives set
forth in the project?
In which area has the MIDA
FINNSOM Health project been
successful in identifying and
addressing key gaps in the targeted
institutions and health sector?
Has the management and decisionmaking structures and processes been
effective and adequate to ensure
efficient project implementation?
How well have the lessons learned
and recommendations from previous
phases been implemented in later
phases?
Are the monitoring and evaluation
measures for the project effective and
how can they be improved?
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b.

Do you feel like your feedback was adequately
addressed?
12. Did your host institution have adequate infrastructure to support
the training associated with this project?
a. What could be improved to provide better resources for
training?

Part 3 (Outcome and Impact)
13. What were the main objectives of your placement?
a. What specific tasks did you undertake?
b. How often did you do these tasks?
c. What were the main challenges you faced?
14. How did participants receive your training?
a. What challenges did you face with participants?
b. What could be done to assist you in overcoming those
challenges?
15. Did you observe any unexpected positive or negative impacts from
your training?
16. What are the key changes the project has brought to your host
institution?
a. How have the staff and institutional capacities of your
host institution been improved through this project?
b. In what areas has training improved?
i. What areas could benefit from training that is
not currently being offered?
ii. How has the training provided impacted care
provided to women and children?
c. How often is training taking place?
i. Are the locally trained staff training other
local staff?
d. Was training material developed?
i. If so, what?
ii. Is this material useful beyond the end of this
project?
17. Are there other changes that you think a project like MIDA
FINNSOM could address in the future?
Part 4 (Sustainability)
18. How has your host institution started to institutionalize training?
a. Are there new policies and protocols?
19. In your opinion, would the results have been achieved without
MIDA FINNSOM project? Why or why not?
20. What mechanisms are in place to continue building and using the
training you provided?

•
•
•

•

What key changes has the project
brought in the targeted institutions?
What difference has it made to
service users?
In what ways has the project been
able to contribute to the building of
individual competencies as well as the
institutional ones?
Is there any unexpected positive or
negative impact brought through this
implementation of this project?

•
•

Are the changes likely to be
sustainable in the long term?
In what ways has the project been
able to contribute to the building
of institutional competencies?
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a.

Can the training material and teaching practices be
replicated once this project ends?
i. Why or why not?
b. Can the policies and structures created by you continue
to be improved and utilized after the end of this project?
i. Why or why not?
c. Can you describe your host institutions technical
capacity to maintain the benefits of this project in the
future?
i. What could improve this capacity?
21. Were the resources (time, finance, expertise) given to this project
adequate to achieve sustainable project objectives and results?
a. Why or why not?
22. What are your biggest concerns, in reference to your host
institution, about this project ending?
a. What elements do you think must be included in the exit
strategy to make the impacts of this project more
sustainable?

•

•

•

Were the designed activities,
implementation and other
resources in terms of time,
finance, and expertise adequate
to achieve sustainable project
objectives and results?
Has
the
project/health
professionals been successful in
developing, together with the
partner institutions, training
material, teaching practices, and
policies
and
structures
supporting the transfer of skills
that can also be replicated
without project assistance?
What can be done to support the
upcoming Exit Phase of the
project, particularly in terms of
ensuring the sustainability of
factors to the extent possible?

Part 4 (Additional Participation Information)
I’d like to ask you a few final questions about your participation in this
project.
23. Why did you choose to participate in this project?
24. What were your main expectations?
a. Were these expectations met? Why or why not?
25. What value do you this this type of project has for the health sector
in Northern Somalia?
26. How could this project be improved for experts in the future?
27. Are you, or would you be willing to participate in this type of
project again?
a. Why or why not?
28. Any additional comments?

•

Assess the key reasons why some
members of the diaspora participated
and which were their main
expectations for the participation?

This concludes the interview. Thank you for sharing your thoughts and opinions on the health sector and
this project. Thank you very much for your time.

9.2 QUANTITATIVE TOOLS
9.2.1 DIASPORA EXPERT QUESTIONNAIRE
Questions: English
Introduction

Response
type
Instructions

Question
Sequence

Research Question

Nabadeey, Magacaygu
waa______________
waxaaanan u shaqeeyaa
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Hello, my name is ________ and I am
working with Forcier Consulting.
We’re undertaking research on IOM’s
MIDA FINNSOM Health Project. The
purpose of the research is to explore
the impact the project has had on the
health system and health workforce in
Puntland and Somaliland. I want to
assure you that all the opinions you
give are completely confidential. You
may refuse to answer any particular
question. You may also leave the
survey at any point without any
negative consequences. However, we
would greatly appreciate your
opinions on these topics, which will
contribute to our understanding of
the outcomes of the project. This
survey should not take more than 30
minutes

Forcier Consulting, waxaan u
samaynaynaa xog ururin
IOM’s MIDA FINNSOM
mashruuc caafimaadka ah.
Ujeedada aan u amaynayno
xog ururintan waxa weeyaan
si aan u sahamino sida uu
mashruuca u saameeyay
adeega caafimaadka iyo
shaqada caafimaadka ee
Puntland iyo Somaliland,
waxaan doonayaa inaan idinka
hubiyo in dhamaan war
bixinaha aad i siisaan ay
noqondoonaan qaar kalsooni
leh. Waad diidi kartaa inaad
iiga jawaabto su’aasha aad
doonto iyadoo aanay wax
dhibaato ah igu hayn. Si
kastaba ha ahaatee waxaan si
wayn u doorbidaynaa
fikradihiina ku sahabsan
mashruucan. Kazoo ka qayb
qaadan doona inaad fahano
natiijada mashruucan. Xog
ururintani ma qaadan doonto
in ka badan 30 daqiiqo.

Part 1 (General Characteristics)
The first section will inquire about the Instructions
characteristics of the respondent

Qaybta ugu horeysa waxaan
ku waydiin doonaa astaamaha
jawaab bixiyaha.
1. Miyaad igu raacdeen inaad
igala qayb qaadataan?
□ Haa (1)
□ Maya (2)

1. Do you agree to take part in Single
this study?
□ Yes (1)
□ No (2)

All

2. What language would you like Single
to do this survey in?
□ Somali (1)
□ English (2)

If q1=1

2. Luuqadee ayaabaad jeclaan
lahayd inaan ku samayno xog
ururintan?
□ Soomaali (1)
□ English (2)

3. Gender of the respondent. (Do Single
not ask)
□ Male (1)
□ Female (2)

If q1=1

3. Jinsiga jawaab bixiyaha.
(ha waydiin)
□ Rag (1)
□ Dumar (2)

4. How old are you?

If q1= 1

4.Imisa jir ayaad tahay?

Numeric
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5. Which Phase of the MIDA Single
FINNSOM Health project were you
part of?
□ 1 (1)
□ 2 (2)
□ 3 (3)
□ 2 and 3 (4)
□ Refused (99)

If q1=1

5. Mashruucan caafimaadka ee
MIDA FINNSOM Wajigee ayaa
baad qayb ka tahay?
□ 1 (1)
□ 2 (2)
□ 3 (3)
□ 2 and 3 (4)
□ Diidmo (99)

6.
□
□
□

Single

If q1=1

6. Wadankee ayaabaad ka
timid?
□ Findland (1)
□ Qaar kale (96)
□ Diidmo (99)

7. In what location is your host Single
institution?
□ Hargeisa (1)
□ Bosasso (2)
□ Garowe (3)
□ Burao (4)
□ Refused (99)

If q1=1

7. Wadankee ayaabay ururka
marti u tahay?
□ Hargeisa (1)
□ Bosasso (2)
□ Garowe (3)
□ Burao (4)
□ Diidmo (99)

8. In what type of institution were you Single
hosted?
□ Medical Centre (hospital,
clinic) (1)
□ Training Institute (2)
□ Other (96)
□ Refused (99)

If q1=1

8. Waax noocee ah ayaad marti
qaaday?
□ Xarunta dhexe ee daawada
(Rugta caafimaadka) (1)
□ Ururka tababarka (2)
□ Qaar kale (96)
□ Diidmo (99)

9. Did you participate in preparatory Single
training?
□ Yes (1)
□ No (2)
□ Refused (99)

If q1=1

9. Miyaad ka qayb qaadatay
diyaarinta tababarka?
□ Haa (1)
□ Maya (2)
□ Diidmo (99)

10.
□
□
□

Single

If q9=1

Text

If q10=2

10. (Hadii haa) maxaa faa’iido
leh?
□ Haa (1)
□ Maya (2)
□ Diidmo (3)
11. (Hadii maya ay tahay)
maxaanay faa’iido u lahayn?

What country are you from?
Finland (1)
Other (96)
Refused (99)

Part 2 (Relevance, Effectiveness and Efficiency of the project )

(If yes) Was it useful?
Yes (1)
No (2)
Refused (99)

11. (If no) Why was it not useful?
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12. Did you participate in the Training Single
of Facilitators (ToF) training?
□ Yes (1)
□ No (2)
□ Refused (99)

If q5= 3
or 4

12. Miyaad ka qayb qaadatay
tababarkii macalimiinta
(TOF)?
□ Haa (1)
□ Maya (2)
□ Diidmo (99)

13. (If yes) do you use the skills you Single
learned from the ToF training in
your practice?
□ Yes (1)
□ No (2)
□ Refused (99)

If q12=1

13. (Hadii ay tahay ha) miyaad
adeegsatay xirfadihii aad
baratay tababarkaaga?
□ Haa (1)
□ Maya (2)
□ Diidmo (99)

14. (If no) Why did you not apply those Text
skills?

If q12= 2

15. Were your training tasks at the host Single
institution explicitly stated and clear
to you?
□ Yes (1)
□ No (2)
□ Refused (99)

If q1=1

16. Did you perform tasks in addition to Single
what was in your work plan?
□ Yes (1)
□ No (2)
□ Refused (99)

If q1=1

17. Did your host institution have Single
adequate infrastructure to support
the service delivery associated with
this project?
□ Yes (1)
□ No (2)
□ Refused (99)

If q1=1

17. Miyaa ururka aad martida
u tahay uu haystaa qalab
kaabayaal oo ku filan si loogu
taageere adeegyada la
xidhiidha mashrooca?
□ Haa (1)
□ Maya (2)
□ Diidmo (99)

18.
□
□
□
□
□

If q17=2

18. (Hadii ay maya tahay)
maxaa la la’ayahay?
□ Qlabkii (1)
□ Maalgallintii (2)
□ Wakhtigii loo
qoondeeyay tababarka
(3)
□ Qaar kale (96)
□ Diidmo (99)

(If no) what was missing?
Equipment (1)
Funding (2)
Time allotted to training (3)
Other (96)
Refused (99)

Single

14. (Hadii ay maya tahay)
maxaad u adeegsan wayday
xirfadahaas?
15. Miyaa halka uu
tababarkaagu kaga hawlan
yahay ururka aad maritda u
tahay kuu cad yahay?
□ Haa (1)
□ Maya (2)
□ Diidmo (99)
16. Miyaad gudatay wax hawlo
ah oo ka baxsan qorshihii
shaqadaada?
□ Haa (1)
□ Maya (2)
□ Diidmo (99)
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19. If (other) please specify

Open

If q18=96
19. Hadii ( qaarkale ay jiraan)
fadlan cadee?

Part 3 (Outcome and Impact)

Now I would like to ask you some questions Instructions
about the training you provided

Hadda waxaan jeclaan lahaa inaan ku
waydiiyo waxogaa su’aalo ah oo ku
sahabsan tababarka aad heshay

20. What methods did you use to Multiple
transfer your skills? (Check all that
apply.)
□ On-the-Job (1)
□ Lecture (2)
□ Mentorship (3)
□ ToF or ToT Workshops (4)
□ Group training (5)
□ Shadowing (6)
□ Supportive Supervision (7)
□ Other (96)
□ Refused (99)

If q1=1

21. If (other) please specify

If q20=96

Open

22. In what areas did you provide Multiple
knowledge transfer? (Check all
that apply.)
□ General Medical techniques
(1)
□ The use of medical equipment
(2)
□ Medications (3)
□ Specialized area (4)
□ Child and Maternal Health (5)
□ Laboratory (6)
□ Community Health (7)
□ Hospital
protocols
and
structures (8)
□ Surgical techniques (9)
□ Administrative functions (10)
□ IT Functions (11)
□ Curriculum development (12)

If q1=1

20. Hababke ayad u
isticmashay sida aad ugudbisid
xirfadahaag?
(hubi dhamaan kuwa ku
haboon)
□ Shaqada(1)
□ Casharada (2)
□ Hanuuninta ama
dhiirigallinta (3)
□ Tababarka fududeeyaha/
macallinka ama tababarka
macallimiinta ee aqoon is
waydaarsiga (4)
□ Kooxda tababarka (5)
□ Qof ka raaca dadaka
tababarka bixinaya (6)
□ Taageeraha kormeeraha (7)
□ Qaar kale (96)
□ Diidmo (99)
21. Hadii (qaar kale) fadlan
cadee?
22. Waa kuwee meelaha aad
aqoon ku bixiseen? (gudbinta
hubi dhamaan kuwa ku
haboon)
□ Qalabka guud ee daawada
(1)
□ Isticmaalka qalabka
daawada (2)
□ Daawaynta (3)
□ Meelo cayiman (4)
□ Caafimaadka hooyada iyo
ilmaha (5)
□ Shaybaadhka (6)
□ Caafimaadka bulshada (7)
□ Qaabka iyo maamuuska
cusbitaalka (8)
□ Qalabka baadhitaanka (9)
□ Shaqada maamulka (10)
□ Shaqada IT ga (11)
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□
□
□

Policy development (13)
Other (96)
Refused (99)

23. If (other) please specify

□

Text

If q22=96

□
□
□

Horumarinta Manhajka
(12)
Horumarinta siyaasada (13)
Qaar kale (96)
Diidmo (99)

23. Hadii ( qaar kale ) fadlan
cadee
24. Did you participate in outreach Single
activities to rural areas?
□ Yes (1)
□ No (2)
□ Refused (99)

If q1=1

25. (If yes) What activity did you Multiple
perform during this outreach?(Click
all that apply)
□ Training (1)
□ Medical Procedures (2)
□ Consulting on protocols and
strategies (3)
□ Other (96)
□ Refused (99)

If q24=1

26. If (other) please specify

If q25=96

Open

24. Miyaad ka qayb qaadatay
wax qabadyada dhulka
baadiyaha ah ee aan la
gaadhayn?
□ Haa (1)
□ Maya (2)
□ Diidmo (99)
25.Hadii (ay haa tahay ) waa
maxay hawsha aad qabatay
intii lagu gudo jiray goobaha
aan la gaadhayn? (Hubi
dhamaan kuwa ku haboon)
□ Tababarka (1)
□ Nidaamka daawada (2)
□ La talinta maamuuska iyo
xeeladaha (3)
□ Qaar kale (96)
□ Diidmo (99)

27. Did your host institution schedule Single
time for group training?
□ Yes (1)
□ No (2)
□ Refused (99)

If q1=1

28. How many different times did you Single
give group-training over your
placement?
□ None (1)
□ 1-5 (2)
□ 6-10 (3)
□ 11-15 (4)
□ 16-20 (5)
□ More than 20 (6)
□ Refused (99)

If q1=1

29. Who participated in your capacity Multiple
building and skills and knowledge

If q1=1

26. Hadii (qaarkale) fadlan
cadee
27. Ururka aad joogtaa miyay
qorsheeyeen waqti loo gu
talagalay kooxda tababar ka?
□ Haa (1)
□ Maya (2)
□ Diidmo (99)
28.I misa wakhti oo kala
duwan ayaad bixisay tababar
kooxeed inta aad ku guda
jirtay xaruntaado?
□ Marnaba (1)
□ 1-5 (2)
□ 6-10 (3)
□ 11-15 (4)
□ 16-20 (5)
□ In ka badan 20 (6)
□ Diidmo (99)
29. Yaa ka qayb qaatay dhisida
tayadaada iyo xirfadaha iyo
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□
□
□
□
□
□
□
□

transfer activities?(Click all that
apply)
Skilled hospital staff (1)
Unskilled hospital staff (2)
Rural health workers (3)
Professors (4)
Students (5)
Policymakers (6)
Other (96)
Refused (99)

30. If (other) please specify

aqoonta aad ku gudbisay wax
qabadyada? ( hubi dhamaan
kuwa ku haboon)
□ Shaqaalaha cusbitaalka ee
xirfada leh (1)
□ Shaqaalaha cusbitaalka ee
aan xirfada lahayn (2)
□ Kuwa ka shaqeeya
caafimaadka miyiga (3)
□ Macalimiinta/ professors
(4)
□ Ardayda (5)
□ Dadka siyaasada dajiya (6)
□ Qaar kale (96)
□ Diidmo (99)
Open

If q29=96

31. How many people did you train Numeric
through group trainings?

If q1=1

32. How many people (total) are in the Numeric
departments where you work?

If q1=1

33. How did local staff receive your Single
guidance/inputs?
□ Very Good (1)
□ Good (2)
□ Okay (3)
□ Poorly (4)
□ Very Poorly (5)
□ Refused (99)

If q1=1

34. What challenges did you face in Multiple
transferring your skills and
knowledge?(Click all that apply)
□ Lack of enthusiasm among
local staff/trainees (1)
□ Lack of support from host
institution
administration/staff (2)
□ Lack of equipment (3)
□ Lack of basic knowledge
among local staff/trainees (4)
□ Not enough time to cover all
subjects well (5)

If q1=1

30. Hadii (qaar kale ) fadlan
cadee
31. Imisa qof ayaad tababartay
intii lagu gudo jiray tababarkii
kooxda?
32. Imisa qof ayaa isugayn
ahaan joogay waaxda aad ka
shaqaynaysay?
33. Sidebaa shaqaalaha guduhu
ay u heli jireen
hagitaankaaga/hawlgalkaaga?
□ Si aad u fiican (1)
□ Si fiican (2)
□ Caadi (3)
□ Si hoose (4)
□ Si aad u hoosaysa (5)
□ Diidmo (99)
34. Waa maxay caqabadaha
kusoo wajahay gudbintii
xirfadahaaga iyo aqoontaada?
(Hubi dhamaan kuwa ku
haboon)
□ Xamaasad la’aan shaqaalaha
gudaha ah dhexdooda/
tababarayaasha (1)
□ Taageero la’aan maamulka
martiqaadka ururka (2)
□ Qalab la’aan (3)
□ Aqoonta aasaasiga ah oo ka
maqan shaqaalaha
gudaha/tababarayaasha (4)

Final Evaluation of MIDA FINNSOM Health Project, Phases I-III
77 | P a g e

□
□
□
□

Lack of management
structures/capabilities (6)
None (7)
Other (96)
Refused (99)

35. If (other) please specify

□
□
□
□
□
Open

If q34=96

36. Did you receive feedback on the Single
skills transfer from the local staff?
□ Yes (1)
□ No (2)
□ Refused (99)

If q1=1

37. What gender were the people you Single
transferred skills and knowledge to?
□ Male (1)
□ Female (2)
□ Female and male (3)
□ Refused (99)

If q1=1

38. How would you evaluate your Single
overall working relationship with
your trainees and/or local staff?
□ Very good (1)
□ Good (2)
□ Okay (3)
□ Poor (4)
□ Very Poor (5)
□ Don’t know (98)
□ Refused (99)

If q1=1

39. How much of your time was
providing medical services
filling)?
□ None (1)
□ Less than 25% (2)
□ More than 25% but less
50% (3)
□ 50% (4)
□ More than 50% but less
75% (5)
□ More than 75% (6)

If q1=1

spent Single
(gap-

than

than

Wakhti ku filan oo aan loo
hayn si loogu dhmaeeyo
maadooyinka oo dhan (5)
Maamula la’aan qaababka/
awoodaha (6)
Midnaba (7)
Qaarkale (96)
Diidmo (99)

35. Hadii qaar kale fadlan
cadee?
36. Miyaad ka heshay war celin
xirfadihii ay gudbiyeen
shaqaalaha deegaanka?
□ Haa (1)
□ Maya (2)
□ Diidmo (99)
37.Jinsigeebay ahaayeen
dadakii aad u gudbinayseen
xirfadaha iyo aqoontu?
□ Rag (1)
□ Dumar (2)
□ Rag iyo dumar (3)
□ Diidmo (99)
38. Sidee baad u qiimayn
lahayd guudahaan xiriirka
shaqada idin ka dhaxeeya
tababarayaashaad ama
shaqaalaha deegaanka?
□ Aad u fiican (1)
□ Fiican (2)
□ Okay (3)
□ Liita (4)
□ Aad u liita (5)
□ Ma garanayo (98)
□ Diidmo (99)
39. Wakhti intee leeg ayaad
kaa ga baxay siinta adeega
caafimaadka (buuxintagaabka)?
□ Midnaba (1)
□ In ka yar 25% (2)
□ In ka badan 25% laakiin ka
yar 50% (3)
□ 50 % (4)
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□

Refused (99)

40. How much of your time was
transferring knowledge and
and capacity building?
□ None (1)
□ Less than 25% (2)
□ More than 25% but less
50% (3)
□ 50% (4)
□ More than 50% but less
75% (5)
□ More than 75% (6)
□ Refused (99)

□
spent Single
skills

If q1=1

than

than

41. How much of your time was spent Single
doing administrative tasks?
□ None (1)
□ Less than 5% (2)
□ 6-10% (3)
□ 11-15% (4)
□ 16-20% (5)
□ 21-25% (6)
□ More than 25% (7)
□ Refused (99)

If q1=1

42. How much of your time was spent Single
fundraising for items such as medical
equipment?
□ None (1)
□ Less than 5% (2)
□ 6-10% (3)
□ 11-15% (4)
□ 16-20% (5)
□ 21-25% (6)
□ More than 25% (7)
□ Refused (99)

If q1=1

43. What are the key changes the Multiple
project has brought to your host
institution?(Click all that apply)
□ Higher quality staff (1)
□ Higher quality services (2)
□ Better structures (3)

If q1=1

□
□

In ka badan 50% laakiin ka
yar 75% (5)
In ka badan 75% (6)
Diidmo (99)

40.Intee in leeg oo
wakhtigaaga kaa ga baxay
gudbinta aqoonta iyo
xirfadaha iyo xoojinta xirfado
cusub?
□ Midnaba (1)
□ In ka yar 25% (2)
□ In ka badan 25% laakiin ka
yar 50% (3)
□ 50 % (4)
□ In ka badan 50% laakiin ka
yar 75% (5)
□ In ka badan 75% (6)
□ Diidmo (99)
41.Intee in lee goo
wakhtigaaga ah ayaad ku
bixisaa hawlaha maamulka?
□ Midnaba (1)
□ In ka yar 5% (2)
□ 6-10% (3)
□ 11-15% (4)
□ 16-20% (5)
□ 21-25% (6)
□ In ka badan 25% (7)
□ Diidmo (99)
42. Intee in leeg oo
wakhtigaaga ayaad ku bixisay
uruurinta lacagte loo gu
talagalay qalabka daawaynta?
□ Inaba (1)
□ In ka yar 5% (2)
□ 6-10% (3)
□ 11-15% (4)
□ 16-20% (5)
□ 21-25% (6)
□ In ka badan 25% (7)
□ Diidmo (99)
43. Maxay yihiin isbadalada
ugu muhiimsan ee mashruuco
u keenay ururka martiqaadka?
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□
□
□
□
□

Better procedures/policies
(4)
Better communication (5)
Better training programs (6)
Other (96)
Refused (99)

44. Specifically, has the support/input Single
you provided impacted the
healthcare provided to women and
children?
□ Yes (1)
□ No (2)
□ Don’t know (98)
□ Refused (99)

If q1=1

45. (If yes) in what ways? Please Open
explain.

If q44=1

46. Specifically, has the support/input Single
you provided increased equal access
to healthcare?
□ Yes (1)
□ No (2)
□ Don’t know (98)
□ Refused (99)

If q1=1

47. In your opinion, was there a Single
reduction
in
the
mortality/morbidity rates in target
communities as a result of this
project?
□ Yes (1)
□ No (2)
□ Don’t know (98)
□ Refused (99)

If q8=1

48. (If yes), by how much? (If the Numeric
respondent does not know, please
write 999.)

If q47=1

(dooro dhamaan kuwa ku
haboon)
□ Shaqaale aad u tayo sareeya
(1)
□ Tayo aad u saraysaa (2)
□ Qaab dhismeed wanaagsan
(3)
□ Nidaam
wanaagsan/siyaasad (4)
□ Xidhiidh wanaagsan (5)
□ Barnaamuj tababar
wanaagsan (6)
□ Qaar kale (96)
□ Diidmo (99)
44. Si cad, miyay taageerada/
gashiga aad ku bixisay
saamaysay daryeelka
caafimaadka ee la siiyo
dumarka iyo caruurta?
□ Haa (1)
□ Maya (2)
□ Ma garanayo (98)
□ Diidmo (99)
45.( hadii ay haa tahay)
qaabkee? Fadlan sharax.
46. Si cad, miyay
taageerada/Gashiga aad ka
bixisay kordhisay helitaan
caafimaad oo isku mid ah?
□ Haa (1)
□ Maya (2)
□ Ma garanayo (98)
□ Diidmo (99)
47. fikradaada, miyay jirtay
hoos u dhac xaga tirada
dhimashada dadka bulshada
natiijo ahaan ka soo baxday
mashruucan?
□ Haa (1)
□ Maya (2)
□ Ma garanayo (98)
□ Diidmo (99)

48. (Hadii ay haa tahay)intee in
leeg? (Hadii aanu jawaab
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bixiyuhu ogayn fadlan ku qor
999).

Part 4 (Sustainability)
49. Did you have enough time during
your placement to achieve your
objectives?
□ Yes (1)
□ No (2)
□ Refused (99)

Single

If q1=1

49. Miyaad haysataa wakhti ku
filan inta lagu gudo jiro
joogitaankiina si aad u gaadho
ujeedooyinkaaga?
□ Haa (1)
□ Maya (2)
□ Diidmo (99)

50. (If no) How long should the
placements be?

Open

If q49=2

50. (Hadii ay tahay maya) intee
in leeg ayay joogitaankiinu
noqon karaa?

51.
□
□
□

Single

If q1=1

Was training material developed?
Yes (1)
No (2)
Refused (99)

51.Miyaa qalabka tababarku
horumareen?
□ Haa (1)
□ Maya (2)
□ Diidmo (99)

52. (If yes) What type?(Click all that Multiple
apply)
□ Pamphlets (1)
□ Course curriculum (2)
□ Training Guides (3)
□ Manuals (4)
□ Syllabus (5)
□ Other (96)
□ Refused (99)

If q51=1

52. (Hadii ay tahay) waa
noocee? (dooro dhamaan
kuwa ku haboon)
□ Buugaagta yar yar (1)
□ Manhajka koorasyada (2)
□ Tixraaca tababarka (3)
□ Buugaagta daabacan (4)
□ Manhajka (5)
□ Qaar kale (96)
□ Diidmo (99)

53. If (other) please specify

If q52=96

53. Hadii (qaar kale) fadlan
cadee

Open

54. (If yes), is this material useful Single
beyond the end of this project?
□ Yes (1)
□ No (2)
□ Refused (99)

If q51=1

54. (Hadii jawaabtu tahay haa),
miyay qalabkani ku haboon
yihiin wixii ka baxsan
dhamaadka mashruuca?
□ Haa (1)
□ Maya (2)
□ Diidmo (99)
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55. Have you created any of the
Multiple
following institutional capacitybuilding materials?(Click all that
apply)
□ Guidelines (1)
□ Institutional Policies and
strategies (2)
□ Work plans (3)
□ Action plans (4)
□ Codes of Conduct (5)
□ Strategic plans (6)
□ Curriculums (7)
□ Other (96)
□ Refused (99)

If q1=1

56. If (other) please specify

If q55=96

Open

55.Sidee ayaad u abuurtay
tayada qalabka qaar ka mida
kuwan soo socda? (dooro
dhamaan kuwa ku haboon)
□ Tilmaamaha (1)
□ Ururka siyaasada iyo
xeeladaha (2)
□ Qorshayaasha shaqada (3)
□ Qorshayaasha waxqabadka
(4)
□ Xeerarka anshaxa (5)
□ Qorshayaasha xeeladaha
(6)
□ Manhajyada (7)
□ Qaar kale (96)
□ Diidmo (99)

57. In your opinion, can the training Single
material and teaching practices be
replicated within your host
institution once this project ends?
□ Yes (1)
□ No (2)
□ Don’t know (98)
□ Refused (99)

If q1=1

58. (If no), why not? (Click all that Multiple
apply)
□ Lack of infrastructure (1)
□ Lack of funding (2)
□ Lack of knowledge (3)
□ Other (96)
□ Refused (99)

If q57=2

59. If (other) please specify

If q58=96

Open

60. Do/did you think the local staff are Single
capable of taking over your
provision of medical services at the
end of the project?
□ Yes (1)
□ No (2)

56.Hadii (qaar kale) fadlan
cadee
57. Fikradaada, miyaa qalabka
tababarka iyo qaabka wax
dhigitaanku dib loo gu cilin
kara ururuka martiqaadkaga
marka uu mashruucu
dhamaado?
□ Haa (1)
□ Maya (2)
□ Ma garanayo (98)
□ Diidmo (99)

If q8=1

58. (hadii maya), maxay u
noqotay?
(Dooro dhamaan kuwa ku
haboon)
□ Qalab la’aan (1)
□ Racag uruuri la’aan (2)
□ Aqoon la’aan (3)
□ Qaar kale (98)
□ Diidmo (99)

59. Hadii (qaarkale) fadlan
cadee
60.Miyaa/miyaad u
malaynaysaa/umalaynaysay in
shaqaalaha guduhu ay
qaadankaraan siinta
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□
□

Don’t know (98)
Refused (99)

61. Do/did you think the local staff are Single
capable of taking over your
provision of training skills at the end
of the project?
□ Yes (1)
□ No (2)
□ Don’t know (98)
□ Refused (99)

If q1=1

62. Do/did you think the local staff are Single
capable of taking over your
responsibilities at the end of the
project?
□ Yes (1)
□ No (2)
□ Don’t know (98)
□ Refused (99)

If q1=1

63. In your opinion do your students or Single
the local staff you work alongside,
have ideas and a vision on the way
the health sector in Puntland or
Somaliland can be rebuilt?
□ Yes (1)
□ No (2)
□ Don’t know (98)
□ Refused (99)

If q1=1

64. Did you facilitate any new Single
partnerships or affiliations between
your host institutions and other
organizations, locally or aboard?
□ Yes (1)
□ No (2)
□ Don’t know (98)
□ Refused (99)

If q1=1

65. (If yes), were these partnerships:
□ Local (1)

If q64=1

Single

adeegyadaada caafimaad
dhamaadka mashruucan?
□ Haa (1)
□ Maya (2)
□ Ma garanayo (98)
□ Diidmo (99)
61. Miyaa/miyaad u
malaynaysaa/umalaynaysay in
shaqaalaha guduhu ay
qaadankaraan siinta xirfadaha
tababarkaaga dhamaadka
mashruuca?
□ Haa (1)
□ Maya (2)
□ Ma garanayo (98)
□ Diidmo (99)
62. Miyaa/miyaad u
malaynaysaa/umalaynaysay in
shaqaalaha guduhu ay
qaadankaraan masuuliyadaada
dhamaadka mashruuca?
□ Haa (1)
□ Maya (2)
□ Ma garanayo (98)
□ Diidmo (99)
63. Fikradaada miyay
ardaydaada ama shaqaalaha
gudaha ee aad garab shaqayso,
haystaan fikrado iyo aragtiyo
ku sahabsan qaybaha
caafimaadka ee Puntland ama
Somaliland in dib loo dhisi
karo?
□ Haa (1)
□ Maya (2)
□ Ma garanayo (98)
□ Diidmo (99)
64. Miyaad abuurtay wax
xiriira partinership oo cusub
oo ka dhexeeya uruku idin
marti qaaday iyo ururada kale,
deeganka ama ka baxsan
□ Haa (1)
□ Maya (2)
□ Ma garanayo (98)
□ Diidmo (99)
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□
□
□

International (2)
Don’t know (98)
Refused (99)

66. Did you increase the funding Single
available to your host institution?
□ Yes (1)
□ No (2)
□ Refused (99)

If q1=1

65. (Hadii haa),waa xagee
partinership kani
□ Gudaha (1)
□ Dibada (2)
□ Ma garanayo (98)
□ Diidmo (99)

67. (If yes) where did the funds come Multiple
from? (Click all that apply)
□ The local community (1)
□ Ministry of health (2)
□ IOM (3)
□ Other NGOs (4)
□ Diaspora (5)
□ A UN agency (6)
□ Other (96)
□ Refused (99)

If q66=1

66. Miyaad kordhisay lacagta
soo galisa ee laga heli karo
ururka ka martiqaaday?
□ Haa (1)
□ Maya (2)
□ Diidmo (99)

68. If (other), please specify

If q67=96

Open

69. How often did you receive support Single
and guidance from the host
organization throughout your
placement?
□ Daily (1)
□ Weekly (2)
□ Monthly (3)
□ Less than monthly (4)
□ Never (5)
□ Refused (99)

If q1=1

70. How often did you receive support Single
and guidance from IOM throughout
your placement?
□ Daily (1)
□ Weekly (2)
□ Monthly (3)
□ Less than monthly (4)
□ Never (5)
□ Refused (99)

If q1=1

67. (Hadii haa) xagee ayay
kharashaadku ka imanayeen?
(dooro dhamaan kuwa ku
haboon)
□ Bulshada deegaanka (1)
□ Wasaarada caafimaadka (2)
□ IOM (3)
□ Ururo kale (4)
□ Qorbo jooga (5)
□ Waax UN ah (6)
□ Qaar kale (96)
□ Diidmo (99)
68. Hadii( qaarkale), fadlan
cadee
69.Sidee ayaabaad badanaa u
heshaa taageero iyo hagitaan
ka yimaada ururka aad
martida u tahay inta
joogitaankaga?
□ Maalin walba (1)
□ Wiigiiba (2)
□ Bishiiba (3)
□ In ka yar bishiiba (4)
□ Waligeedna (5)
□ Diidmo (99)
70.Sidee ayaabaad badanaa u
heshaa tageero iyo hagitaan ka
timaada IOM joogitaankaaga
oo dhan?
□ Maalin walba (1)
□ Wiigiiba (2)
□ Bishiiba (3)
□ In ka yar bishiiba (4)
□ Waligeedna (5)
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71. Do you feel like you received Single
adequate support from IOM and
MIDA FINNSOM Health Project
staff?
□ Yes (1)
□ No (2)
□ Don’t know (98)
□ Refused (99)

If q1=1

72. How would you describe the Single
communication between your host
institution and IOM?
□ Very good (1)
□ Good (2)
□ Poor (3)
□ Very poor (4)
□ Refused (99)

If q1=1

Diidmo (99)

71. miyaad dareemaysaa inaad
ka heshay IOM iyo MIDA
FINNSOM taageero ku filan
shaqaalaha mashruuca
caafimaadka?
□ Haa (1)
□ Maya (2)
□ Ma garanayo (98)
□ Diidmo (99)

72. Sidee ayaad u sifayn lahayd
xidhiidhka u dhexeeya ururka
aad martida u tihiin iyo IOM?
□ Mid aad u wanaagsan (1)
□ Mid wanaagsan (1)
□ Mid liita (3)
□ Mid aad u liita (4)
□ Diidmo (99)

Part 5 (Additional Information)
Qaybta 5aad( warbixin
Now I would like to ask you some questions Instructions
about your motivation for participating
in this project:

73. Why did you choose to participate Multiple
in this project?(Click all that
apply)
□ Employment Opportunity (1)
□ Wanted to move to Puntland
or Somaliland (2)
□ Wanted to help Puntland or
Somaliland for a short-time (3)
□ Wanted to gain experience
working in a difficult setting
(4)
□ Had relevant skills to address
the needs in Puntland and
Somaliland (5)
□ Other (96)
□ Refused (99)

□

If q1=1

dheeraad ah)
Hadda waxaan jeclaan
lahaa inaan ku
waydiiyo su aalo ku
saabsan
dhiirigallintaada aad
kaga qayb qaadanayso
mashruucan:
73.Maxaad ku dooratay inaad
si aad uga qaybqaadato
mashruucan? (dooro dhamaan
kuwa ku haboon)
□ Fursadaha shaqaalaynta
(1)
□ Doonayay inuu u
socdaalo Puntland ama
Somaliland (2)
□ Doonayay inuu caawiyo
Puntland ama Somaliland
waqti gaaban (3)
□ Doonayay inuu faa’iido
khibrad uu kaga
shaqaynayo meelo adag
(4)
□ Haystay xirfado la
xidhiidha Puntland iyo
Somaliland baahidooda
(5)
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74. If (other) please specify

Open

If q73=96

75. Do you plan on staying in Puntland Single
or Somaliland to work after the
project ends?
□ Yes (1)
□ No (2)
□ Don’t know (98)
□ Refused (99)

If q1=1

76. (If yes) why?

If q75=1

Text

□
□

Qaar kale (98)
Diidmo (99)

74. Hadii (qaar kale ) fadlan
cadee
75. Miyaad qorshaysatay inaad
sii joogto Puntland ama
Somaliland si aad ugasii
shaqayso ka dib dhamaadka
mashruuca?
□ Haa (1)
□ Maya (2)
□ Ma garanayo (98)
□ Diidmo (99)
76. (hadii haa) sababtee?

77. Would you be willing to participate Single
in this type of project again?
□ Yes (1)
□ No (2)
□ Maybe (3)
□ Refused (99)

If q1=1

78.
□
□
□
□
□
□

If q77=2

(If no) why?(Click all that apply)
Not enough money (1)
Not enough support (2)
Too difficult (3)
Too long (4)
Other (96)
Refused (99)

79. If (other), please specify.

Multiple

Open

If q78=96

77.Miyaad rajaynaysaa inaad
ka qaybqaadato mashruucan
oo kale mar labaad?
□ Haa (1)
□ Maya (2)
□ Waa laga yaabaa (3)
□ Diidmo (99)
78. (Hadii jawaabtu tahay
maya) sababtee? (dooro
dhamaan kuwa ku haboon)
□ Maaha lacag ku filan (1)
□ Maaha taageero ku filan (2)
□ Aad u adag (3)
□ Aad u dheer (4)
□ Qaar kale (96)
□ Diidmo (99)
79.Hadii (qaar kale), fadlan
cadee.

Thank you very much for your time and
opinions.

If q1=2

Aad ayaad u mahadsantahay
wakhtigaaga iyo fikradaada.

9.2.2 LOCAL STAFF QUESTIONNAIRE
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Questions: English
Introduction

Response
type:

Question
Sequence

Instructions

Research Question

Nabadeey, Magacaygu waa---------- waxaaanan u shaqeeyaa Forcier
Consulting,
waxaan
u
samaynaynaa xog ururin IOM’s
MIDA FINNSOM mashruuc
caafimaadka ah.

Hello, my name is ________ and I am
working with Forcier Consulting. We’re
undertaking research on IOM’s MIDA
FINNSOM Health Project. The purpose of
the research is to explore the impact the
project has had on the health system and
health workforce in Puntland and
Somaliland. I want to assure you that all the
opinions you give are completely
confidential. You may refuse to answer any
particular question. You may also leave the
survey at any point without any negative
consequences. However, we would greatly
appreciate your opinions on these topics,
which will contribute to our understanding of
the outcomes of the project. This survey
should not take more than 30 minutes

Ujeedada aan u amaynayno xog
ururintan waxa weeyaan si aan u
sahamino sida uu mashruuca u
saameeyay adeega caafimaadka iyo
shaqada caafimaadka ee Puntland
iyo Somaliland, waxaan doonayaa
inaan idinka hubiyo in dhamaan
war bixinaha aad i siisaan ay
noqondoonaan qaar kalsooni leh.
Waad diidi kartaa inaad iiga
jawaabto su’aasha aad doonto
iyadoo aanay wax dhibaato ah igu
hayn. Si kastaba ha ahaatee waxaan
si wayn u doorbidaynaa
fikradihiina ku sahabsan
mashruucan. Kazoo ka qayb
qaadan doona inaad fahano
natiijada mashruucan. Xog
ururintani ma qaadan doonto in ka
badan 30 daqiiqo.

Part 1 (General Characteristics)
The first section will inquire about the Instructions
characteristics of the respondent

Qaybta ugu horeysa waxaan ku
waydiin doonaa astaamaha jawaab
bixiyaha.

1. Do you agree to take part in Single
this study?
□ Yes (1)
□ No (2)

All

1. Miyaad igu raacdeen inaad igala
qayb qaadataan?
□ Haa
□ Maya

2. What language do you want to
do this survey in?
□ Somali (1)
□ English (2)

If q1=1

2. Luuqadee ayaabaad jeclaan
lahayd inaan ku samayno xog
ururintan?
□ Soomaali (1)
□ English (2)

3. Gender of the respondent. (Do Single
not ask)
□ Male (1)
□ Female (2)

If q1=1

3. Jinsiga jawaab bixiyaha.
( ha waydiin)
□ Rag (1)
□ Dumar (2)
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If q1= 1

4.Imisa jir ayaad tahay?

5. What is the highest level of Single
education you have received?
□ Some secondary school (1)
□ Completed secondary school (2)
□ Some university (3)
□ Completed university (4)
□ Training certificate (5)
□ Other (96)
□ Refused (99)

If q1= 1

5. Waa maxay heerkaaga aqooneed
ee ugu sareeya ee aad heshay?
□ Waxogaa dugi sare (1)
□ Dhamaystay dugsiga sare
(2)
□ Waxogaa jaamacad (3)
□ Shahaado tababar (4)
□ Qaar kale (96)
□ Diidmo (99)

6. If (other) please specify

If q5=96

4. How old are you?

Numeric

Open

6. Hadii (qaar kale ) fadlan cadee?

7. Where is the hospital you Single
work at located?
□ Hargeisa (1)
□ Bosasso (2)
□ Garowe (3)
□ Burao (4)
□ Refused (99)

If q1=1

8. What is your position at the Single
hospital?
□ Nurse (1)
□ Doctor (2)
□ Midwife (3)
□ Dentist or dental assistant(4)
□ Lab technician (5)
□ Advisor (6)
□ Other (96)
□ Refused (99)

If q1=1

7. Halkeebuu ku yaala cusbitaalka
aad ka shaqaysaa?
□ Hargeisa (1)
□ Bosasso (2)
□ Garowe (3)
□ Burao (4)
□ Diidmo (99)
8.Waa maxay booska aad ka hayse
dhakhtarka?
□ Kalkaaliso (1)
□ Dhakhtar (2)
□ Umuliso (3)
□ Dhakhtar ilkood ama
caawiyaha
dhakhtarka
ilkaha(4)
□ Farsamada shaybaadhka
(5)
□ Wacyigalliye (6)
□ Qaar kale (96)
□ Diidmo (99)
9. Hadii (qaar kale) fadlan cadee

9. If (other) please specify

Open

10. How long have you been a Single
member of the staff at this
hospital?
□ Less than 1 year (1)
□ 1-2 years (2)
□ 3-4 years (3)
□ 5-6 years (4)
□ 7-8 years (5)

If q8=96

If q1=1

10. Intee inleeg ayaad ahayd xubin
ka mida shaqaalaha cusbitaalkan?
□ In ka yar 1 sano (1)
□ 1-2 sano (2)
□ 3-4 sano (3)
□ 5-6 sano (4)
□ 7-8 sano (5)
□ In ka badan 8 sano (6)
□ Diidmo (99)
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□
□

More than 8 years (6)
Refused (99)

11. Before working at this Single
hospital, did you receive a
training certificate or a degree
in the health profession?
□ Yes (1)
□ No (2)
□ Refused (99)

If q1=1

11.Ka hor intaanad ka shaqayn
cusbitaalkan,
miyaad
heshay
shahaado tababar ama degree
jaamacadeed
oo
xirfada
caafimaadka ah?
□ Haa (1)
□ Maya (2)
□ Diidmo (99)

12. Did you participate in any Single
capacity
building
or
knowledge and skill transfer
activity provided by the
diaspora expert(s)?
□ Yes (1)
□ No (2)
□ Refused (99)

If q1=1

12. Miyaad ka qayb qaadatay wax
kor u qaadida xirfadaha ah, ama
aqoon iyo xirfadaha gudbinta oo ay
ku siiyeen dadka khibrada leh ee
dibadu?
□ Haa (1)
□ Maya (2)
□ Diidmo (99)

13. Have you received knowledge Single
from a local staff who was
trained by the diaspora
expert(s) at this hospital?
□ Yes (1)
□ No (2)
□ Don’t know (98)
□ Refused (99)

If q12=1

13. Miyaad heshay wax aqoon ah
oo aad ka heshay shaqaalaha gudaha
kuwaasoo ay tababareen dadka
dibada ee khibrada leh ee
cusbitaalkan?
□ Haa (1)
□ Maya (2)
□ Ma garanayo (98)
□ Diidmo (99)

Part 2 (Relevance, Effectiveness and Efficiency of the project)

Now I would like to ask you some questions about Instructions
the training you received and the hospital where
you work

14. In your opinion, is there Single
enough staff at your hospital
to adequately address the
demand placed on it?
□ Yes (1)
□ No (2)

Hadda waxaan jeclaan
lahaa inaa ku waydiiyo
waxogaa su’aalo ah oo ku
sahabsan tababarkii aad
qaadatay iyo cusbitaalka
aad ka shaqayso
If q12=1

14. Fikradaada, miyay jiraan
shaqaale ku filan cusbitaalkaaga si
ay ugu filaadaan kaalinta baahida
hawlaha?
□ Haa (1)
□ Maya (2)
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□
□

Don’t know (98)
Refused (99)

□
□

15. Have you participated in a
group training by the diaspora
expert(s)?
□ Yes (1)
□ No (2)
□ Refused (99)

If q12=1

16. (If yes) How long ago was your Single
last group training by
a
diaspora expert?
□ 1-6 months ago (1)
□ 7-12 months ago (2)
□ 13-18 months ago (3)
□ 18-24 months ago (4)
□ 2-3 years ago (5)
□ 4-5 years ago (6)
□ 6-8 years ago (7)
□ Don’t know (98)
□ Refused (99)

If q15=1

17. Have you received capacity Single
building training from your
hospital not related to the
diaspora expert?
□ Yes (1)
□ No (2)
□ Refused (99)

If q12=1

18. What gender was the diaspora Single
expert(s)
you
received
knowledge transfer/capacity
building from:
□ Female (1)
□ Male (2)
□ Both (3)
□ Refused (99)

If q12=1

19. What types of training Multiple
methods were used? (Click all
that apply)
□ On-the-Job (1)

If q12=1

Ma garanayo (98)
Diidmo (99)

15. Miyaad ka qayb qaadatay koox
ay tababaraysay kooxda dibada ee
khibrada leh?
□ Haa (1)
□ Maya (2)
□ Diidmo (99)
16.(hadii ay tahay haa) intee inleeg
ka hor ayuu ahaa tababar
kooxeedkaagii ugu dambeeyay ee
dadka dibada ee khibrada leh?
□ 1-6 bilood ka hor (1)
□ 7-12 bilood ka hor (2)
□ 13-18 bilood ka hor (3)
□ 18-24 bilood ka hor (4)
□ 2-3 sano ka hor (5)
□ 4-5 sano ka hor (6)
□ 6-8 sano ka hor (7)
□ Ma garanayo (98)
□ Diidmo (99)

17.Miyaad ka heshay tababarka
dhisida tayada cusbitaalkaaga oo
aan la xidhiidhin dadka dibada ee
khibrada leh?
□ Haa (1)
□ Maya (2)
□ Diidmo (99)
18. Jinsigeebuu ahaa khabiirka
dibada ee aad ka heshay gudbinta
aqoonta/dhisida tayada?
□ Dumar (1)
□ Rag (2)
□ Labadoodaba (3)
□ Diidmo (99)

19.Hab Tababar oo noocee ah
ayaad isticmaalaysay?
□ Ka shaqada (1)
□ Ka casharada (2)
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□
□
□
□
□
□
□
□

Lecture (2)
Mentorship (3)
Workshops (4)
Seminars (5)
Shadowing (6)
Supportive Supervision (7)
Other (96)
Refused (99)

20. If (other), please specify

□
□
□
□
□
□
□
Open

If q19=96

Hanuuninta ama
dhiirigallinta (3)
Aqoon iswaydaarsi (4)
Tababaro (5)
Qof ka raaca dadka
tababarka bixinaya (6)
Taageeraha kormeeraha
(7)
Qaar kale (98)
Diidmo (99)

20. Hadii(Qaarkale), Fadlan cadee

21. Which type of training Single
method do you think is most
useful? (Click one)
□ On-the-Job (1)
□ Lecture (2)
□ Mentorship (3)
□ Workshops (4)
□ Group Training (5)
□ Shadowing (6)
□ Supportive Supervision (7)
□ Other (96)
□ Refused (99)

If q12=1

21.Tababar noocee ah ayaad u
malaynaysaa inuu yahay ka ugu
faa’iidada badan?
□ Ka shaqada (1)
□ Ka casharada (2)
□ Hanuuninta ama
dhiirigallinta (3)
□ Aqoon iswaydaarsi (4)
□ Tababaro (5)
□ Qof ka raaca dadka
tababarka bixinaya (6)
□ Taageeraha kormeeraha
(7)
□ Qaar kale (98)
□ Diidmo (99)

22. If (other) please specify

If q21=96

22. Hadii qaar kale ay jiraan, fadlan
cadee.

Open

23. How many group-trainings Single
from the diaspora experts did
you participate in?
□ 1 (1)
□ 2 (2)
□ 3 (3)
□ 4 (4)
□ More than 5 less than 10 (5)
□ 10 or more (6)
□ Refused (99)

If q21=5

24. Were these group- training Single
mandatory?
□ Yes (1)
□ No (2)
□ Refused (99)

If q21=5

25. In what medical areas did you Multiple
receive knowledge transfer

If q12=1

23.Imisa kooxood oo tababarada
laga helay dadka khibrada leh ee
dibada ayaad ka qayb qaadatay?
□ 1 (1)
□ 2 (2)
□ 3 (3)
□ 4 (4)
□ In ka badan 5 kana yar 10
(5)
□ 10 ama in ka badan (6)
□ Diidmo (99)
24.Miyuu tababarka koxdani ahaa
mid qasab ah?
□ Haa (1)
□ Maya (2)
□ Diidmo (99)
25.Qaybahee ayaabaad ka heshay
aqoon cafimsad ama gud bin dhisida
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□
□
□
□
□
□
□
□
□
□

and/or capacity building?
(Click all that apply)
Medical Techniques (1)
The use of medical equipment (2)
Medications (3)
Specialized area (4)
Child and Maternal Health (5)
Laboratory (6)
Community health (7)
Patient Interaction (8)
Other (96)
Refused (99)

26. If (other) please specify

tayada? ( dooro dhamaan kuwa ku
haboon)
□ Qalabka daawada (1)
□ Isticmaalka
qalabka
daawada (2)
□ Daawaynta (3)
□ Meelo cayiman (4)
□ Caafimaadka hooyada iyo
ilmaha (5)
□ Shaybaadhka (6)
□ Caafimaadka bulshada (7)
□ Dhexgalka bulshada (8)
□ Qaar kale (98)
□ Diidmo (99)
Open

If q25=96

26.Hadii (qaar kale), fadlan cadee

27. Have you participated in pre- Single
training and post-training
tests?
□ Yes (1)
□ No (2)
□ Refused (99)

If q12=1

27.Miya lugu siiyey wax imtixaano
tababarka ka hor iyo dhabadiiba ?
□ Haa (1)
□ Maya (2)
□ Diidmo (99)

28. (If yes) did you find these tests Single
helpful?
□ Yes (1)
□ No (2)
□ Refused (99)

If q27=1

29. Do you think the skills taught Single
by the diaspora expert(s), or
by local staff trained by them,
are relevant to the needs of
your community?
□ Yes (1)
□ No (2)
□ Refused (99)

If q12=1

30. What challenges did you face Multiple
in building your capacity or
receiving the knowledge or
skills from the diaspora
expert(s)? (Click all that apply)
□ Language barriers (1)
□ The knowledge was too advanced
(2)
□ Not enough equipment (3)

If q12=1

28. (Hadii haa ay tahay) miyaad u
aragty imtixaanadan qaar ku
caawiyay?
□ Haa (1)
□ Maya (2)
□ Diidmo (99)
29. Miyaad u malaynaysaa
xirfadaha ay idin bareen dadka
dibada ee khibrada leh ama
shaqaalaha gudaha ee ay iyagu
tababareen, inay ku la xiriirto
baahidii bulshadaada?
□ Haa (1)
□ Maya (2)
□ Diidmo (99)
30.Maxay ahaayeen caqabadaha
kusoo wajahay si aad u dhisto
tayadaada ama aad uga hesho aqoon
ama xirfad dadka khibrada leh ee
dibada ka yimid?(dooro dhamaan
kuwa ku haboon)
□ Caqabad luuqadeed (1)
□ Aaqoontu waxay ahayd
mid horumarsan (2)
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□
□

□
□
□
□
□

Trainings were too infrequent (4)
Training courses were not long
enough for the knowledge to be
transferred (4)
Too busy with other work (5)
Not enough support from the
diaspora expert(s) (6)
None (7)
Other, please specify (96)
Refused (99)

□
□
□

□
□
□
□
□

31. If (other), please specify

Open

32. Was there any follow-up to the Single
training you received?(ie.
Further training opportunities to build
or refresh skills, further evaluation after
having time to utilize the training in
work activities, conversations with
trainer)
□ Yes (1)
□ No (2)
□ Refused (99)

Qalab oo aan nagu filayn
(3)
Tababarka wuxuu ahaa
mid aad u kala duwan (4)
Casharada tababarka may
ahayn qaar aad noogu filan
aqoon ahaan si aan u
gudbino (5)
Ku mashquulsanaa shaqo
kale (6)
Taageerada ka imanaysay
dadaka dibada oo aan nagu
filayn (7)
Midnaba (8)
Qaarkale (fadlan cadee)
(98)
Diidmo (99)

If q30=96

31.Hadii (qaar kale ) fadlan cadee.

If q12=1

32.Miyay jireen wax dabagak ah oo
ku sahabsan tababarkii aad
qaadateen?
( waxaan odhan karnaa fursado
tababar oo dheeraad ah si loo dhiso
ama dib u firfircoonaysiin
xirfadasha, warbixin dheeraad ah
ka dib markii loo helay wakhti lagu
qiimeeyo
tababarka
shaqada
dhexdeeda,
wada
sheekaysi
tababaraha)
□ Haa (1)
□ Maya (2)
□ Diidmo (99)

Now I would like to ask questions the hospital Instructions
where you work.

Hadda waxaan jeclaan lahaa inaan
su’aalo kaa waydiiyo dhakhtarka
aad ka shaqayso.

33. In your opinion, are there Single
enough opportunities for
knowledge transfer/capacity
building in your hospital?
□ Yes (1)
□ No (2)
□ Refused (99)

If q12=1

33. Adiga fikradaada miyay jiraan
fursado idinku filan oo ah gudbinta
aqoonta/ dhisida tayada ee
cusbitaalkaaga?
□ Haa (1)
□ Maya (2)
□ Diidmo (99)

34. How often do you receive Single
feedback about your job
performance?
□ Very often (1)

If q12=1

34.Sidee ayaad badanaa u heshaa
warbixin ku sahabsan gudashada
shaqadaada?
□ Inta badan (1)
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□
□
□
□
□

Often (2)
Sometimes (3)
Rarely (4)
Never (5)
Refused (99)

□
□
□
□
□

35. Does the hospital have Single
adequate infrastructure to
support
the
knowledge
transfer and capacity building
you need?
□ Yes (1)
□ No (2)
□ Refused (99)

If q12=1

36.
□
□
□
□
□
□

In badan (2)
Mar marka qar (3)
Dhif dhif (4)
Marnaba (5)
Diidmo (99)

35. Miyuu cusbitaalka haysta qalab
ku filan si uu kaaga taageero dhisida
tayada iyo aqoonta aad u
baahantahay?
□ Haa (1)
□ Maya (2)
□ Diidmo (99)

(If no) what is needed?
Equipment (1)
Funding (2)
Time allotted to training (3)
Knowledgeable trainers (4)
Other (96)
Refused (99)

Single

If q35=2

37. If (other) please specify

Open

If q36=96

36. Hadii (maya ay tahay), maxaa
loo baahanyahay?
□ Qalab (1)
□ Maal galin (2)
□ Wakhti tababarka lagu
bixiyo (3)
□ Tababarayaal aqoon leh
(4)
□ Qaar kale (98)
□ Diidmo (99)
37. hadii (Qaar kale) fadlan cadee

Part 3 (Outcome and Impact )
Now I would like to ask you some questions about Instructions
the impacts of the diaspora experts at your hospital.

38. How would you evaluate your Single
overall working relationship
with the diaspora expert(s)?
□ Very good (1)
□ Good (2)
□ Okay (3)
□ Poor (4)
□ Very Poor (5)
□ Don’t know (98)
□ Refused (99)

Hadda waxaan jeclaan lahaa inaan
ku waydiiyo waxogaa su’aalo ah
oo ku sahabsan saamaynta dadka
dibada ee khibrada lihi ay ku
yeesheen cusbitaalkaaga.
If q12=1
38.Sidee ayaad u qiimayn lahayd la
shaqayntaada guud ee dadka
khibrada leh ee dibada?
□ Mid aad u fiican (1)
□ Fiican (2)
□ Caadi (3)
□ Mid liidata (4)
□ Mid aad u liidata (5)
□ Ma garanayo (98)
□ Diidmo (99)
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39. Was the diaspora expert(s) Single
able to give you the support
you needed to be successful in
acquiring the knowledge you
need to be successful in your
position? (answer questions,
provide materials, etc).
□ Yes (1)
□ No (2)
□ Don’t know (98)
□ Refused (99)

If q12=1

40. Did the diaspora expert(s) Single
teach you how to use new
equipment?
□ Yes (1)
□ No (2)
□ Refused (99)

If q12=1

41. (If yes) Do you feel capable of Single
using this equipment in your
day-to-day activities now?
□ Yes (1)
□ No (2)
□ Refused (99)

If q40=1

42. (If yes)
Is this equipment Single
available in your hospital at
adequate levels?
□ Yes (1)
□ No (2)
□ Refused (99)

If q40=1

43. Were you asked to provide Single
feedback on the knowledge
you received or the capacity
building initiatives offered by
the diaspora expert(s)?
□ Yes (1)
□ No (2)
□ Refused (99)

If q12=1

44. Was the diaspora expert(s) at Single
your hospital long enough for

If q12=1

39.Miyay dadka dibada ee
khibrada lihi karayeen inay ku
siiyaan taageerada aad u
baahantahay si aad u noqoto mid
ku guulaysta aqoonta aad u
baahantahay si aad ugu guulaysato
meeshaada? ( ka jawaab su’aalaha,
qalabka ay bixiyaan iyo wixii la
mida )
□ Haa (1)
□ Maya (2)
□ Ma garanayo (98)
□ Diidmo (99)
40.Miyay dadka dibada ee
khibrada lihi ku baren sidii aad u
isticmaali lahayd qalabka cusub?
□ Haa (1)
□ Maya (2)
□ Diidmo (99)
41. (Hadii ay tahay haa) Miyaad
dareemaysay inaad awood u
leedahay isticmaalka qalabkan
hadda hawlo maalmeedkaaga ?
□ Haa (1)
□ Maya (2)
□ Diidmo (99)
42.(Hadii haa ay tahay) Miyaa
qalabkan looga helayaa
cusbitaalkaaga heer ku filan?
□ Haa (1)
□ Maya (2)
□ Diidmo (99)
43. Miyaad waydiisay inay ku
siiyaan jawaab celin aqoonta aad ka
heshay ama dhisida tayada
dadaalada ay bixiyeen dadaka
dibada ee khibrada leh?
□ Haa (1)
□ Maya (2)
□ Diidmo (99)
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□
□
□

the skills or knowledge to be
transferred to you?
Yes (1)
No (2)
Refused (99)

45. What are the key changes you Multiple
have seen since the diaspora
expert(s) started working in
your hospital? (Click all that apply)
□ Higher quality staff (1)
□ Higher quality services (2)
□ Better structures (3)
□ Better procedures/policies (4)
□ Better communication (5)
□ Better training programs (6)
□ Better management of the hospital
(7)
□ Other (96)
□ Refused (99)

If q12=1

46. If (other), please specify

If q45=96

Open

47. In your opinion, how capable Single
of fulfilling the medical duties
performed by the diaspora
expert(s) is your hospital once
the project ends/ diaspora
expert(s) leave?
□ Very capable (1)
□ Capable (2)
□ Somewhat capable (3)
□ Not capable at all (4)
□ Refused (99)

If q12=1

48. In your opinion, how capable Single
of fulfilling the training duties
performed by the diaspora
expert(s)is your hospital once
the project ends/ the diaspora
expert(s) leave?

If q12=1

44.Miyay dadka dibada ee
khibrada leh ahaayeen qaar aad
ugu filan xirfadaha ama aqoonta ay
idiin soo gudbiyeen?
□ Haa (1)
□ Maya (2)
□ Diidmo (99)
45.Maxay ahaayeen caqabadaha
ugu waawayn ee aad la kulanteen
ilaa intii dadkaa dibada ee khibrada
lihi ay ka bilaabeen shaqada
cusbitaalkaaga?( dooro dhamaan
kuwa ku haboon)
□ Shaqo aad u tayo saraysa
(1)
□ Adeeg aad u tayo sareeya
(2)
□ Qaabdhismeed
wanaagsan (3)
□ Qaab wanaagsan/siyaasad
(4)
□ Xidhiidh wanaagsan (5)
□ Barnaamuj tababar oo
wanaagsan (6)
□ Maamulka cusbitaalka oo
wanaagsan (7)
□ Qaar kale (98)
□ Diidmo (99)
46. Hadii (qaarkale), fadlan cadee
47.Adiga fikradaada, sideebaad u
awoodaysay inaad fuliso gudashada
waajibaadka daawo ee aad ka
heshay dadka dibada ee khibrada
leh ee cusbitaalkaaga marka uu
mashruuca dhamaado/ ama ay
tagaan dadka dibada ee khibrada
leh?
□ Aad u awood leh(1)
□ Awood leh (2)
□ Waxogaa awood leh (3)
□ Aan awood lahayn gabi
ahaanba (4)
□ Diidmo (99)
48.Adiga fikradaada, sideebaad u
awoodaysay inaad u fuliso
gudashada tababarka aad ka heshay
dadaka dibada ee khibrada leh ee
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□
□
□
□
□

Very capable (1)
Capable (2)
Somewhat capable (3)
Not capable at all (4)
Refused (99)

49. In your opinion, to what Single
extent has the assistance of the
diaspora expert(s) improved
the healthcare provided to
women and children in your
community?
□ A lot (1)
□ A little (2)
□ Not at all (3)
□ Don’t know (98)
□ Refused (99)

If q12=1

50. In your opinion, to what Single
extent has the assistance of the
diaspora expert(s) improved
the neonatal care in your
hospital?
□ A lot (1)
□ A little (2)
□ Not at all (3)
□ Don’t know (98)
□ Refused (99)

If q12=1

51. In your opinion, to what Single
extent has the assistance of the
diaspora expert(s) improved
the maternal health assistance
in your hospital?
□ A lot (1)
□ A little (2)
□ Not at all (3)
□ Don’t know (98)
□ Refused (99)

If q12=1

52. In your opinion, to what Single
extent has the assistance of the
diaspora expert(s) improved
the equal access to high
quality healthcare in your
community?
□ A lot (1)

If q12=1

cusbitaalkaaga marka uu
mashruuca dhamaado/dadka
khibrada lihi tagaan?
□ Aad u awood leh(1)
□ Awood leh (2)
□ Waxogaa awood leh (3)
□ Aan awood lahayn gabi
ahaanba (4)
□ Diidmo (99)
49.Adiga fikradaada, maxaad isku
dayday caawimada dadka dibada ka
yimid ee khibrada leh horumarinta
daryeelka caafimaadka ee dumarka
iyo caruurta ee bulshadaada
dhexdeeda?
□ In badan (1)
□ In yar (2)
□ Maya gabi ahaanba (3)
□ Ma garanayo (98)
□ Diidmo (99)
50.Adiga fikradaada, maxaad isku
dayday caawimada dadka dibada ka
yimid ee khibrada leh
Horumarinta daryeelka caruurta
ee cusbitaalkaaga?
□ In badan (1)
□ In yar (2)
□ Maya gabi ahaanba (3)
□ Ma garanayo (98)
□ Diidmo (99)

51. Adiga fikradaada, maxaad isku
dayday caawimada dadka dibada ka
yimid ee khibrada leh
Horumarinta caawimada
caafimaadka hooyada ee
cusbitaalkaaga?
□ In badan (1)
□ In yar (2)
□ Maya gabi ahaanba (3)
□ Ma garanayo (98)
□ Diidmo (99)
52. Adiga fikradaada, maxaad isku
dayday caawimada dadka dibada ka
yimid ee khibrada leh
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□
□
□
□

A little (2)
Not at all (3)
Don’t know (98)
Refused (99)

53. In your opinion, to what Single
extent has the assistance of the
diaspora expert(s) improved
the dental care in your
community?
□ A lot (1)
□ A little (2)
□ Not at all (3)
□ Don’t know (98)
□ Refused (99)

If q12=1

54. Since the diaspora expert(s) Single
started working at your
hospital, has there been an
increase in the number of
patients receiving treatment
here?
□ Yes (1)
□ No (2)
□ Don’t know (98)
□ Refused (99)

If q12=1

55. Does the community trust Single
your hospital more today than
it did when you started
working here?
□ Yes (1)
□ No (2)
□ Don’t know (98)
□ Refused (99)

If q12=1

56. Has the mortality/morbidity Single
rate in your hospital decreased
during the years 2008-2015?
□ Yes (1)
□ No (2)
□ Don’t know (98)
□ Refused (99)

If q12=1

57. (If yes) By how much?(If the Numeric
respondent does not know,
please write 999.)

If q56=1

Horumarinta helitaan tayo sare oo
isku mid ah oo daryeelka
caafimaadka ee bulshadaada ah?
□ In badan (1)
□ In yar (2)
□ Maya gabi ahaanba (3)
□ Ma garanayo (98)
□ Diidmo (99)
53. Adiga fikradaada, maxaad isku
dayday caawimada dadka dibada ka
yimid ee khibrada leh
Horumarinta daryeelka ilkaha ee
bulshadaada dhexdeeda?
□ In badan (1)
□ In yar (2)
□ Maya gabi ahaanba (3)
□ Ma garanayo (98)
□ Diidmo (99)
54.Ilaa intii aanay dadka dibada ee
khibrada leh bilaabin shaqada
cusbitaalkaaga, miyay jireen kor u
kac tirade bukaanka ee ka heshay
daawo halkan?
□ Haa (1)
□ Maya (2)
□ Ma garanayo (98)
□ Diidmo (99)

55. Miyay dadka bulshadu
aaminsanyihiin cusbitaalkaaga in ka
badan markii aad bilawday shaqada
halkan?
□ Haa (1)
□ Maya (2)
□ Ma garanayo (98)
□ Diidmo (99)
56.Miyay tirada dhimashada/silica
ee cusbitaalkaagu hoos u dhacday
intii lagu gudo jiray sanadadii 2008
illaa 2015?
□ Haa (1)
□ Maya (2)
□ Ma garanayo (98)
□ Diidmo (99)
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57.(Hadii haa ay tahay) Intee
inleeg? (hadii aanu jawaab
bixiyuhu garanayn, fadlan ku qor
999.)

Part 4 (Sustainability)
58. Are you practicing the skills Single
and knowledge transferred to
you by the diaspora expert(s)
in your work today?
□ Yes (1)
□ No (2)
□ Refused (99)

If q12=1

58. Miyaad ku dhaqantay xirfadihii
iyo aqoontii ay kuusoo gudbiyeen
dadka dibada ee khibrada lihi
shaqadaada manta?
□ Haa (1)
□ Maya (2)
□ Diidmo (99)

Single

If q58=2

59.(Hadii maya ay tahay) maxay u
noqotay?
□ Aan raaxo ku ahayn
xirfadaha (1)
□ Ilaabay xirfadihii (2)
□ Qalabka oo aan ku filayn
(3)
□ Fursad la’aan (4)
□ Qaar kale (96)
□ Diidmo (99)

Open

If q59=96

60. Hadii (qaar kale), fadlan cadee

61. Did
you
receive
any Single
knowledge
or
capacity
building on how to train other
local staff from the diaspora
expert (s)?
□ Yes (1)
□ No (2)
□ Refused (99)

If q12=1

61.Miyaad heshay wax aqoon ah
ama dhisida tayada si aad u
tababarto shaqaalaha gudaha ee
kale oo ka hesheen dadka khibrada
leh ee dibada?
□ Haa (1)
□ Maya (2)
□ Diidmo (99)

62. Is the training material Single
developed and used by the
diaspora expert(s) helpful in
training others?
□ Yes (1)
□ No (2)
□ Refused (99)

If q12=1

62.Miyuu qalabka tababrku
horumaray oo ay isticmaalayeen
dadka dibada ee khibrada lihi uu
caawimo u yahay tababaro kale?
□ Haa (1)
□ Maya (2)
□ Diidmo (99)

63. Have you used the training Single
material
beyond
your
interaction with the diaspora

If q12=1

63.Sidee ayaad u isticmaalaysay
qalaka tababarka ee ka baxsan
dhexgalkaaga dadka khibrada leh

59.
□
□
□
□
□
□

(If no) why not?
Not comfortable with the skills (1)
Forgot the skills (2)
Not enough equipment (3)
No opportunity (4)
Other (96)
Refused (99)

60. If (other), please specify
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□
□
□

expert(s)? (manuals, curriculum,
best practices)
Yes (1)
No (2)
Refused (99)

ee dibada? ( buugaag, manhaj,
dhaqanka ugu wanaagsan)
□ Haa (1)
□ Maya (2)
□ Diidmo (99)

64. Are you hopeful about the Single
development of the health
sector in your country?
□ Yes (1)
□ No (2)
□ Refused (99)

If q12=1

Finally, I would like to ask you a few questions Instructions
about training in the future.

64.Miyaad ku rajo wayntahay
horumarka qaybta caafimaadka ee
wadankaaga?
□ Haa (1)
□ Maya (2)
□ Diidmo (99)
Ugu dambayntii, waxaan jeclaan
lahaa inaan ku waydiiyo waxogaa
su’aalo ah oo ku shabsan tababarka
mustaqbalka.

65. Do you think your hospital Single
would benefit from more
diaspora expert(s) returning
temporarily?
□ Yes (1)
□ No (2)
□ Refused (99)

If q12=1

65.Miyaad u malaynaysaa in
cusbitaalkaagu uu ka faa’idi lahaa
dad badan oo khibrad leh oo
dibada uga soo laabta si joogto ah?
□ Haa (1)
□ Maya (2)
□ Diidmo (99)

66. In what ways can knowledge Multiple
transfer and capacity building
be encouraged at your
hospital? (Click all that apply)
□ Providing more time for training (1)
□ Hiring more health professionals (2)
□ Establishing a learning library to
host training manuals and literature
(3)
□ Providing more opportunities
outside of the hospital for capacity
building (4)
□ Other (96)
□ Refused (99)

If q12=1

66.Dariiqadeebay gudbinta
aqoontu iyo dhisida tayadu u
noqon lahayd mid dhiiri galisa
cusbitaalkaaga? (door dhamaan
kuwa ku haboon)
□ Siinta wakhti badan
tababarka (1)
□ Shaqaalaysiinta dad badan
oo caafimaadka ku
takhasusay?
□ Aas aasida library wax
lagu akhristo si loogu
marti galiyo buugaagta
tababarada iyo suugaanta
(3)
□ In la siiyo fursado badan
oo dhisida tayada ah
dhakhtarka dibadiisa (4)
□ Qaar kale (96)
□ Diidmo (99)

67. If (other), please specify

If q66=96

Open
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67. Hadii (qaarkale), fadlan cadee

Thank you very much for your time and opinions.

If q1=2 or Aadbaad ugu mahadsantahay
wakhtigaaga iyo fikradahaaga.
q12=2
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10. APPENDIX II
Call for Consultancy
Terms of Reference
Final Evaluation of MIDA FINNSOM Health Project, Phases I-III
1. Background to the Final Evaluation of the MIDA FINNSOM Health project (Phases I, II and III)
The health sector in Northern Somalia is under a severe pressure and faces multiple permanent constraints. Less
than 20% of the population utilizes the public health system and the prolonged conflict has left 90% of health
infrastructure looted or permanently damaged. Lack of human resources is particularly acute, since most trained
health personnel left the country in the early 1990s when the civil war broke out. According to World Health
Organisation’s (WHO) Strategic Review of Somali Health Sector (2015), there are approximately 6 000 doctors,
nurses and midwives in Somalia in 2014. WHO’s minimum threshold for health worker-to-population ratio
indicates that around 30 000 health workers would be a pre-condition for achieving health-related MDGs in
Somalia.
Based on the Return of Qualified African Nationals (RQAN) experience which started in the 1970s, IOM launched its
Migration for Development in Africa (MIDA) initiative in 2001. The purpose of the MIDA concept is to identify and
select suitable diaspora professionals, in collaboration with local institutions, and finance their return for shortterm assignments facilitating their settling in into both professional and personal environments. The main goal is to
contribute rebuilding and strengthening a depleted human resource base in priority areas and to increase the
capacity of receiving institutions to cope with the challenges they are facing. In Somalia IOM incorporates MIDA
components in several projects. Each of them has a specific set of objectives, yet they are mutually complimentary
since their primary object is to enhance Somali authorities’ ability to respond to the needs of its people through the
skills and knowledge of Somali diaspora.
Institutionalizing Health Care Improvement through Temporary Returns of Somali Diaspora Health Professionals
projects, publicly known as MIDA FINNSOM Health, have been implemented by IOM Helsinki since 2008 in three
consequent stages; pilot phase (2008-2009), phase II (2011-2014) and phase III (2014-2016) with funds provided
by the Ministry for Foreign Affairs of Finland. The project is currently in its third and final phase of implementation,
which will last until July 31, 2016. In order to further build up on the institutional sustainability in transferring
skills, the project will be completed with an Exit Phase continuing until February 2017.
During the lifespan of all three MIDA FINNSOM Health project phases, the implementation context in Somaliland
and Puntland has changed tremendously. Since September 2013 the Somali Compact and the New Deal Initiative
have been the overarching strategic framework for coordinating political, security and development efforts. Over
the past 5 years Somali health authorities have expressed their commitment through policy and programmatic
response with the support of development partners. The policy response includes approval of the Somali Health
Policy (2014), three HSSPs (2013-2016), Somalia 2015 Humanitarian Response Plan, EPHS (Essential Package of
Health Services) framework and Somalia nutritional strategy (2011-2013). All these policies and plans are
functionally linked to the New Deal and the Somali Compact. After some visible progress over the past few years,
the Somali health sector is now entering a new phase of development and reconstruction. HSSPs will end in 2016
and therefore it is important to develop the next phase of health sector strategic planning to ensure continuity
beyond 2016. New HSSPs need also be aligned with the National Development Plan and Interim Poverty Reduction
Strategy Papers to ensure that the health sector benefits from cross-sectorial reforms.
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MIDA FINNSOM Health project aims at contributing to the development of a well-functioning health system and
well-performing health workforce both in Somaliland and Puntland. It will facilitate in total 103 temporary
assignments in Northern Somalia by diaspora health professionals. The project phases are planned and implemented
in cooperation with the government and host institutions and they are in alignment with the national plans and
strategies. The project equally foresees a complementary liaison, promotion and information activities aiming at
informing policy- and decision-makers and the public at large about the benefits of outward circular migration and
the positive role of Somali diaspora, especially in Finland. It encourages partnerships between various Finnish and
Somali health care institutions and associations. To establish a good working relationship with the Health Ministries
in Somalia is key for the successful implementation as well as for ensuring local ownership for the project. The
third and ongoing phase of MIDA FINNSOM Health project is incorporating the recommendations identified in
the external MIDA FINNSOM Health Project Review and Assessment (conducted by the Finnish National Institute
for Health and Welfare in 2013), placing an ultimate emphasis on sustainability at both individual and institutional
level through knowledge transfer.
The objectives and outputs of Phase III are as presented below:
1. Improved capacity of public sector health institutions in Somaliland and Puntland to provide quality healthcare services
1.1 Local health professionals have skills/capacity to deliver quality health services as a result of training
and mentoring by volunteer experts
1.2 Local health training institutions have improved competency and ability to train local health
professionals
2. Puntland and Somaliland ministries of health are enabled to operate their own temporary returns programs of qualified
diaspora Somali health professionals
2.1 Puntland and Somaliland ministries of health have adopted the MIDA Health Toolkit to operationalize
their own temporary returns programs
This evaluation is expected to comprise all the three phases of MIDA FINNSOM Health projects covering the
overall results and impact achieved throughout the project implementation. Since the project is coming to its end,
the emphasis of the evaluation is to assess the sustainability aspect, on how the project has managed to build the
capacity of the local institutions with improved structures and practices as well as with providing local staff with
skills and competences.

2. General Approach and Objectives to the Evaluation
During the evaluation, the consultants are to ensure the application of participatory approach by engaging all
relevant stakeholders including the final beneficiaries; that coordination and alignment aspects are considered; that
the analysis explains how the project builds and contributes to national and local plans, activities and policies. The
approach must take utmost care that capacity development issues are taken into consideration at all times and to
fully utilize the existing evaluation capability of all partners.
The purpose of the evaluation is to:
Ø Assess the overall performance and impact of the MIDA FINNSOM Health project covering all of the
three project phases and the progress made towards its main objectives;
Ø Identify good practices and lessons learnt gained;
Ø Assess the sustainability of the implementation in terms of permanently strengthening the targeted health
sector institutions’ capacity to function and deliver services to the Somali people, and
Ø Make recommendations for the further development of MIDA concept and similar HR development
efforts in Somali health sector.
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The evaluation is aiming at achieving an objective and accurate assessment of the project performance and gained
results based on the evaluation questions in the areas of relevance, effectiveness, efficiency, impact and
sustainability. The evaluation is also to assess the implementation and integration of the recommendations made in
the previous evaluation of Phase II. Moreover, it is expected to serve as an advocacy tool to guide the planning of
the further projects and interventions within the health sector in Puntland and Somaliland.
3. Methodology and Specific Objectives of the Evaluation
The evaluation will be carried out through a combination of desk study and field work methods examining both
quantitative and qualitative data. The evaluation will include desk review and analysis of key documents,
consultations/interviews/focus group discussions with key stakeholders (governmental and host institution
representatives, participating experts, direct and indirect beneficiaries), as well as direct observation and data
collection during the field visits. The final evaluation report needs to be strongly evidence-based. The consultant is
expected to present the findings, conclusions and recommendations at the end-of-project seminars in Hargeisa and
Garowe in late-May/early June 2016.
The evaluation shall be implemented in accordance with the key evaluation criteria of relevance, effectiveness,
efficiency impact and sustainability. These will be assessed against the overall objective and specific objectives set
for the three phases, with an emphasis on Phase III since it is the final phase built on the previous phases and has not
yet been evaluated. Specific evaluation questions include, but are not limited to, the following:
Relevance
Ø Are the project objectives well in alignment with the national key strategies (especially with the Health
Sector Strategic Plan (HSSP) for Puntland and Somaliland, respectively)?
Ø Is the selection of targeted institutions and health sector receiving assistance relevant to the needs and gaps
identified by the project?
Ø Is the project modality relevant and contributing to the comprehensive development of the health sector
including health sector aid coordination?
Effectiveness
Ø Which have been the major factors affecting the achievement and non-achievement of the objectives set
for the project? Did the achieved results reach the beneficiaries as planned?
Ø To what extent have the central government, federal and host institutions been involved and engaged to
plan and achieve the objectives and interventions of the project?
Ø In which areas has the MIDA FINNSOM Health project been successful in identifying and addressing key
gaps in the targeted institutions and health sector? What are the areas needing further development and
review, and how?
Ø How the sectoral cooperation has worked and how it could have been improved with other relevant donor
programmes (MIDA programmes in Somalia, Finnish NGOs) and specifically with the UN Joint Health
and Nutrition Programme (JHNP)?
Ø Are the monitoring and evaluation measures for the project effective and if needed, how could they be
improved? Is there sufficient information, data or material available to regularly monitor and verify the
achieved results?
Ø How well the lessons learned and recommendations from the previous THL evaluation of phase II have
been addressed and the project phase III modified to adapt to these?
Efficiency
Ø Is the project and its activities planned and implemented in cost-efficient manner?
Ø Were the resources used efficiently and was reporting done in line with donor and IOM requirements?
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Ø Has the management and decision making structures and processes been effective and adequate to ensure
efficient project implementation?
Ø Are the results of the programme coherent with the investments made i.e. has the MIDA FINNSOM
Health project brought value for money?
Outcome and Impact
Ø What immediate and longer-term changes did the project bring, as measured by the four objective
indicators listed below?
- Reduction in under-five mortality rate (U5MR) in communities serviced by health facilities that host
FINNSOM diaspora experts and trained staff, by sex;
- Reduction in maternal mortality rate (MMR) in communities serviced by health facilities that host FINNSOM
diaspora experts and trained staff;
- Reduction in neonatal mortality rate in communities serviced by health facilities that host FINNSOM
diaspora experts and trained staff, by sex;
- Percentage of key health experts and informants interviewed who report a reduction in mortality/morbidity
rates in target communities as a result of diaspora expert placements and ToTs in health institutions
(facilities, training institutions, and MoHs).
Ø Is there any other unexpected positive or negative impact brought through the implementation of the
project?
Ø Would the results have been achieved even without the implementation of the project?
Ø What key changes has the project brought in the targeted institutions? What difference has it made to the
service users?
Sustainability
Ø What mechanisms did the project put in place to guarantee sustainability in terms of the institutional
capacity building?
Ø In what ways the project has been able to contribute to the building of individual competences as well as
the institutional ones?
Ø Were the designed activities, implementation and other resources in terms of time, finance and expertise
adequate to achieve sustainable project objectives and results?
Ø Has the project/health professionals been successful in developing, together with the partner institutions,
training material, teaching practises, and policies and structures supporting the transfer of skills that can
also be replicated without project assistance?
Ø Do partners have the financial and technical capacity to maintain the benefits of the project to guarantee
sense of ownership and interest in the sustainability? If not what continued programme support is needed
to ensure sustainability, as well as replicability, at the local level (e.g. financial, coordination, technical,
human resources)?
Ø How could this evaluation inform and support the upcoming Exit Phase of the project, particularly in
terms of ensuring the sustainability factors to the extent possible?
Additional questions:
•
•

Asses the key reasons why some members of the diaspora participated and which were their main
expectations for the participation?
How and to what extent the cross-cutting objectives (promotion of gender equality; reduction of
inequality, promotion of climate sustainability) of the Finnish Development Policy (2012) have been
integrated and implemented during the project? What are the lessons learned?
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•

Propose relevant recommendations for the development and implementation of any further interventions
and activities based on the performance and achievements of the projects.

5. Scope of evaluation
5.1. Tasks required for the evaluation team
The Consultants will be assisted by IOM Helsinki MIDA FINNSOM project team, IOM coordination office in
Nairobi/Kenya, IOM Somalia field offices in Garowe and Bosaso (Puntland State of Somalia) and Hargeisa
(Somaliland) as well as with the line ministries and institutions in these regions.
The Consultants are expected to propose a detailed work plan and timeframe, which should include at least the
following activities:
A briefing: A briefing to be organized with IOM Helsinki and Ministry for Foreign Affairs of Finland to discuss and
agree on the key objectives as per the Terms of Reference, on the possible surveys to be conducted in addition to
the interviews and the outcome of the assignment.
Desk review: IOM will be the primary source of information and for providing material relevant to the assignment.
Inception report: Inception report indicating preliminary communication to clarify terms of evaluation and detailing
the scope of work, understanding of the evaluation objectives and expected results, a concise analysis of the
documents studied, methodology and data collection plan and tools, detailed work plan including timeframe, list
of major meetings and interviews with detailed questions planned for the visit, other key activities and sites to visit
as well as expected outputs. The Inception Report should also include a planned list of content for the Final Report.
Field data collection, consultations and analysis: A field mission will be carried out to Somalia, namely to Somaliland
and Puntland. The key parties to be consulted include the Embassy of Finland in Nairobi; IOM staff members as
well as staff from the beneficiary institutions; other health sectors donors in Somaliland and Puntland; the
participating diaspora professionals in the field; and the service users as direct beneficiaries, with at least the
following visited in both locations (Hargeisa and Garowe):
•
•
•
•
•
•
•
•

Health Ministries
Key hospitals
Hospital Directors
Health experts
Local staff
Beneficiaries
MIDA Somalia and MIDA Nairobi staff members
Diaspora professionals assigned in the field

Wrap up: To complete the field visit and assessment of the MIDA FINNSOM Health project the Consultants are
requested to provide a draft evaluation report and debriefing for the key stakeholders towards the end of the field
visit. This is to inform and discuss with all stakeholders on the preliminary conclusions and recommendations of
the assignment. Findings and recommendations will be presented as a power point presentation. Those will be also
shared in the end-of-project seminars in Hargeisa and Garowe after tentatively reviewed with the stakeholders.
Final report: The consultant will incorporate comments from the reviewers into the final version of the report. The
list of content will be as agreed in the Inception Report.
5.2. Work plan and timeframe
The entire evaluation should be conducted in the course of 2, 5 months including any required travels. The target
date for the commencement of the assignment is week 17. The work will be carried out until mid-July 2016, and
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the consultant is expected to present (at least the tentative) findings of the evaluation in the end-of-program
seminars in Garowe and Hargeisa, to be organised in late May/early June 2016. Submission of Final Report is
expected to take place mid-July 2016.
Before the field visit to Somaliland and Puntland and within 10 working days of initiating the assignment, the
consultant shall present an Inception Report with above listed requirements. Approval of the Inception Report is a
pre-condition for the field visit.
The Final Draft Report will be prepared within 10 days after completing the field mission in Puntland and
Somaliland. It will be sent to the relevant authorities for their comments and correction of the possible factual
mistakes. Comments shall be received within 10 days after sharing the Final Draft Report. The tentative findings
and recommendations of the evaluation will be shared by the consultant in the end-of-project seminars in Garowe
and Hargeisa.
The Final Report shall be submitted to the IOM Helsinki latest one week after receiving the comments to the draft
report.
6. Budget
The total cost of the external evaluation cannot exceed EUR 40,000, including all the related expenses and
excluding VAT.
7. Qualifications of the Evaluation team
The evaluation team should consist of minimum of two persons, a team leader and a member of the team, both
ideally knowledgeable of the region and customs. The Team is fully responsible for conducting the final evaluation
of the MIDA FINNSOM Health Project implemented in Somaliland and Puntland. Required background and
expertise of the consultants are as following:
•
•

•
•
•
•
•
•
•

A minimum of Master’s Degree in Public Health, Development Studies, Social Studies or equal;
Knowledge and experience in monitoring and evaluation (including RBM as well as quantitative and
qualitative data collection and methods) and project design tools (including LFA) as well as project
implementation;
Demonstrated analytical and writing skills in English language and ability to clearly present findings,
practical conclusions and recommendations;
Knowledge in the capacity building and organizational capacity development;
Comprehension of development context in the Horn of Africa;
Good understanding of New Deal Principles and implementation of development programmes in fragile
contexts;
Familiarity of Finland’s development policy and programme, including cross-cutting objectives;
Solid experience in working in the health sector, HR development and experience from Africa is
considered an advantage;
Finnish language skill is an asset.

8. Application process
Interested applicants are invited to submit to IOM Helsinki the below listed requirements:
•
•
•
•

Technical proposal discussing the evaluation methodology, including a work plan that will be adopted to
carry out the tasks in the ToR;
An updated CV and contact details;
A sample evaluation written by the applicant;
A financial proposal, including travel and accommodation costs, in Excel format;
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•

A scanned copy of the Completed Service Provider Declaration Form.

Proposals must remain valid for a period of 60 days after the deadline for submission. Any change of the proposed
personnel or content during the above mentioned period may cause the disqualification of the proposal.
Technical and financial proposals should be submitted separately and electronically to the IOM Administration at
iomhelsinkihr@iom.int no later than April 18, 2016, at 10.00 hrs, Finnish time. The respective titles of the emails
should be ‘MIDA FINNSOM Evaluation, [name of the Service Provider], Technical Proposal’ and ‘MIDA
FINNSOM Evaluation, [name of the Service Provider], Financial Proposal’.
9. Evaluation of the proposals
Pre-selection:
All proposals will undergo an initial pre-selection to ensure that (1) a Completed Service Provider Declaration
Form is attached, (2) the Service Provider has confirmed availability to deliver the requested services as defined
under 5.2 (above) and that (3) the submitted Proposals are complete as requested under 8 (above). Failure to
comply with these pre-selection conditions will automatically exclude the Service Provider from further evaluation.
Evaluation criteria and weights:
The assessment and comparison of proposals shall be implemented in three stages:
Ø Assessment of the eligibility of proposals, as defined under Pre-Selection Criteria;
Ø Assessment of the technical proposals passing the eligibility criteria;
Ø Comparison of the economically most advantageous proposal in terms of overall cost and technical merits
based on the proposal.
The selection criterion is quality based combined with the most economically advantageous proposal using the
following weightings:
Technical Proposal (80%)
Ø Consultant team: team leader and team member (40 %), evaluated against the criteria defined under 7
(above).
Ø Approach, methodology and work plan (60%), evaluated against the feasibility of the proposed approach,
methodology and compliance with the ToR; understanding of the programme and context; and work plan
with the timetable.
Financial Proposal (20%)
Ø The maximum amount of the assignment shall include consultancy fees and all other related costs.

Annexes:
A. IOM Service Provider Declaration Form
B. IOM Service Agreement Template
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