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Introduction
1. At the time of drafting this document, Somalia remains a much divided country without a
national government. In fact, one could better say that the territory of the former Somalia
has been since 1991 and remains today under the rule of multiple governments and armed
groups.
2. As a result, this Country Programme Action Plan (CPAP) must be regarded, at best, as an
early draft of a document which will need major revision if and when Somalia develops a
national government.
3. The document, at present, is based on consultations with some ministries of the various
government “entities”, but not on a true national planning process. All that work will
need to be done, if and as a process of national formation takes place.
4. In order to address this unusual situation, the CPAP is reflected in both a “national”
frame and in a “zonal” frame. For the latter,the document reflects the three zones
commonly considered by the international community as : Somaliland, Puntland, and
South/Central Somalia.
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Part I. The Framework
1. In mutual agreement to the content of this document and their responsibilities in the
implementation of the country programme, the Government of Somalia, including the selfdeclared independent or autonomous states of Somaliland and Puntland (hereinafter jointly
referred to as the Government) and the United Nations Population Fund (hereinafter referred
to as UNFPA)
Furthering their mutual agreement and cooperation for the fulfillment of the
International Conference on Population and Development (ICPD) Programme of Action;
Building upon the experience gained and progress made during the implementation of
the previous Programme of Cooperation;
Entering into a new period of cooperation;
Declaring that these responsibilities will be fulfilled in a spirit of friendly
cooperation;
Have agreed as follows:
Basis of Relationship
2. An agreement of assistance was signed by the Government of Somalia and the United
Nations Development Programme on 16 May 1977. This agreement provides the foundation
under which UNFPA has operated in Somalia since that date.
3. Since the Government may lack sufficient resources to fulfill its role, UNFPA will endeavor
to support its efforts, especially to assist and protect vulnerable populations. The assistance
shall seek to save lives, reduce human suffering and promote self-reliance and sustainable
livelihoods for all populations in Somalia. UNFPA shall ensure the widest consultation with
Transitional Federal Government (TFG) and local communities before embarking on project
activities.
4. The Government shall ensure free and unimpeded access of UNFPA and other organizations
of the United Nations to vulnerable populations in order to assess needs, identify and reach
beneficiaries and monitor the delivery of assistance in a proper and effective manner, and
ensure that all international aid supplies are utilized for their intended purpose.
Part II.
Situation Analysis
5. Plans - The Country Programme is based on overlapping and inter-linked national and zonal
plans:
- the Somali Reconstruction and Development Plan (RDP), 2007-2012
- the United Nations Transitional Plan (UNTP), 2008- 2010
- the United Nations Somali Assistance Strategy (UNSAS) 2011-2015
- the Puntland Development Plan 2008-2015
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-

Somaliland Development Plan 2007-2012

Of these five plans, the draft UNSAS was the most important element for UNFPA in
preparing a Country Programme Recommendation, 2011 to 2015, for consideration by its
Executive Board. This recommendation was approved by the Executive Board on 31
August 2010 and forms the legal basis for this CPAP.
6. Studies - In addition, this CPAP has been prepared on the basis of several important studies:
- The Somali Joint Needs Assessment carried out from 2005 to 2007
- The Multiple Indicator Cluster Survey of 2006
- The Situation Analysis of Reproductive Health in April 2009
- OCHA’s situation report of mid 2010
7. Government - Currently Somalia is a divided country with three governments and various
armed groups control different parts of the country. The main zones and governments are as
follows:
a. Mogadishu – partly under control of the Transitional Federal Government.
b. South / Central Somalia – under control of various armed factions and local
governments.
c. Puntland – a self-declared autonomous state under the Government of the
Puntland State of Somalia
d. Somaliland – a self-declared independent nation under the Government of the
Republic of Somaliland
8. The Transitional Federal Government (TFG) was established in November 2004. Its
mandate was scheduled to expire in August 2011, but it was extended by Transitional Federal
Parliament for three years in February 2011. Currently consultations are ongoing between
TFG and International Community how to end the transition and what will be the nature of
the next political dispensation. In preparing this CPAP, concerned ministries and UNFPA
have relied on the Somali Reconstruction and Development Plan (RDP), 2007-2012 as the
basis of planning.
9. The Puntland State of Somalia was established as an autonomous state within Somalia in
August 1998. The Government of Puntland State was elected in early 2009 and has
embarked on putting in place policies and plans for implementation of the Puntland
Development Plan 2008-2015.
10. The Republic of Somaliland declared its independence from Somalia on 18 May 1991.
So far it has not been recognized as an independent country by the international
community, nonetheless it operates independently from Somalia. Somaliland has
enjoyed relative political stability and developmental progress. The newly elected
Government in 2010 is focusing on the implementation of the Somaliland
Development Plan 2007-2012.
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11. Due to the protracted security crisis in the whole of Somalia, the consequent isolation
and political divide among the political entities, the ability of United Nations and
partner organisations to undertake continuous dialogue with the Government and
support programme interventions has been seriously hindered.
12. Humanitarian situation - The humanitarian situation in Somalia remains very precarious.
As of mid 2010:
a. 3.2 million or 43 per cent of the total population needed emergency
humanitarian assistance.
b. 1.4 million People internally displaced.
c. One in six Somali children malnourished; one in five in south and
central Somalia
13. Reproductive Health - There are considerable unmet needs in all major fields of
reproductive health in Somalia. The health system is fragmented, highly privatized and
underperforming, and suffers from major deficiencies in basic funding, qualified
human resources and management mechanisms.
14. Barriers to accessing reproductive healthcare are many: low awareness of beneficial
effects; financial obstacles in the form of user fees and logistical obstacles hinder
access to healthcare especially by nomadic and rural populations. Poor quality of
services, high numbers of unskilled staff, incoherent running of services and breaks in
supplies, harm trust in the public sector and further aggravate the situation. This is
clearly reflected in only one out of four pregnant women attending antenatal care.
15. The present pool of qualified reproductive health staff is small, aged and under-trained,
with a grave shortage of qualified midwives. Urban clustering of qualified midwives
and doctors leave rural areas relying heavily on auxiliary staff, most of who are
inadequately trained. Doctors are presently graduating in small numbers, whilst
midwifery education supported by UNFPA is ongoing on a small scale. There is no
system in place for enforced deployment of new healthcare staff within the public
system particularly to rural populations. Moreover, there are few effective mechanisms
for motivation and retention, especially for the rural or difficult-to-reach areas.
16. The maternal mortality ratio (MMR) was estimated at 1,044 deaths per 100,000 live
births (MICS, 2006).More than 90% of women deliver at home where they can only be
assisted by a traditional birth attendant. Access to skilled delivery care and emergency
obstetric care is poor, with a low caesarean section rate of only 0.5%. Rural and
nomadic populations have no access to timely obstetric intervention should the need
arise.
17. The availability of basic emergency obstetric care is 0.8 units per 500,000 population far below the required 4 per 500,000. Within the available emergency obstetrics units
quality of care remains very low with a case fatality rate of 20-33%. This unusually
8

high fatality rate reflects both the quality of care as well as delays in arrival of the
patient to the hospital.
18. The average age of marriage in Somalia is 15.6 years and an estimated fertility rate of
5.7 children per woman. Only 1% of Somalia women use modern contraception
method while there is an unmet need of up to 26%. Post-abortion care and medical
treatment for victims of sexual and gender-based violence and STIs are seldom
available. FGM/C, early marriage and high fertility after marriage, play major role in
Somalia’s high rates of maternal mortality. The age-specific fertility rate for 15- to 19year-old girls is 123 per 1,000.
19. HIV - For much of Somalia the HIV situation remains difficult to measure. It is clear,
however, that there are slight zonal variations with particular problems appearing in
Port cities. Available figures in Somaliland show a generalized HIV epidemic with
1.3% of pregnant women attending antenatal clinics testing positive. In Puntland and
South / Central Somalia the epidemic is believed to be more in concentrated pockets.
The response to HIV and other Sexually Transmitted Infections (STI) has not
prioritized most at risk populations and yet STI prevalence among those most at risk is
7.8%.
20. Sexual Assault -Incidences of sexual attacks on women and girls is on the rise. There
were 138 incidents of rape, attempted rape/sexual assault, and forced prostitution
reported for the period of May to July 2010. There is particularly high rate of sexual
violence against internally displaced persons, where women are often heading
households and where they are often bereft of clan protection. Gang rape is reported to
be a new and rapidly rising threat to such women.
21. FGM - Female genital mutilation remains near universal, with an average of 98 per
cent of girls being circumcised. Infibulation, the most dangerous form of female
genital mutilation, remains common.
22. Young People - Youth (aged 15-24) represent almost a fifth of the Somali population
(18.7 percent), most of whom have known only conflict and hardship in their life. This
has resulted in a large number of young people who are uneducated, unemployed and
marginalized youth, with limited recreational opportunities and poor access to health
services, including reproductive health information and counselling. Due to the
population momentum built into the current age structure, their proportion will
continue to grow.
23. Special needs of adolescents for information about sexual and reproductive health are
not being addressed. Lack of access to correct information and an absence of youthfriendly health services put adolescents at risk of unwanted pregnancies, STIs and HIV.
Cultural barriers discourage open dialogue on questions relating to sexual health. It is
not surprising that only 4% of young people aged 15 to 25 could identify means of
prevention for HIV.
9

24. Population and Development - The Statistical systems in Somalia like other state
institutions collapsed in 1991. No national census has been completed since 1975.
While the more stable zones of Somaliland and Puntland have made efforts to revive
their statistical institutions, there is still a major capacity gap within these institutions.
These include;
d. Inadequate and weak capacity of staff to develop statistical systems, collect, store
and analyze data.
e. Lack of crucial statistical data such as population census to support planning and
policy formulation.
f. Limited statistical equipment and unreliable means for data transport.
g. There is no legal framework to guide the production and dissemination of
statistical information.
Part III. Past Cooperation and Lessons Learned
25. History - The United Nations began providing assistance to Somalia before
independence and unification of the former British and Italian trusteeship territories in
1960. The first agreement between Somalia and a United Nations agency after
independence was signed in 1962. UNDP signed its first assistance agreement with
Somalia in May 1977, but UNFPA had already assigned its first staff to work within
UNDP in the early 1970’s.
26. When civil war broke out in 1988 UNFPA continued to work in Somalia until
December 1990, when the last of UNFPA’s staff left Mogadishu. Thereafter UNFPA
and most UN agencies based their country offices for Somalia in Nairobi. In 2003,
UNFPA assigned a representative to be based in Nairobi for the Somalia office. From
2003-2006, UNFPA supported comprehensive reproductive health service delivery
focusing on training and provision of medical supplies for internally displaced persons.
27. In February 2007 UNFPA re-opened its office in Mogadishu and, in addition, opened
four new field offices of Baidoa in March 2007 and Galkayo in August the same year.
In Hargeisa the office was opened in February 2007 and Garowe in May same year.
28. By mid 2007 much of south and central Somalia had come under control by militant
groups. These groups became increasingly hostile to humanitarian workers and banned
many of the NGOs through whom UNFPA and other UN agencies were working.
UNFPA was forced to close its Mogadishu, Baidoa and Galkayo field offices by mid
2008. The field offices in Hargeisa and Garowe, however, continued to operate.
29. UNFPA’s Executive Board in 2007 approved its first regular Country Programme (CP)
for a two year period, 2008-2009. The programme was later extended to cover 2010,
so as to align itself with the UN Country Team’s (UNCT) plan for the next programme
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cycle, 2011 to 2015. The Country Programme Action Plan (CPAP) for the 2008 – 2010
period was never signed.

Part IV. Achievements, Experiences and Lessons Learnt
30. Achievements – During the first Country Programme, the presence of UNFPA field offices
in Hargeisa and Garowe led to close cooperation with partner ministries in Somaliland and
Puntland. Considerable progress was made;
31. Both Somaliland and Puntland developed a reproductive health strategy, based on a
thorough situation analysis carried out in 2008. Training institutes in Hargeisa and
Bosaso graduated their first batches of post-basic and community midwives. Inservice courses ensured strengthened capacity of service providers to provide
emergency obstetrics services, family planning, and prevention of mother to child
transmission of HIV.
32. In Mogadishu UNFPA supported the establishment of health facilities serving
internally displaced people. In various parts of the country a fistula management
campaign got underway. In addition, UNFPA provided safe delivery and hygiene kits
to displaced populations in south and central Somalia.
33. Basic and comprehensive emergency obstetric care services were re-established
through provision of medical kits, equipment and supplies, including blood transfusion
units by UNFPA. UNFPA also financed in-service training of care providers.
34. Somaliland and Puntland developed Y-PEER youth networks and youth advisory
panels. UNFPA supported training of religious leaders and community members in
HIV/AIDS prevention.
35. UNFPA provided technical assistance and training for staff of ministries of planning in
Somaliland and Puntland. The programme strengthened institutional capacity of
ministries to respond to population and development needs in emergency, recovery and
development situations. Feasibility studies were undertaken to assess the possibility of
conducting major surveys and population census, with roadmap outlined for future
surveys. A Human Resources Survey was conducted in Puntland with the findings
expected to fill the gap in knowledge base regarding professional capacity within the
Zone. UNFPA and other United Nations organizations supported local authorities and
educational institutions to strengthen systems for data collection, analysis, reporting
and management.
36. Somaliland and Puntland with UNFPA’s support established coordination bodies for
response to gender-based violence (GBV). Local NGOs working with the survivors of
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sexual assault benefitted from training and commodities provided by UNFPA. These
groups also undertook campaigns advocating the abolition of FGM. Ministries of
health with UNFPA’s support trained health care providers on medical management of
FGM complications.
37. UN agencies and NGOs concerned with sexual violence established a GBV working
group, chaired by UNFPA. This working group oversaw development of tools to record
and report on sexual violence and helped design strategies for response.
38. Lessons Learned – Counterpart ministries and UNFPA during the first Country Programme
learned:
a. The need for flexibility in planning interventions according to the local
humanitarian and political situation.
b. Lack of trained manpower will continue to be a major constraint in all fields.
Many highly-trained Somalis continue to leave the country, therefore training and
retention of professionals continues to be an enormous task.
c. Local NGOs play a critical role in delivering services, especially in hard to reach
and remote areas where basic services are inaccessible. There is however need for
close monitoring and also ensuring NGO’s do not take over government mandate.
d. Most social services have been privatized, and government provided services are
at a fee. At present the government is unable to finance and manage extensive
delivery of free services. Therefore, development plans need to take into account
the private sector in service delivery, and government needs to adjust to a role of
policy-setting and oversight.
e. Support should be culturally appropriate especially when tackling sensitive issues
like FGM and GBV.
f. UNFPA’s operational presence is critical to ensuring the projects develop
properly. Well-trained national staff is key in ensuring programme activities are
synchronized with government and local NGO partners, while paying attention to
the political and cultural factors that may interfere with or support different
projects.
g. There is great value in inter-agency partnerships and joint
programming/programme to optimize comparative advantages. However, this
partnership must be strongest at the local level where activities are under
implementation. It is important to co-locate project activities and to manage those
activities jointly.
Part IV. Proposed Programme
39. The overall goal of the Country Programme is to bring improvement in the quality of life of
the Somali people. The programme is designed to contribute to the three outcomes of the
UNSAS:
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i. Somali people have equitable access to basic services – health, education,
shelter, water and sanitation;
ii. Somali people benefit from poverty reduction through equitable economic
development and decent work;
iii. Somali people live in a stable environment where rule of law is respected
and rights based and engendered development is pursued.
40. The overall strategy is two-pronged:
a. Promoting and strengthening partnerships with Governmental, nonGovernmental (NGOs) and community-based organizations(CBOs), and
strengthening capacities and advocacy for delivery of humanitarian assistance
aimed at reduced incidence of maternal mortality and morbidity, especially in
South Central zone;
b. Strengthening partner institutions and data availability to guide and monitor
sustainable programmatic interventions in the areas of reproductive health,
gender equality and population and development that specifically contribute to
reduction of maternal mortality and morbidity.
41. Reproductive Health - The outcome of this component of the Country Programme by
2015 is intended to be an increased demand for, access to and utilization of equitable,
improved reproductive health services, including in settlements for internally displaced
people.
Two outputs are planned to address this outcome.
42. Output 1: the programme by 2015 will reduce maternal and neonatal mortality and
related morbidities by providing improved delivery of health services.
43. Many partners have shown interest in developing reproductive health and particularly
maternal health. There is a common agreement on policies, strategies and activities to
be taken to address the various problems. However, coordination and planning will be
essential in maintaining this broad consensus. UNFPA will continue to lead
reproductive health coordinating bodies at country office and zonal levels. In addition,
UNFPA will provide high-quality technical assistance to counterpart ministries on
training, setting standards and for development of manuals.
44. Strategies to address output 1 will include:
b. Provision of technical capacity to partners to develop, monitor and coordinate the
road map for maternal health issues - this should address currently fragmented
approaches, as well as lack of ownership and leadership of the Government.
c. Building the capacity of skilled birth attendants - this will include:

13

i.
ii.

basic training of new midwives to increase the number of qualified
midwives;
In-service training for those already practicing.

d. identification of currently practicing midwives and providing them with in-service
training and equipment;
e. Strengthening community midwifery – this includes equipping and staffing
delivery points, while focusing in rural and remote areas.
f. Strengthening the capacity of health facilities to provide basic and comprehensive
emergency obstetric care, as well as obstetric fistula repair for affected women –
the objective is to reduce the high case fatality rate currently more than 20%.
g. Strengthening referral systems for emergency obstetric care - this will be mainly
through targeting the 1st and 2nd delays in women reaching skilled providers.
h. Strengthening reproductive health commodity security – this will include
provision of emergency delivery kits and family planning commodities and
systems.
i. Increasing and consolidating partnerships to address reproductive health needs in
emergencies – this will implement elements of the Minimal Initial Service
Package (MISP).
j. Supporting the adaptation, production and training on standard reproductive
health service protocols - the objective is to standardize the practices of care
providers to ensure quality of service.

45. Output 2: The programme by 2015 will have increased the capacity of government and
NGOs to offer:
i.
quality, comprehensive, sexual reproductive health services,
ii. education and information for young people, with particular focus on most at
risk young people.
46. Strategies to address output 2 will include:
k. Increasing the access to and use of integrated HIV/AIDS and reproductive health
services; capacity building to health care providers, adaptation of standard
guidelines to Somalia situation, provision of equipment and supplies. Partnership
with NGOs and others are running health facilities to ensure continuity of
services.
l. Supporting relevant ministries and the national AIDS commissions to lead
monitoring and support for programmes; capacity building on programming
process with focus on HIV/AIDS. Technical support and required information
and supplies will also be provided.
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m. Building the capacity of youth groups and networks to disseminate knowledge
and information on reproductive health, including HIV/AIDS; capacity building
on behavior change communication including training, technical support, studies
and provision of information and supplies will be provided.
n. Supporting line ministries and civil society organizations to design and establish
youth-friendly health facilities; technical assistance to the Gov to include youth
friendly services and RH policies and provision of technical support, capacity
building and supplies to implement the approved policies
o. Supporting the development of behavior change communication interventions
with the goal of reducing high-risk behavior; capacity building to stakeholders,
research on behavior, provision of guidelines, technical support for adaptation,
development and production of materials. Support will be also extended to
planning, implementation and monitoring of BCC programmes
p. Strengthening partnership with organizations, groups and networks addressing the
needs of most at risk populations including the needs of the young people affected
by conflict. Support the establishment of coordination mechanisms and exploring
possibilities of joint programmes
q. Advocating for inclusion of Adolescents Sexual and Reproductive Health and
HIV prevention in the national youth strategies; this is to be addressed through
technical assistance for updating youth strategies.
47. Population and development - The outcome for this component by 2015 is intended
to be improved systems of government for generating, analyzing and disseminating
population and related data, with a focus on improving the monitoring of maternal
health at zonal and levels in order to inform interventions in this area.
48. Ministries of planning with UNFPA’s assistance will continue to build capacity of staff
through on-the-job courses and study tours. The ministries will develop centralized
data bases drawing on information from line ministries. UNFPA will support the
equipping of relevant ministries with computer equipment and software needed for
statistical work. Technical assistance will also be provided
49. There are two outputs planned to produce this outcome:
50. Output 1: Improved systems for generation, analysis and dissemination of
disaggregated population and related data, with particular focus at data for better
monitoring of maternal health on zonal and sub-zonal levels in order to inform
interventions in this area.
51. Strategies and activities for output 1 will include:
r. Data collection and analysis of data related to reproductive health and gender;
support on-job basic statistics capacity building for line ministries’ data
compilers, recruitment and placement of statistical experts in Ministry of
Planning. Long term vision is to venture into advanced training courses on
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s.

t.

u.

v.

statistics/demography for Ministry of planning and/or university lecturers who
offer training to government personnel.
Formulation of population or statistics policies; in collaboration with Ministry of
Planning, Health and Women Affairs UNFPA will support the development and
maintenance of the Health Management Information System and a gender
disaggregated database respectfully. In addition, there will be regular in-house
training on Dev Info integrated database and IT equipment.
Technical assistance and capacity building for data production activities and
preparation of reports by each zone on progress towards achievement of the ICPD
Goals and Millennium Development Goals 4 and 5. Vital statistics collection and
reporting mechanisms will be identified and supported to be publishing data on a
quarterly basis. For planned surveys, UNFPA will provide technical assistance,
capacity development and other logistical requirements. Publication of relevant
publications such as Somaliland in figures and Development plans will be
supported
Building the capacity and providing technical assistance to government and other
partners to integrate maternal mortality and morbidity into emergency
preparedness and response.
Formulation of population or statistics policy. UNFPA will support initial
discussions’ forum, technical assistance and capacity towards formulation and
publishing of the initial policy document.

52. Output 2: Strengthened capacity of selected sectoral ministries and partner
organizations in collection, analysis, dissemination and utilization of disaggregated
population data for planning and delivery of humanitarian, recovery and development
assistance.
Strategy for out put two will be;
a. Providing technical support and capacity building for better planning and
monitoring of humanitarian assistance and recovery; UNFPA in partnership
with UNHCR will coordinate IDP profiling and to improve service delivery to
the IDPs in RH and Gender through use of evidence based planning.
53. Gender - The outcome of this component by 2015 is intended to be an improved
socio-cultural environment in which gender equality, reproductive health and women’s
empowerment can advance.
54. UNFPA will seek in the programme period to help relevant ministries in addressing
sexual violence and harmful practices that impact maternal mortality and morbidity
UNFPA will continue to lead coordination groups on GBV response. In addition,
UNFPA will work with various agencies in joint programmes:
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a. UNFPA and UNICEF will continue joint efforts to combat FGM and early
marriage.
b. UNFPA and UNHCR will continue to address sexual violence against displaced
persons.
c. UNFPA and UNDP will work together to enhance access to justice for sexual
violence survivors.
55. In these joint programmes UNFPA's role will be clearly defined as that of providing high
quality technical expertise – including training, development of tools and curricula etc.
There are two outputs within this component.
56. Output 1: By 2015 an increased capacity for advocacy and community engagement in
the reproductive health and rights of women and adolescents girls and the elimination
of harmful practices affecting maternal health.
57. Output 2: By 2015 the creation of enhanced systems and mechanisms for prevention
of and protection from all forms of gender-based violence, using a human rights
perspective, including in emergency and post conflict situations.
58. Strategies for out put one and two include the following;
a. Capacity enhancement of law enforcement agencies and select medical
providers to adequately respond to the needs of sexual violence survivors,
including support to address the complication of FGM. Development and
institutionalization of
standard module for training in GBV response;
exchange visits for police and medical providers for GBV, support setting up
of sexual violence response center; development and inclusion of modules to
address FGM complications in health service providers’ training curricula.
b. Strengthening the institutional and community based mechanism to address
the needs of sexual violence survivors including support to address FGM;
Activities will include; establishing and strengthening referral networks and
pathways for sexual violence survivors;
c. Addressing sexual and gender based violence as part of humanitarian response
and education on the “must know” about GBV. Will focus mainly on
conducting trainings and roll out mainstreaming GBV in humanitarian
response; provision of services to women and girls IDPs survivors of
violence; Addressing sexual and gender based violence as part of
humanitarian response and as per Minimal Initial Service Package (MISP
d. Targeting community and religious leaders, young men and boys with
awareness campaigns on early marriage and female genital mutilation. The
activities will be aimed at: mass awareness towards enhancing attitude change
among young men and boys and involving men as community leaders for
attitude change ; Conducting Knowledge, attitudes and practices (KAP)
17

surveys among young men and boys on FGM and early marriage ;
ethnographic studies on FGM
59. Partnership - Government authorities, agencies, and institutions will continue to be
UNFPA’s partners in execution of programmes. Relevant ministries, such as Planning,
Health, Youth and Women’s and Family’s Affairs, will play key roles in providing
policy and programme direction. In addition, UNFPA will continue to work through
identified private institutions, such as teaching hospitals, media and pharmacies.
UNFPA will continue its close partnership with local NGOs working in fields covered
by the Country Programme.
60. UN System. Under the Somalia UNCT, the UN agencies, towards the achievement of
the MDGs and the ICPD goals and in meeting the needs of vulnerable populations,
including women IDPs and returnees. Aside from joint programme implementation,
activities which may be done jointly include resource mobilization and pooling of
resources, monitoring and evaluation, and other activities under the planned
simplification and harmonization initiatives of UNCT Somalia.
61. NGOs. Recognizing the unique role of local and international NGOs augmenting
government capacity in serving and assisting hard-to-reach poor and insecure areas,
UNFPA will continue to work with NGOs on RH and gender issues, HIV/AIDS
prevention and youth. Community-based organizations, in particular, will be tapped,
for instance, in mobilizing community leaders and activists to effectively carry out
outreach and educational activities.
62. EU and Bilateral Donors. These institutions will serve as partners in aid coordination
and project co-financing and implementation. Exchanges of experiences and insights
about development strategies and shared outcomes will be pursued in various donor
fora and other venues.
63. International Financial Institutions. Among others, the African Development Bank
and the World Bank are effective partners in supporting sector-wide assessments and
interventions, as well as in conducting large-scale advocacy initiatives. Project cofinancing will be explored with IFIs.
64. Private Sector. Initiatives to partner with the private sector in social service delivery
will be explored.
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Part V. Programme Management
65. At the time of drafting this CPAP, UNFPA’s programme for Somalia is under direct
execution by UNFPA. Once a national government has been formed, UNFPA will
explore with the relevant ministries the possibility of national execution, under which
national authorities would assume full responsibility for execution of the programme.
66. The overall objective of this programme management is to develop lasting partnerships
with governments. This therefore means that there will be need for continued technical
support to government to ensure independence in management of programmes and
resources and coherence in donor reporting and accounting with UNFPA’s. Therefore it
is proposed that UNFPA continues working with government to support programme
execution, while it explores long term ways of building government’s own capacity to
be self reliant both within operations and programmes.
67. Although UNFPA at present is directly executing programmes, it will do so in close
cooperation with the relevant government ministries. UNFPA will carry out some
activities directly or through its contractors. These contractors will include private and
government institutions, as well as local and international NGOs. UNFPA will also
carry out activities through government partners by reimbursing expenditures for
specific activities agreed in advance in annual work plans (AWPs). In other cases
UNFPA may advance funds to government partners for implementation of specific
activities. In such cases government partners will provide prompt and accurate
reporting of the completion of the activities and the use of the funds.
68. Government partners and UNFPA’s own contractors will report to UNFPA according to
an agreed format with copies to designated coordinating institutions and bodies. In
case of sub-contracts, the contractor will report to the executing and implementing
agency with copies to UNFPA. The executing agency will incorporate this information
into its main report, which will include information on both programme and financial
issues.
69. Each selected agency will submit an annual work plan to be discussed by all interested
parties on the basis of guidelines provided by UNFPA. Within the year, quarterly and
annual meetings will be called for implementers by UNFPA, in collaboration with
coordinating institutions, to review status of implementation, achievements and results.
Regular field monitoring visits in the project sites will be conducted, including during
review meetings.
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70. The following methods of providing financial assistance projects may be utilized by
UNFPA in support of project activities:
I.

Cash transferred directly to a ministry or government institution.:
a.
Prior to the start of activities (direct cash transfer), or
b.
After activities have been completed (reimbursement);

Direct payments to vendors or third parties for obligations incurred by UNFPA or
other UN agencies in support of activities agreed with Government.

II.

Following the completion of any activity, any balance of funds shall be
reprogrammed by mutual agreement between the Government and UNFPA, or
refunded.

III.

71. Cash transfer modalities, the size of disbursements, and the scope and frequency of
assurance activities may depend on the findings of a review of the public financial
management capacity in the case of a Government ministry or institution, and of an
assessment of the financial management capacity of the non-UN Government ministry
or institution. A qualified consultant, such as a public accounting firm, selected by
UNFPA may conduct such an assessment, in which the Government ministry or
institution shall participate.
72. The UNFPA country office for Somalia is temporarily located in Nairobi, Kenya and
includes a representative, International Operations Manager and supporting staff. A
deputy representative and supporting staff are located in Hargeisa. Other UNFPA
offices are in Garowe and Galkayo, and there are plans for an additional office in
Bosaso.
Part VI. Monitoring and Evaluation
73. UNFPA and relevant government ministries will monitor and evaluate this programme
under the overall framework of the UNSAS. In doing so UNFPA and Government will
work to ensure efficient utilization of programme resources as well as accountability,
transparency and integrity at all levels.
74. UNFPA has prepared a monitoring plan to guide the process and support the
Government in its reporting obligations on the Millennium Goals (MDGs) in the long
term, and help UNFPA in reporting on the UNSAS and the 2011-2015 Country
Programme.

20

75. UNFPA and the Government will conduct annual reviews to gauge performance and
make changes for better programme delivery. A mid-term review of the CPAP would be
conducted in the third year of the programme cycle. This review will involve a wide
range of partners and stakeholders. UNFPA will also participate in the UN Country
Team’s evaluation of the UN Transition Plan 2008-2010.
76. UNFPA Somalia CO will support surveys and studies to determine the attitudes and
opinions of people on issues like FGM and GBV.
77. Audits may also be conducted of project activities financed by UNFPA. Where more
than one UN agency provides cash to the same government ministry or NGO,
programme and financial monitoring and auditing will be undertaken jointly or
coordinated with those UN agencies. A proper understanding and guidance to the
process would be agreed beforehand.
78. While monitoring and evaluation will be fairly similar and standardised as regards to
funds utilization and assessing the impact of programme interventions, UNFPA in the
different zones will develop other more context specific tools and ways of monitoring
and evaluation. This is primarily due to the variation in stability in the three zones and
the areas of programming.
Part VII. Commitments of UNFPA
79. The Executive Board of UNFPA has authorized a regular resource allocation for the
Somali programme for 2011 to 2015 of US$ 12.7 million.
80. UNFPA will attempt to mobilize an additional US$ 14.5 million from bilateral and
multi-lateral funding institutions, global trust funds and the private sector. However,
availability of these funds is subject to interest by funding partners and to availability
of their own financial resources. In addition, in response to any humanitarian or crisis
situation UNFPA may allocate emergency funds from its own resources or those of its
funding partners.
Part VIII. Commitments of the Government
81. The authorities of the TFG, Somaliland, and Puntland shall ensure free and unimpeded
access of UNFPA and other UN system organizations to vulnerable populations in
order to assess needs, identify and reach beneficiaries and monitor the delivery of
assistance in a proper and effective manner, and ensure that all international aid
supplies are utilized for their intended purpose. The authorities shall support UNFPA in
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its efforts to raise funds needed by the country programme. They will also organise and
participate in periodic reviews.
82. Government and Government ministry or institutions agree to assist UNFPA in
monitoring all activities and will facilitate access to relevant financial records and
personnel responsible for the administration of funds provided by UNFPA. To that
effect, Government ministry or institutions agree to the following:
i.
Periodic on-site reviews and spot checks of financial records by
UNFPA or its representatives/contractors,
ii.
Programmatic monitoring of activities following UNFPA’s standards
and guidance for site visits.
83. The authorities will accord to UNFPA and its officials and to other persons performing
services on behalf of UNFPA, such facilities and services as are accorded to officials
and consultants of the various funds, programmes and specialized agencies of the
United Nations. The authorities shall apply the provisions of the Convention on the
Privileges and Immunities of the United Nations agencies to UNFPA’s property, funds,
and assets and to its officials and consultants.
84. As a contribution to the programme, UNFPA and the Government will share costs of
programmes to the extent possible. UNFPA and the Government will organize periodic
meetings for programme review, planning and strategy. To the extent possible, they
will involve civil society and other development partners in planning, monitoring and
evaluation of the progress of programmes.
85. Cash received by the Government and national NGO shall be used in accordance with
established national regulations, policies and procedures consistent with international
standards, in particular ensuring that cash is expended for activities as agreed in the
AWPs, and ensuring that reports on the full utilization of all received cash are
submitted to UNFPA within six months after receipt of the funds. Where any of the
national regulations, policies and procedures are not consistent with international
standards, the UN agency regulations, policies and procedures will apply.
Part IX. Commitments of Other Partners
86. In the case of international NGO and IGOs cash received shall be used in accordance
with international standards in particular ensuring that cash is expended for activities
as agreed in the AWPs, and ensuring that reports on the full utilization of all received
cash are submitted to UNFPA within six months after receipt of the funds.
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87. To facilitate scheduled and special audits, each NGO or IGO receiving cash from
UNFPA will provide UN Agency or its representative with timely access to:
a. all financial records which establish the transactional record of the cash
transfers provided by UNFPA;
b. all relevant documentation and personnel associated with the functioning
of the Government ministry or institution’s internal control structure
through which the cash transfers have passed.
88. The findings
Government
furthermore:
a.
b.

of each audit will be reported to the Government and UNFPA. Each
ministry or institution participating in the Country Programme will

Receive and review the audit report issued by the auditors.
Provide a timely statement of the acceptance or rejection of any audit
recommendation to UNFPA that provided cash (and where the SAI has
been identified to conduct the audits, add: and to the SAI).
c. Undertake timely actions to address the accepted audit recommendations.

89. Report on the actions taken to implement accepted recommendations to the UN
agencies (and where the SAI has been identified to conduct the audits, add: and to the
SAI), on a quarterly basis (or as locally agreed).
Part X. Other Provisions
90. This CPAP supersedes any previously signed CPAP; and maybe modified by mutual
consent of both parties.
91. Nothing in this CPAP shall in any way be construed to waive the protection of UNFPA
accorded by the contents and substance of the United Nations Convention on Privileges
and Immunities to which the Government is a signatory.
IN WITNESS THEREOF the undersigned, being duly authorized, have signed this
Country Programmee Action Plan on this day , month, and year in [name of city, name of
country].
For the government of ---------------------------------

For UNFPA

(Name, Title)
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The CPAP Monitoring and Evaluation Calendar
Country: Somalia
CP Cycle: Second 2011-215
Year 1

Year 2

Year 3

Year 4

Year 5

M&E activities1

Support MICS4
Quick Population
Count-QPC
KAP/opinion surveys
Vital statistics in one
region, each, of PL and
SL
Mapping of Health
facilities and trained
health care providers
(HCPs)
Ethnographic study on
drivers of FGM

RH and GBV data
collection during IDP
Profiling in PL and SL
Vital statistics in all
regions of PL and SL
Human resource
survey in SL

KAP surveys for
FGM/C and GBV
RH Needs
Assessment
Study on linkages of
maternal mortality
with FGM/C and
GBV
Preparations for
House Hold Survey

Data collection
and analysis of
house hold
survey
Vital statistics
in one region of
SCZ

Vital statistics in
all regions of SCZ
KAP surveys for
FGM/C and GBV
Support the
preparation of
MICS5
Feasibility study
on national
census

Surveys/studies
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Year 1

M&E activities1

Monitoring systems

M&E framework, plan
and annual calendar
development
Monitoring visits and
reports
Enhanced orientation of
Y-Peer Network /
contractors on M&E
Joint M&E activities
with the Planning
Ministries at Zones
level
Analysis and follow-up
on 2010 PL Human
Resource Survey
Analysis of lessons
learnt from vital
statistics activities
Analysis of RH related
data from HMIS
UNSAS reports
Annual reviews and
reporting
AWP monitoring tool
IP/contractors reports
Review and analysis of
all reports at CO level

Year 1

Year 2
Joint M&E activities
with the Planning
Ministries
Analysis of RH related
data from HMIS
Analysis of IDP
Profiling for RH and
GBV related indicators
in PL and SL
Preparations for
Program Cycle MTR
KAP surveys
Household survey
preparations

Year 2

Year 3
Second Program
Cycle MTR
AWP monitoring tool
Household survey
preparations

Year 3

Year 4

Year 5

IP/contractors
reports
Preparations
for Second
Program End
Cycle
evaluation
KAP surveys
Household
survey

End Cycle
evaluation
Preparations for
third Program
Cycle

Year 4

Year 5
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M&E
activities1

Evaluations

End of 1st cycle
evaluation
Annual reviews

Annual reviews

Midterm review of
second Program cycle
Annual review

Annual review
Preparation for
situation
analysis

Programme
Evaluation
End cycle

Reviews

Programme component
MYR
Annual review
(December)
UNSAS Annual review
(December)
COAR

Programme component
MYR
Annual review
(December)
UNSAS Annual review
(December)
COAR

Program cycle
midterm review
(MTR)
Programme
component MYR
Annual review
(December)
UNSAS Annual
review (December)
COAR

Programme
component
MYR
Annual review
(December)
UNSAS Annual
review
(December)
COAR

Programme
component MYR
Annual review
(December)
UNSAS Annual
review (December)
COAR

Field Monitoring visits
Dissemination of 2010
PL Human Resources
Survey

Field Monitoring visits

Field Monitoring visits

Field
Monitoring
visits

M&E activities1

Support activities
Field Monitoring
visits
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Planning
references2

Year 1
UNDAF final
evaluation
milestones

UNSAS formal launch

M&E capacitybuilding

Enhanced orientation
activities of partners and
contractors on M&E and
SomInfo at zones level

Planning references3

Use of information
Dissemination of 2010
PL Human Resources
Survey
Dissemination of Vital
statistics

Year 2

Year 3

Year 4

UNSAS MTR

Year 5
UNSAS final
evaluation

Refreshers on
M&E activities
at all levels
Dissemination of KAP
survey results
Dissemination of
MICS43 2011 results
Dissemination of Vital
statistics
Dissemination of IDP
profiling results on RH
and GBV

Dissemination of Vital
statistics
Dissemination of IDP
profiling results on RH
and GBV
Dissemination of RH
Needs Assessment
results
Dissemination of SL
Human Resources
Survey results

Dissemination of
Vital statistics
Dissemination of
IDP profiling
results on RH
and GBV

Dissemination of
Vital statistics
Dissemination of
IDP profiling
results on RH and
GBV
Dissemination of
Household survey
results
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Partner activities

MDG report
UNSAS review
MICS4
QPC

MDG report
UNSAS review
Vital statistics

MDG report
UNSAS review
Vital statistics
UNSAS and CP Cycle
midterm reviews

MDG report
UNSAS review
Vital statistics

MDG report
UNSAS review
Vital statistics
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Somalia CPAP Planning and Tracking tool 2011-2015

RESULTS

Indicator

UNSAS
outcome

Somali people have equitable access to basic services – health, education, shelter, water and sanitation.

Indicator

MoV

MoV

Responsible
party

Responsible
party

Baseline

Target

YR1

Achievement

YR2

baseline

target

9%

TBD,
based on
MICS 4
results

achieveme
nt

T

YR3

A

T

YR4

A

T

YR5

A

T

A

CP
Outcome 1
Demand for,
access to and
utilization of
equitable,
improved
reproductive
health
services are
increased in
all three
zones of
Somalia,

% of births attended
by skilled birth
attendants

MICS

MOH/UN

(MICS
2006) To
be updated
once
results
from MICS
4 will
become
available,la
te 2011

TBD,
based on
MICS 4
results

TBD,
based on
MICS 4
results

TBD,
based
on
MICS
4
results

TBD,
based on
MICS 4
results
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including in
settlements
for internally
displaced
people.

Percentage of most
-at-risk populations
reached with HIV
prevention
programs

UNGASS
Bi-annual
reports,
nationwide
mapping
survey

MOH/UN

No data
available

TBD,
based on
the
results
of
nationwide
mapping
survey,
conducte
d late
2011

TBD,
based on
the
results
of
nationwide
mapping
survey,
conducte
d late
2011

TBD,
based on
the
results
of
nationwide
mapping
survey,
conducte
d late
2011

TBD,
based
on the
results
of
nationwide
mappin
g
survey,
conduc
ted late
2011

TBD,
based on
the
results
of
nationwide
mapping
survey,
conducte
d late
2011

Output 1.1:
Improved
health care
delivery
to
support
reduction of
maternal and
neonatal
mortalities
and related
morbidities.

Number of obstetric
fistula
cases
successfully
repaired
at
supported sites
Number
of
graduated midwifes

M/E,
health
centre
records

MOH/UNFPA

Baseline
NA

60

60

60

60

300

M/E,
institutiona
l records

MOH/UNFPA

Baseline NA

60

60

60

60

300

Number of service
delivery points in
target
sites
providing at least
three modern family
planning methods

M&E

MOH/UNFPA

Baseline 0%

5%

5%

5%

5%

25%

Proportion of
service delivery
points correctly use
protocols and
guidelines of
maternal health
(FP,ANC,PNC,Em
OC)

M&E

MOH/UNFPA

0%

5%

15%

25%

35%

50%

Facility
assessment

Survey,
programme
progress
reports and
training
reports
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Case fatality rate of
maternal
complications

Health
Centre
Records

MOH/UNFPA

21%

20%

18%

15%

12%

10%

Ratio of B EMOC
facilities
per
500.000 population

M/E

MOH/UNFP
A

BEmOC
0.8

1

1

2

3

4

Ratio of C EMOC
facilities
per
500.000 population

M/E

MOH/UNFPA

1

1.2

1.5

1.8

2

% CS out of total
births

Survey

0.06%

0.08%

0.1%

0.2%

3%

CEmOC
MOH/UNFPA

0.05%
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Output 1.2:

Increased
capacity of
government
and identified
community
based and
nongovernmental
organizations
to offer
quality,
comprehensi
ve, sexual
reproductive
health
services,
education
and
information
for young
people, with
particular
focus on
most at risk
young
people.

CP outcome 2:
Availability of
reliable
demographic
and related
data,
institutional
capacities and
systems for
planning,

Number of youth
peer educators
trained in
HIV/AIDS
prevention and
questions relating to
adolescent sexual
and reproductive
health

M/E
Program
me
progress
reports,
Focus
group
discussio
ns to
assess

MOH/UNFP
A

180

240

300

360

420

480

quality

Maternal mortality
and morbidity
monitoring system
developed in selected
sites.

M/E,
Progress
Reports

MOH/
UNFPA

System
not
exist

System
developed
and
piloted on
selected
sites

10%

20%

35%

50% of the
system
fucnctional
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delivery and
monitoring of
humanitarian,
recovery and
development
policies and
programmes,
especially at
zonal and subzonal level
ensured.

Number of institutions
with strengthened
systems in
applications of data
for humanitarian,
recovery and
development
interventions.

M/E,
Progress
Reports,
Focus
Group
discussions
to assess
quality

MOPIC/
UNFPA

2

3

4

5

6

7

Output 2.1:
Improved
systems for
generation,
analysis and
dissemination
of
disaggregated
population and
related data,
with particular
focus at data
for better
monitoring of
maternal health
on zonal and
sub-zonal
levels in order
to inform
interventions
in this area
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Output 2.2:
Strengthened
capacity of
selected sector
ministries and
partner
organizations
in collection,
analysis,
dissemination
and utilization
of
disaggregated
population data
for planning
and delivery of
humanitarian,
recovery and
development
assistance

Outcome 3
Socio-cultural
environment
to advance
gender
equality,
reproductive
health and
women’s
empowerment
improved

Number of trained
personnel with
expertise in
collection, analysis,
dissemination and
application of
demographic and
related data for
humanitarian,
recovery and
development
interventions

M/E,
Progress
Reports

MOPIC/
UNFPA

Comprehensive
national policy
and strategy on
gender issues,
integrating
GBV and FGM
endorsed and
operational

Draft
National
Strategy

MOWDAFA/UNFPA

Qualitative
surveys on
attitudes on
FGM and Early
marriage

Surveys

MOWDAFA/UNFPA

40

100

A draft
national
strategy
exists in
Puntland,
In
Somaliland
FGM
needs to be
integrated
to the
endorsed
strategy
0

50

50

50

250

FGM and
GBV
integrated
into
Somaliland
National
Strategy

National
Strategy
in
Gender
endorsed
in
Puntland

Draft
prepared
for SCZ,

National
Strategy
endorsed
at SCZ

3zones
Have
operational
strategy

1

2

3

4

5
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Output 3.1:
Increased
advocacy and
community
engagement for
the
reproductive
health and
rights of
women and
adolescents
girls and the
elimination of
harmful
practices
affecting
maternal health

Proportion of
key decision
makers,
community,
NGOs,
women’s
groups and
religious
leaders
supporting
gender
equality,
including
elimination of
GBV
Types of
attitude change
initiatives
conducted to
address FGM
and early
marriage

M/E

MOWDAFA/UNFPA

No Data
available

TBD
2011

TBD
2011

TBD
2011

TBD
2011

TBD
2011

M/E

MOWDAFA/UNFPA

0

1

2

5

8

10

Output 3.2:
Enhanced
systems and
mechanisms

Number of
initiatives of
support
established

M/E
study

MOWDAFA/UNFPA

Data not available. Target will be set in 2011
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for prevention
of and
protection from
all forms of
gender-based
violence, using
a human rights
perspective,
including in
emergency and
post conflict
situation

Percentage of
relevant law
enforcement
personnel in
provinces
trained to
identify and
manage cases
of domestic
violence
Number of
community
based
initiatives
against gender
based violence
especially
targeting young
men and boys
Number of
institutions
providing
services to
survivors of
gender based
violence

M/E

MOWDAFA/UNFPA

Data not available. Target will be set in 2011

M/E

MOWDAFA/UNFPA

0%

5

10

20

30

50

M/E,
facility
mapping

MOWDAFA/UNFPA

5

10

20

30

40

50

Risks and Assumptions
State major risks and assumptions that could influence achievement of CP outputs and outcomes as indicated in the CP document. Assess whether risks
materialized, whether original assumptions were correct and highlight factors which facilitated or constrained results achievement.
Instructions:
1) Use one sheet per CP Outcome.
2) Where the CP is more complex, the matrix can be adapted by breaking CP outputs into sub -outputs with baselines, targets and
achievements.
3) It is useful, to the extent possible, at the beginning of the CP cycle to establish tentative output/sub -output targets for each year in the
cycle.
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Somaliland
Situation Analysis
1. Somaliland borders Djibouti to the west, Puntland to the east, and Ethiopia to the
south. The northern coast line runs the entire length of 740km border along the Gulf
of Aden. Following the fall of Siad Barre, Somaliland declared independence on 18
May 1991 and a parliament was established by consensus. However, Somaliland is
not recognized by the international community as an independent state.
2. Key milestones in the democratization process include the adaptation of a new
Constitution in 2001, local elections in 2002, presidential elections in 2003 and the
first multiparty parliamentary elections on 29 September 2005. Presidential
elections scheduled for 2008 were delayed on numerous occasions but finally held
on 26 June 2010. Over one million people voted and the elections were declared free
and fair by international observers. A peaceful transfer of power from the UDUB
party to the Kulmiye party led to the formation of a streamlined government under
President Silanyo in mid-2010. It set a series of priorities for its first 100 days in
office and succeeded in increasing government revenue by 24% by the last quarter
of 2010.
3. Although Somaliland has experienced comparative stability and has succeeded in
the establishment of nascent authorities, institutional capacity remains limited. The
border dispute with Puntland and localized struggles over resources means
Somaliland continues to be susceptible to conflict. Somaliland has also been
negatively affected by the conflict in South Central Somalia as evidenced by the
three vehicle bombs in Hargeisa in October 2008. Somaliland authorities have
successfully foiled a number of possible attacks in recent years through arrests and
confiscations of explosive devices.
4. The humanitarian context in Somaliland is markedly different from that in most
parts of Somalia where conflict-related humanitarian needs dominate. Somaliland’s,
humanitarian needs are mostly a result of natural factors, such as a long drought and
floods. Somaliland continues to receive IDPs and influx increases at the times of
security deterioration in the South Central zone of Somalia. Authorities continue to
need support in dealing with the response and coordination of these, as well as the
support for strategies to ensure equitable delivery of services, and ultimately the
integration of displaced persons, should they decide to remain in Somaliland.
5. Reproductive health; despite scarcity of reliable statistics, evidence show that
Somaliland is characterized by high disadvantage reproductive health indicators.
The Maternal Mortality ratio figure for Somaliland is not available. The fertility rate
is high at 5.9 children per woman and the unmet need for family planning is 29%.
Modern contraceptives use rate is at 4.6% and one in four antenatal visits are 32%
and 10.3% indicating low contact with health services. TT2 coverage is 17% and
deliveries at health facility or under the supervision of skilled birth attendant are
21%. Despite this relatively high coverage of institutional delivery, case fatality rate

for obstetric complications is as high as 21% indicating poor quality of services at
health facilities or delayed reporting to facility when complications arise. Case
fatality rate is an important policy directive that health facilities are to be targeted
for improvement of quality of care as well as targeting the community for
minimizing the 1st delay at home and 2nd delay on the road.
6. There are no facilities to handle basic emergency obstetric care as indicated by only
1.1 Basic Emergency Obstetric Care facilities available for 500,000 populations far
below the recommended level of 4. Although availability of comprehensive
Emergency Obstetric Care is at 1.7 higher than the recommended 1, accessibility is
a considerable factor for utilization as indicated by the very low caesarean section
rate of only 0.4% out of total deliveries far below the recommended (5%) to respond
to major complications.
7. The met need of emergency obstetric care was less than 12% (% treated of expected
obstetric complications) as compared to the standard of 100%. This indicates the
under utilization of the existing facilities, a factor attributed to barriers of accessing
Reproductive Health services such as; low awareness of RH benefits amongst the
targeted population; financial obstacles in the form of almost universal user fees
and expensive and inaccessible logistical issues that hinder access to health
facilities, poor quality of services, a high number of unskilled staff, incoherent
running of services and breaks in supplies, harm trust in the public sector and
further aggravate the situation.
8. Obstetric fistula and FGM related complications especially those related to child
birth are common among cases reported in hospitals. For instance every year since
2007 when UNFPA started the 1st fistula repair campaign in Somaliland, as many as
100 cases have been operated annually in Hargeisa group, Buroma Fistula Centre
and Edna Eden Hospitals.
9. The current trend of vertical programs does not favour maternal health programs due
to the need for a health system approach. Innovative service financing mechanisms
are sorely needed to replace the present system of major out-of-pocket payments for
Reproductive Health services, which gravely hamper access, performance and
utilization.
10. HIV/AIDS; The latest HIV data highlight generalized features in Somaliland with
HIV among pregnant women attending antenatal clinics at 1.3 percent. HIV
prevalence among STI patients is above 5% indicating that a routine provision of
HIV testing and counselling to STD patients is limited. The prevalence of HIV
among Commercial Sex Workers is 5.2% while syphilis is 3.1%, and with 0.4% coinfected. The ANC site in the port city of Berbera where there is high cross border
mobility and trade has shown a steady increase in HIV prevalence between 1999(0.0
%,) and (2.7 %) in 2007. This confirms the potential contribution of mobile
populations and associated behaviours in transforming cross border towns and ports
into potential cores of HIV transmission.
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11. There is limited access to information on services available, prevention, treatment, care
and support to populations at risk; including access to condoms, VCT and STI treatment.
Therefore the need to target interventions more effectively focusing on reducing risks to
HIV Infection among most at risk populations is critical.
12. The Somaliland health system does not comprehensively address HIV prevention within
the existing major health facilities; Maternal Child Health centres, a factor that is affecting
access to SRH and HIV information and services for Most at risk groups. Healthcare
workers and programs are ill equipped to provide integrated /linked HIV and RH services
in the existing Primary health care setting.
13. Gender; Prevalence rates of female genital mutilation remain high at an average of 94 per
cent in Somaliland and infibulation, the most dangerous form of female genital mutilation,
is still practiced. Female genital mutilation persists, due to deep-rooted traditions and
cultural practices and any legislative framework to ban it prompts strong social resistance.
14. The formal justice system to address women’s rights violations is very weak. The low
capacity of the law enforcement agencies and lack of adequately equipped facilities to
respond to violations, mean that cases of violence including cases of sexual violence like
rape are still referred to the traditional justice mechanisms with negative outcomes for
women and girls who are violated.
Proposed Programme
15. The overall strategy for Somaliland will be in line with the approved 2011-2015 CPD. It
will focus on: (i) promoting and strengthening partnerships with Governmental, nonGovernmental (NGOs) and community-based organizations (CBOs); and (ii)
strengthening partner institutions and data availability to guide and monitor sustainable
programmatic interventions in the areas of reproductive health, gender equality and
population and development that specifically contribute to reduction of maternal mortality
and morbidity. The human rights-based approach will be integrated into planning and
implementation of the programme.
16. Reproductive health component; the outcome of this component is: demand for, access
to and utilization of equitable, improved reproductive health services are increased in
Somaliland, including in settlements for internally displaced people.
17. Output 1: Improved health care delivery to support reduction of maternal and neonatal
mortalities and related morbidities. Strategies include
a) Develop, monitor and coordinate the implementation of the road map for
reduction of maternal mortality;
b) Building the capacity of skilled birth attendants;
c) Strengthening the concept of community midwifery to improve maternal
health;
d) Strengthening the capacity of identified health facilities to provide basic
and comprehensive emergency obstetric care as well as obstetric fistula
repair for affected women;
e) Strengthening referral systems for emergency obstetric care;
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f) Strengthening reproductive health commodity security, including
provision of emergency delivery kits;
g) Increasing and consolidating partnerships to address reproductive health
needs in humanitarian context and emergency situation as per Minimal
Initial Service Package (MISP);
h) Supporting the adaptation, production and training on standard
reproductive health service protocols.
i) Awareness raising and building of community based mechanisms to
address service utilization and minimization of the 1st and 2nd delays in
improving maternal health outcomes.
j) Strengthening partnerships and coordination with organizations, groups
and networks addressing maternal health.
k) Capacity building to national planners at all levels to better manage
maternal health programmes.
18. Output 2: Increased capacity of government and identified community based and nongovernmental organizations to offer quality, comprehensive, sexual reproductive health
services, education and information for young people, with particular focus on most at risk
young people. Strategies include:
a) Advocating for inclusion of Adolescents Sexual and Reproductive Health
and HIV prevention in existing National Youth Strategy;
b) Increasing the access to and use of integrated HIV/AIDS and reproductive
health services;
c) Supporting community based interventions with selected line ministries
and the National AIDS Commissions;
d) Building the capacity of youth groups and networks to disseminate
knowledge and information on reproductive health, including HIV/AIDS;
e) Supporting line ministries and civil society organizations to design and
establish youth-friendly health facilities;
f) Supporting the development of behaviour change communication
interventions with the goal of reducing high-risk behavior;
g) Strengthening partnership with organizations, groups and networks
addressing the needs of most at risk populations including the needs of
young people affected by conflict.
19. Population and development component The outcome for this component is:
Availability of reliable demographic and related data, institutional capacities and systems
development for planning, delivery and monitoring of recovery and development policies
and programmes, especially regional level in Somaliland ensured. Two outputs will
contribute to this outcome
20. Output 1: Improved systems for generation, analysis and dissemination of disaggregated
population and related data, with particular focus at data for better monitoring of maternal
health on regional and sub-regional levels in order to inform interventions in this area.
Strategies include;
a) Supporting establishment, strengthening and periodical updating of
integrated population database on indentified issues; will continue
strengthening the planning units through provision of IT equipment when
required and support to data harmonisation initiatives.
b) Development of the framework and support for evidence-informed
advocacy on maternal health promotion; Currently there is no population
policy or data production strategy in place in somaliland and this permits
statistics collection and dissemination to be done in an uncoordinated
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manner, without set targets or agreed standards. A population Policy to
guide data production and dissemination will be formulated through
involvement of all stakeholders.
c) Supporting collection, analysis and use of data on maternal mortality and
morbidity; UNFPA will work closely with relevant ministries in the
development of the Health Information Management System (HMIS),
vital statistics systems and other social demographic data to ensure that the
systems captures information relevant for maternal mortality reduction
strategies.
d) Building the capacity of government and other partners to integrate
maternal mortality and morbidity into emergency preparedness and
response. UNFPA will work in collaboration with UNHCR in IDP
profiling to get information on their reproductive health needs.
21. Output 2: Strengthened capacity of selected sector ministries and partner organizations in
collection, analysis, dissemination and utilization of disaggregated population data for
planning and delivery of humanitarian, recovery and development assistance. Strategies
include
a) Improving the capacity of selected sector ministries and partner
organizations in data collection and analysis; UNFPA in collaboration
with local education institutions will continue conducting in-service
training courses for staff from statistical departments of line ministries.
Follow up training courses on DeVInfo will also be conducted.
b) Providing technical support for better planning and monitoring of
humanitarian assistance and recovery; this will be achieved through
recruitment of consultants and study tours for relevant ministry of
planning personnel
22. Gender component: The outcome of this component is: Socio-cultural environment to
advance gender equality, reproductive health and women’s empowerment improved.
There are two outputs within this component.
23. Output 1: Increased advocacy and community engagement for the reproductive health
and rights of women and adolescents girls and the elimination of harmful practices
affecting maternal health. Strategies include
a. Awareness raising on the effects of female genital mutilation and early marriage
on maternal and neonatal mortality and morbidity;
b. Advocating for implementation of laws prohibiting female genital mutilation;
c. Enhancing community-based efforts to address harmful effects of early marriage
and female genital mutilation;
d. Strengthening community based initiatives to enhance the retention of girls in
formal and non formal education
e. Targeting community and religious leaders, young men and boys with awareness
campaigns on early marriage and female genital mutilation.
24. Output 2: Enhanced systems and mechanisms for prevention of and protection from all
forms of gender-based violence, using a human rights perspective, including in emergency
and post conflict situation. Strategies include
a. Strengthening the capacity of selected non-governmental and community-based
organizations to provide health and psychosocial support to survivors of genderbased violence, including support to address complications of female genital
mutilation;
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b. Supporting the institutionalization of modules on prevention of gender based
violence in a training of trainers curricula for health care providers;
c. Strengthening community level safety nets for survivors of gender based violence;
d. Promoting interventions for men, boys and community leaders involvement in
prevention of gender based violence;
e. Addressing gender based violence as part of humanitarian response and as per
Minimal Initial Service Package (MISP).
Key Partners
1. Ministry of Labor and Social Affairs
2. Ministry Planning and Development
3. Ministry of Health
4. Ministry of Justice
5. Edna Aden Hospital
6. Somaliland Nurses and Midwife Association
7. Manhal Hospital
8. Hargiesa Group Hospital
9. Borama Fistula Center
10. Borama Nursing School
11. Burao Social Science Institute
12. Burao Hospital
13. Sexual Assault Referral Center (SARC)
14. Somaliland National Aid Commision (SOLNAC)
15. Horn Youth Develoment Association (HYDA)
16. Somaliland National Y-Peer Network (SYPN)
17. Action for Women Health and Development (AWHAD)
18. Somaliland Women Lawyers
19. UN agencies
Programme Management
25. UNFPA programme will be executed in cooperation with the Government and national
NGOs. The Ministry of Planning and International Cooperation will coordinate the
programme. UNFPA will encourage and support the execution and implementation of the
programme by the Somaliland authorities NGOs, community based organizations and
civil society organizations. The criteria for selecting executing and implementing agencies
will be based on their sound management systems including financial management,
institutional and technical capacities, past experience in implementing related activities,
comparative advantage and potential to contribute to the programme outcomes and
outputs. Implementers will be expected to put in place mechanisms to monitor and report
on results of activities.
26. In instances where there are common interests among UN agencies such as strengthening
capacities in health systems, for data collection and analysis and HIV/AIDS, joint
programming, monitoring and annual reviews will be held to assess the progress.
27. The programme will utilize the direct execution modality as per the UNCT guidelines,
where capacity building in partner institutions will be high priority. The programme will
emphasize decentralized implementation as well as joint monitoring and evaluation by the
Somaliland authorities, international experts, UNFPA Country Office and Arab States
Regional Office.
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Somaliland monitoring and evaluation
28. Monitoring and evaluation (M&E) of the Somaliland CPAP will be undertaken in line
with the UNSAS results-based matrix and M&E plan. UNFPA, in collaboration with other
UN agencies, will be responsible for ensuring regular monitoring and evaluation of the
CPAP, with the view to ensuring efficient utilization of programme resources as well as
accountability, transparency and integrity.
29. The aim of the monitoring and evaluation (M&E) plan is to effectively track the progress
that is being made to achieve the expected programme outcomes. The plan will be based
on selected indicators and means of verification that are found in the results and resources
framework.
30. Harmonized or joint evaluations and reviews with partners will provide feedback and
guidance on management of the process, results and outcomes and will ensure that the
programme is focused on Somali priorities, that achievements and lessons learned are
recognized, that difficulties are addressed and that best practices are acknowledged. In
cooperation with partners, donors and the rest of the UN system, joint monitoring will be
undertaken on a regular basis. For purposes of harmonization, the basis for evaluation are
indicators agreed by various UN agencies and those indicated in this document.
31. An annual programme review will assess achievement of results against proposed outputs.
This will include both technical and financial review to assess progress, achievements,
lessons learned, issues and challenges. Key results and findings will be shared with all
stakeholders.
32. Monitoring of the programme activities will be undertaken through joint visits and ongoing consultation with major stakeholders. Participatory monitoring processes will be
undertaken and where appropriate baseline surveys will be conducted with relevant
partners.
33. To facilitate assurance activities, Implementing partners and the UN agency may agree to
use a programme monitoring and financial control tool allowing data sharing and analysis.
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ANNEX 1

CPAP RESULTS AND RESOURCES FRAMEWORK- Somaliland

ZONE

SOMALILAND

CP Cycle

Second 2011-2015

UNSAS OUTCOME 1 Somali people have equitable access to basic services – health education, shelter, water and sanitation.

Country programme

Country
output

programme

Output indicators

Implementing Partners

Indicative resources by output (per annum,
USD in

Outcome
Y1

Outcome 1
Demand for, access to and
utilization of equitable,
improved reproductive
health services are increased
in all three zones of
Somalia, including in
settlements for internally
displaced people.

Outcome indicators.
Modern
contraceptives
prevalence rate
Baseline:
1.2%
Target: 10%
Percentage of
births attended by
skilled health
personel

Output 1: Improved
health care delivery to
support reduction of
maternal and neonatal
mortalities and related
morbidities

Number of obstetric
fistula cases
successfully repaired at
supported sites
Number of graduated
midwifes
Number of service
delivery points in target
sites providing at least
three modern family
planning methods
% of service delivery
points using standard
service protocols
Case fatality rate of
maternal complications
Distribution of Total resources for output 1

Ministry of Health
Ministry of Labor and Social
Affairs;
Training institutes, Universities
Local and International NGOs,
Community based organizations
United Nations organizations;
Professional Associations

Y2

Y3

Y4

Y5

total

.3735

.3735

1.8675

Regular Resources
.3735

.3735

.3735

Other Resources
.64

.45

.368

1.0135

.8235

.7415

.21

.21

1.878

.5835

3.7455

.5835

Output 2: Increased
capacity of government
and
identified
community based and
non-governmental

Output indicators:
Number of Youth Peer
Educators trained in
HIV/AIDS Prevention
and ASRH

Ministry of Health
National AIDS Commission
Ministry of youth and Sports.
Local and International NGOs,
Community based organizations

Regular Resources
.0765

.0765

.0765

Other Resources

.0765

.0765

.3825

Baseline:

9%

Target: 20%
Percentage of
most -at-risk
populations
reached with HIV
prevention
programs

organizations to offer
quality, comprehensive,
sexual
reproductive
health
services,
education
and
information for young
people, with particular
focus on most at risk
young people.

Baseline: 100 Target:
320

United Nations organizations;

.16

.15

.092

.09

.09

.582

.2365

.2265

.1685

.1665

.1665

.9645

.171

.171

.855

Baseline: 0%
Target: 15%

Distribution of total resources for output 2

UNSAS OUTCOME 11 : Somali people benefit from poverty reduction through equitable economic development and decent work
Ministry of Planning and Regular Resources
Outcome 2:
Output 1:
Number of up-to-date databases
on key humanitarian, recovery
Development
.171
.171
.171
Availability of reliable
Improved systems for
and development variables to
guide achievement of the country Ministry of Health
demographic and related
generation, analysis and
programme outputs and
Training
institutes, Other Resources
data, institutional capacities
dissemination of
monitoring
maternal
mortality
Universities
and systems for planning,
disaggregated
and morbidity.
Local and International
delivery and monitoring of
population and related
.462
.28
Number of quality reports on
NGOs, United Nations
humanitarian, recovery and
data, with particular
utilization of the datasets for
organizations;
development policies and
focus at data for better
measuring attainment of the
programmes, especially at
monitoring of maternal
country programme outputs and
zonal and sub-zonal level.
health on zonal and
monitoring of maternal mortality
and morbidity.
subzonal levels in order
Outcome indicators:
to inform interventions
in this area
Common
understanding
of
operational linkages
between population,
.633
.451
.171
Distribution of total
reproductive health,
resources for output 1
gender and poverty
Regular Resources
Output 2:
Ministry of Planning
Number of trained personnel
reduction.
with
expertise
in
collection,
and
Development
Annual MDG and
.129
.129
.129
Strengthened capacity
analysis, dissemination and
Training institutes,
poverty related reports
application of demographic and

.742

.171

.171

1.597

.129

.129

.645
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take into account
population dynamics
and gender issues.

of selected sector
ministries and partner
organizations in
collection, analysis,
dissemination and
utilization of
disaggregated
population data for
planning and delivery
of humanitarian,
recovery and
development assistance.

related data for humanitarian,
recovery and development
interventions.
Number of quality reports on
progress in integration of ICPD
and MDG concerns in
humanitarian, recovery and
development programmes.

Universities
United Nations
organizations;

Ministry Health,

Other Resources
.238

.12

.358

.367

.249

1.003

Ministry Labor and
Social Affairs
Municipalities

Distribution of total
resources for output
2

UNSAS OUTCOME 11 1: Somali people live in stable environment where rule of law is respected and rights based and engendered development is perused.
Outcome 3

Socio-cultural
environment to

advance
gender equality, reproductive
health
and
women’s
empowerment
improved.
There are two outputs within
this component.

Outcome indicators:

Output 1
Increased
advocacy
and
community
engagement for the
reproductive
health
and rights of women
and adolescents girls
and the elimination of
harmful
practices
affecting
maternal
health

Number of religious
leaders trained to
address negative
impact of female
genital mutilation
Baseline: 0
Number of
initiatives conducted
to address FGM and
early marriage
Baseline: 0

Ministry of Labor and Social
Affairs;

Regular Resource

Ministry of Planning and
Development;

.102

.102

.102

.102

.102

.51

.15

0

0

.575

Other Resources
Training institutes, Universities
.2

.225

Regional and district
Authorities NGOs, Community
based organizations.
United Nations agencies

Number of young girls
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between 5 to 15 years
of age who have
undergone FGM/C
FGM/C prevalence
rate
Baseline: 98% Target:
85%
Laws, policies and
strategies to
incorporate gender
equality and human
rights of women and
girls
Net Enrolment Rates
(NER) of girls
Baseline: 20% Target:
30%

Distribution of total
resources

Distribution of Total
resources for output 1
Output 2
Enhanced systems and
mechanisms for
prevention of and
protection from all
forms of gender-based
violence, using a
human rights
perspective, including
in emergency and post
conflict situation.

Number of
community based
initiatives against
gender based
violence especially
targeting young men
and boys
Number of
institutions providing
services to victims of
gender based
violence.

.

.302

Ministries of Labor and Social
Affairs

Regular Resources
.048

.327

.252

.048

.102

.102

1.085

.048

.048

.048

.24

Other Resources
Women and human rights networks
.2

.225

.15

0

0

.575

Distribution of total resources for output 2

.248

.273

.198

.048

.048

0.815

Regular

.9

.9

.9

.9

.9

4.5

Regular (PCA)

.02

.02

.02

.02

.02

.1

Others

1.9

1.45

0.76

.3

.3

4.71

2.82

2.37

1.68

1.22

1.22

9.31

.

International and Local NGOs

UNDP,UNICEF,UNHCR

Total resources

The CPAP Planning and Tracking Tool -Somaliland

RESULTS

Indica
tor

MoV

Responsi
ble party

Baseline

Target

Achievement
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UNSAS
outcome

Somali people have equitable access to basic services – health, education, shelter, water and sanitation.

Indicator

MoV

Responsible
party

YR1

YR2

baseline

target

achieveme
nt

T

YR3

A

T

YR4

A

T

YR5

A

T

A

CP Outcome 1
Demand for, access
to and utilization of
equitable,
improved
reproductive health
services are
increased in all
three zones of
Somalia, including
in settlements for
internally displaced
people.

Modern
prevalence rate

contraceptives

MICS

MOH/U
N

MICS
2006) to
be
updated
when
results
from
MICS 4
are
released
during
2011

TBD
based on
MICS 4
results

TBD
based
on
MICS
4
results

TBD
based
on
MICS 4
results

TBD
based
on
MICS
4
results

TBD
based
on
MICS 4
results

% of births attended by skilled
birth attendants

MICS

MOH/U
N

21%
(MICS
2006). to
be
updated
when
results
from
MICS 4
are
released
during
2011

TBD
based on
MICS 4
results

TBD
based
on
MICS
4
results

TBD
based
on
MICS 4
results

TBD
based
on
MICS
4
results

TBD
based
on
MICS 4
results
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Output
1.1:
Improved
health
care delivery to
support reduction
of maternal and
neonatal
mortalities
and
related morbidities.

Percentage of most -at-risk
populations reached with HIV
prevention programs

UNGAS
S Biannual
Reports.
Nation
Wide
Mapping
Survey

MOH/U
N

No data

TBD
based on
the results
of nation
wide
mapping

TBD
based
on the
results
of
nation
wide
mappin
g

TBD
based
on the
results
of
nation
wide
mappin
g

TBD
based
on the
results
of
nation
wide
mappin
g

TBD
based
on the
results
of
nation
wide
mappin
g

Number of obstetric fistula cases
successfully
repaired
at
supported sites

M/E,
Health
Centre
Records

MOH

Baseline
NA

50

50

50

50

200

Number of graduated midwifes

M/E,
Institute
Assessm
ent

MOH
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40

60

40

60

200

Number
of service delivery
points in target sites providing at
least three modern family
planning methods

M&E

MOH

Baseline
0%

5

5

10

15

20

Facility
Records

UNFPA

Proportion of service delivery
points correctly use protocols
and guidelines of maternal
health (FP,ANC,PNC,EmOC)

M&E

MOH

0%

5%

30%

50%

70%

100%

Program
me
Progress
and
training
reports

UNFPA

Case fatality rate of maternal
complications

M/E,
Facility
Records

MOH

21%

20%

10%

7%

5%

1%

UNFPA

UNFPA

UNFPA
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Ratio of B EMOC facilities per
500.000 population

M/E

MOH

Ratio of C EMOC facilities per
500.000 population

M/E

UNFPA
MOH

BEmOC
1.1

2

2.2

3

3.2

4

EmOC

1.7

1.8

2

2.2

3

0.4%

0.6%

2%

4%

6%

7%

0

5%

20%

40%

80%

100%

100

140

180

220

260

320

NA

Report

Report

Report

Report

Report

System
not exist

3%

10%

20%

35%

50%

Data not
available

3%

10%

20%

35%

50%

2

3

4

5

6

7

UNFPA
% CS out of total births

Survey

MOH
UNFPA

CP outcome 2:
Availability of
reliable
demographic and
related data,
institutional
capacities and
systems for
planning, delivery
and monitoring of
humanitarian,
recovery and
development
policies and
programmes,
especially at zonal
and sub-zonal level
ensured.

Proportion of service delivery
points correctly use protocols
and guidelines of STIs

M/E

Number of youth peer educators
trained in HIV/AIDS prevention
and ASRH

M/E

Annual MDG and poverty
related reports take into account
population dynamics and gender
issues

M/E

Maternal mortality and
morbidity monitoring system
developed in selected sites.
Data on each of the programme
sectors for assessment of
programme impact on reduction
of maternal and neonatal
mortality and morbidities.
Number of institutions with
strengthened systems in
applications of data for
humanitarian, recovery and
development interventions.

M/E

MOH
UNFPA
MOH
UNFPA

MOH
UNFPA
UNDPA

M/E

M/E,
Institutio
nal
mapping,
institutio
nal
Records,
Progress
Reports

MOH
UNFPA
MOPIC/
MOH/
UNFPA

MOPIC/
UNFPA
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Output 2.1:
Improved systems
for generation,
analysis and
dissemination of
disaggregated
population and
related data, with
particular focus at
data for better
monitoring of
maternal health on
zonal and subzonal levels in
order to inform
interventions in
this area
Output 2.2:
Strengthened
capacity of selected
sector ministries
and partner
organizations in
collection,
analysis,
dissemination and
utilization of
disaggregated
population data for
planning and
delivery of
humanitarian,
recovery and
development
assistance

Number of up-to-date databases
on key humanitarian, recovery
and development variables
Number of quality reports on
utilization of the datasets for
measuring attainment of the CP
outputs and monitoring of
maternal mortality and
morbidity.
Quick population count is
conducted; analyzed,
disseminated, and results
translated into program followactions
National mechanisms to
elaborate and monitor integrated
population and development
plan functioning
Number of trained personnel
with expertise in collection,
analysis, dissemination and
application of demographic and
related data for humanitarian,
recovery and development
interventions
Number of quality reports on
progress in integration of ICPD
and MDG concerns in
humanitarian, recovery and
development programmes
Statistical departments in Min of
Planning and other line
Ministries work with DevInfo,
and are able to collect
development data and process
and analyze these at a basic level

M/E

MOPIC/
UNFPA

Database
is not
available
Database
is not
available

1

2

3

4

5

M/E

MOPIC/
MOH/
UNFPA

1

2

3

4

5

M/E,
The
results of
the QPC

MOPIC/
UNFPA

NA

QPC
conducted

M/E

MOPIC/
UNFPA

NA

1

Data
used in
plannin
g and
M&E
2

Data
used in
plannin
g and
M&E
3

Data
used in
plannin
g and
M&E
4

Data
used in
plannin
g and
M&E
5

M/E,
Progress
Reports,
Training
Reports

MOPIC/
UNFPA

20

40

40

40

40

40

Reports
Availabl
e

MOPIC/
UNFPA

1

1

1

1

1

1

M/E

MOPIC/
UNFPA

NA

1

1

1

1

1

53

Outcome 3
Socio-cultural
environment to
advance gender
equality,
reproductive health
and women’s
empowerment
improved

Output 3.1:
Increased advocacy
and community
engagement for the
reproductive health
and rights of
women and
adolescents girls
and the elimination
of harmful
practices affecting
maternal health

Comprehensive national policy
and strategy on gender issues,
integrating GBV and FGM
endorsed and operational

National
policy
and
Strategy
Docume
nt

MOWD
AFA/U
NFPA

Laws, policies and strategies to
incorporate gender equality and
human rights of women and girls
FGM/C prevalence rate reduced

Laws,
policies,
strategies
Survey

Net Enrolment Rates (NER) of
girls

Survey

Proportion of young girls
between 5 to 15 who have
undergone FGM/C
Availability of data on gender
based violence and harmful
practices

Survey

Proportion of key decision
makers, community, NGOs,
women’s groups and religious
leaders supporting gender
equality, including elimination
of GBV
Number of religious leaders
trained to address negative
impact of female genital
mutilation

M/E

MOWD
AFA/U
NFPA
MOH/M
OWDAF
A/
UNFPA
MOE/M
OWDAF
A/
UNFPA
MOWD
AFA/U
NFPA
MOWD
AFA/M
OH/
UNFPA
MOWD
AFA/U
NFPA

M/E

M/E

MOWD
AFA/U
NFPA

National
Strategy
has been
en
endorsed
but FGM
and GBV
need to
be
endorsed
and the
documen
t
operation
alized
Data not
available

Policy
reviewed
inputs on
FGM/GB
V
included

Compre
hensive
policy
with
FGM
and
GBV
fully
integrat
ed,
endorse
d and
operati
onal

TBD 2011

TBD
2011

98%

98%

96%

94%

90%

85%

20%

25%

30%

40%

50%

70%

Data not available. Target will be set after the 2011 MICS

System
not exist

3%

10%

20%

35%

50%

System
not exist

3%

10%

20%

35%

50%

System
not exist

10

30

50

70

90
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Output 3.2:
Enhanced systems
and mechanisms
for prevention of
and protection
from all forms of
gender-based
violence, using a
human rights
perspective,
including in
emergency and
post conflict
situation

% of SDP correctly use SGBV
protocols for management of
cases
Number of initiatives conducted
to address FGM and early
marriage
Percentage of decision makers
who are aware of domestic
violence issues.
Percentage of relevant law
enforcement personnel in
provinces trained to identify and
manage cases of domestic
violence
Number of community based
initiatives against gender based
violence especially targeting
young men and boys
Number of institutions providing
services to survivors of gender
based violence

M/E

MOH/U
NFPA

System
not exist

5%

10%

40%

70%

100%

M/E

MOWD
AFA/U
NFPA
MOWD
AFA/U
NFPA
MOWD
AFA/U
NFPA

0

1

2

5

8

10

M/E
Facility
Mapping

MOWD
AFA/U
NFPA

0%

5

10

20

50

70

M/E
Facility
Mapping

MOWD
AFA/U
NFPA

5

10

20

30

40

50

M/E
study
M/E
study

Data not available. Target will be set in 2011

Data not available. Target will be set in 2011

Risks and Assumptions
State major risks and assumptions that could influence achievement of CP outputs and outcomes as indicated in the CP document. Assess whether risks
materialized, whether original assumptions were correct and highlight factors which facilitated or constrained results achievement.
Instructions:
1) Use one sheet per CP Outcome.
2) Where the CP is more complex, the matrix can be adapted by breaking CP outputs into sub -outputs with baselines, targets and
achievements.
3) It is useful, to the extent possible, at the beginning of the CP cycle to establish tentative output/sub -output targets for each
year in the cycle.
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Puntland
I Puntland Situation overview
1. The Puntland State was established in 1998, as a result of a series of community-wide
consultations and constitutional conferences, aimed at setting up an administration that
could bring law and order in the territory, secure stability, reinstitute collapsed public
institutions and promote development for its people, as it waits to be part of a future
federal system of Somalia.
2. However in the past three years Puntland state has experienced high political tension and
insecurity with Piracy being seen as a symptom of deeper underlying issues related to poor
governance, inter and intra clan friction. All of which have given rise to militant groups
notably the Islamist movement.
3. The population of Puntland continues to be a contested issue with varied estimations
ranging from 2.1 million to as high as 3.7 million. It is approximated that 70% of the
population is below age 30 years and 60% experiencing a nomadic lifestyle, with 30% of
the population living in the rapidly growing urban centers. The variations in population
statistics is a result of inflation of numbers by clans due to the belief that large clans can
exert more power
4. The ongoing war between Transitional Federal government and militia groups in South
central Somalia including Al shabaab has led to a massive influx of IDP’s into Puntland.
IDP’s, most of whom are women and girls, coming into an environment with no protection
mechanisms or any systemic support in place creates dire situation of vulnerability to
Gender based violence including rape and forced commercial sex work
5. The IDP situation in Puntland was worsened by the deportation of 1,000 men leaving
behind women and girls even more vulnerable to exploitation. The current fight between
government forces and alleged Al Shabaab linked militia led by Sheikh Mohamed Said
Atom has only further contributed to deterioration of the situation as thousands of families
continue to be displaced into neighboring towns. This further worsens an already harsh
environment with considerable unmet needs of RH and more women and girls are
becoming vulnerable to sexual violence.
6. The existences of piracy in Puntland has contributed to various socio economic challenges
including spread of HIV/AIDS as a result of unprotected sex , single motherhood and
unwanted pregnancies.
7. Increased natural disasters have left people more vulnerable to risk of loss of livelihood
and insecurity, the massive displacement of local people due to loss of livestock and pasture
have also increased needs of unmet reproductive health as well as vulnerability to GBV.
8. Reproductive health; Years of conflict, continued instability and the lack of a government,
the health system collapsed and paved way for high privatization, under performance and
lack of basic funding, qualified human resources and management mechanisms.

9. Fertility rate is very high at 6.2 per woman and unmet family planning need at 19.3%.
Contraceptive prevalence rate is 11.8% of married women in age 15-49 and only 0.1% of
women are using a modern method (pills) and 11.7% using LAM. According MICS data in
Puntland only 30.2% of women receive antenatal care one or more times during pregnancy,
with the antenatal care being limited to physical examination and blood pressure
measurement. Most MCH clinics do not have laboratory services.
10. More than 90% of women deliver at home and 36.8% assisted by any skilled personnel and
only 7.9% deliver in a health facility. Rural and nomadic populations have no access to
timely obstetric intervention should the need arise. There is lack of basic facilities to handle
emergency obstetric care and shortage of qualified midwives and medical practitioners to
manage these complications.
11. While there is an even distribution of health facilities to provide Comprehensive
Emergency Obstetric Care, 2.2per every 500000population, these services are underutilized,
of poor quality with a high case fatality rate of 33.1%. Caesarean section rate is very low
0.6% which could be interpreted as low technical capacity of health facility and service
providers. The main causes of maternal mortality can be classified as 1) direct obstetric and
2) indirect obstetric causes. Direct obstetric causes relate directly to the pregnancy and the
most common in Somalia are hemorrhage, obstructed labour, eclampsia and sepsis. The
Pharonic form of Female Genital Cutting is experienced almost universally among Somali
women and this is thought to be a contributing factor to a high incidence of hemorrhage and
obstructed labour.
12. Based on Emergency Obstetric Care needs assessment report the main causes of maternal
death have been identified as; obstructed labor 48%, retained placenta 31% and Severe
eclampsia 10%.
13. Due to logistical and infrastructural challenges, women with pregnancy complications (ante
partum hemorrhage, postpartum hemorrhage, and obstructed labor) cannot access to health
care in hospitals, a common cause of first and second delays. For women with obstetric
complications, the duration between first consultation in the health facility and specific
intervention ranged from one hour to 30hours (Mean 14.4hours, Median 2hours). Lack of
qualified human resources and “lack of blood collection and transfusion service in the
health facility” are a major cause of third delay
14. Home deliveries are as high as up to 90% in some areas, attended by traditional birth
attendants. This trend highlights the challenge not only of making reproductive health (RH)
services more accessible and affordable, but also of changing the social norms, behaviors
and attitudes that inhibit the utilization of the RH services.
15. Taboos and norms around sexuality (including practices such as early marriage and FGM)
pose strong barriers to providing information on reproductive health services and other
forms of education and support that young people need to exercise their rights and ensure
their reproductive health desires.
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16. Gender; Like in all other parts of Somalia women in Puntland have been excluded from
participation in decision-making forums. Little has been done to enhance the role of women
in peace building and conflict resolution. UN Security Council Resolution 1325 thus
remains unimplemented in Puntland. Peace building and state building efforts usually
follow a clan-based approach with minimal attempts to include women. This lack of
recognition of women as stakeholders in the conflict has also meant that issues of gender
based violence (GBV), including domestic violence remain absent from the mainstream
discourse on security. The gendered nature of the clan dispute settlement system means that
women’s rights are not adequately protected and rulings delivered in the clan system mainly
aims at preserving clan harmony and peace and does not seek to vindicate the rights of an
abused woman or girl.
17. The rising incidences of violence, particularly sexual violence has reduced the morbidity of
women due to fear. As a result women who are the primary providers in most Somali
homes are nor able to go about performing their day to day roles of providing for their
families; fetching water, firewood and petty trade to bring in income.
18. Men and boys have been targeted for systematic clan related killings, recruited into militias
and forced to perpetrate acts of sexual violence like rape, forced marriage and abductions.
In some instances men as husbands and male relatives have been forced to witness acts of
sexual violations including gang rapes of their female relatives.
19. Early marriage and high fertility rates, particularly among the poorer and less educated
segments of the population, remains an issue to be addressed. According to the MICS 8%
of women age 15-49 years were married by the time they were 15, the proportion Increases
to 46% by the time women are 18. Female genital mutilation or cutting is widely practiced
in Puntland, at rate of 98% of women age 15-49 have been circumcised.
20. In Puntland, UNFPA has partnered with the Ministry of Women Development and Family
Affairs (MOWDAFA) since 2007 to build technical capacity of the Ministry, formulation of
gender and FGM policies and laws that contribute to wellbeing of Puntland women and
elimination of violence against women. To date most policies are still at infancy stage and
further support will be needed for the policies to gain required support to be approved and
implemented. The proposed programme therefore will focus on advocacy at different levels
using a multi media approach.
21. Young people; The Puntland Five Year Development Plan 2007 – 11 (FYDP) highlights
the plight of young people as being either returnees from refugee camps, IDP’s and / or
child soldiers from former clan militias. They suffer from poverty, illiteracy,
unemployment, drug addiction and psychological trauma from war experiences. Youth are
also at risk of epidemic diseases such as HIV/AIDS due to lack of awareness and health
education.
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22. Puntland Youth Peer education Network has been recently established with the support of
UNFPA, the network, will work to promote healthy behavior and lifestyles among young
people by empowering them with the knowledge and skills to make responsible decisions
and become a force for social change in their families and communities
23. HIV/AIDS; In the ANC Clinic, HIV prevalence among pregnant women is 1- 4.9% in
some urban sentinel surveillance sites including Galcayo and 0-0.9% in rural sentinel sites.
Very few facilities provide antenatal care and VCT services, with PMTCT coverage at less
than 1%. Less than 1% of the Puntland population in Muduug region identifies PMTCT as
an important intervention for prevention of HIV transmission from mother to child while a
vast majority associate condom use with promiscuity.
24. Puntland Aids Commission (PAC) was established in 2005 to undertake coordination
activities of HIV/AIDS in Puntland, advocacy and monitoring and evaluation. The
commission is chaired by the president of Puntland state and six line ministries form the
organizational board, and an Integrated Prevention, Treatment, Care and Support (IPTCS)
system is in place.
25. Population and Development. The Statistics Department of the Ministry of Planning and
International Cooperation (MOPIC) has had considerable success in building up its
database (one product is Puntland Facts and Figures 2009). However, critical data gaps still
exist with a need to reconstruct and upgrade the baseline. While some level of capacity
exists in gathering statistics, institutional expertise in management and effectively linking
data to policy making processes remains weak.
26. There is need for greater availability and improved analysis of gender disaggregated data in
order to make an even stronger case for gender related issues; in health, education,
employment and women’s empowerment, leadership and decision making.
27. Achievements; In Puntland, UNFPA in partnership with different line ministries and local
non governmental organizations have made considerable progress since 2007, these include
the following;
a) Trainings: Health care workers have been trained on different areas of RH
including Basic and comprehensive emergency obstetric Care, family
planning, MISP, PMTCT and community midwifery.
b) Provide support to MOWDAFA to establish GBV working groups to
coordinate prevention and response to GBV in PL,
c) GBV mapping in all of Puntland
d) Media campaign on dissemination of the gender policy
e) Establishment of a RH working group in Garowe, which meet on quarterly
basis.
f) Successfully coordinated the commemoration of 16 days of activism
campaign with literature dissemination, FGM stake holder coordination and
media awareness.
g) Provide support to MOWDAFA to advocate for an increase in budgetary
allocation for women and more slots for women within the government. The
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new UNFPA Country Programme Action plan(CPAP) will work to move
forward in ensuring gender equality.
h) Provide support to end fistula in PL.
i) UNFPA supported the strengthening of national capacity in understanding
population and development through support to the data collection, analysis
and surveys.
Puntland Proposed Programme
28. The UNFPA CP will be results oriented and aim to contribute to and respond to
humanitarian issues and to government’s efforts on reconstruction and development. The
programme is comprised of three mutually re-enforcing components equipped with the
chain of programme results linked to the UNFPA framework: Reproductive Health,
Population and Development and Gender.
29. Reproductive health component; the outcome of this component is: Demand for, access
to and utilization of equitable, improved reproductive health services are increased in all
three zones of Somalia, including in settlements for internally displaced people. Two
outputs will contribute to achieve this outcome
30. CP Output 1: Improved health care delivery to support reduction of maternal and neonatal
mortalities and related morbidities.
31. UNFPA will work on integration of essential package of sexual and reproductive health
services in public policies and expenditure frameworks. Strategies will include the
following;
a) Advocacy; with parliamentarians and national partners to ensure further
integration of maternal and reproductive health into all national social policies
and strategies, mass-media campaigns, provision of expertise and promotion
of internationally accepted best practice. Advocacy for protection of
reproductive rights of individuals and communities.
b) In partnership with MoH and other partners support research on selected
reproductive and maternal health topics.
c) Development and revision of clinical guidelines and protocols, including
guidelines on essential and emergency obstetrics care, antenatal care,
adolescent reproductive health, family planning and STI management.
d) Capacity building including training on quality of care, strengthening
community midwifery,
e) Improving data collection on maternal mortality and morbidity; In partnership
with MoH and other stake holders to put in place mechanisms to ensure
systematic improvement in the performance of the different components of
Emergency Obstetric Care as well as obstetric fistula repairing and including
referral services
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32. Output 2: Increased capacity of government and identified community based and nongovernmental organizations to offer quality, comprehensive, sexual reproductive health
services, education and information for young people, with particular focus on most at risk
young people.
33. Increasing access to and use of integrated HIV/AIDS and reproductive health services.
UNFPA will support community initiatives with focus on vulnerable groups (young people,
sex workers (Are we sure about sex worker groups existing in PL), migrants, and military
system) and enhancing health system capacity to integrate HIV prevention within the
reproductive health and antenatal care services. The specific strategies for this output will
include;
a) UNFPA to support development of partnerships between community
stakeholders and health care providers to address gaps and challenges
through, capacity building programs to CBO’s, religious leaders and peer
educators to increase their level of HIV awareness
b) In partnership with MoH to review situation of adolescent reproductive
health (ARH) services in Puntland. Develop manuals and guidelines on
ARH in accordance with WHO standards and ICPD principles and
establishment of youth friendly reproductive health services.
c) Strengthen partnerships with organizations, groups and networks addressing
the needs of most at risk populations including young people affected by
conflict.
d) Supporting development of behavior change communication intervention
with the goal of reducing high risk behavior
34. Population and Development component: The outcome for this component is:
Availability of reliable demographic and related data, institutional capacities and systems
for planning, delivery and monitoring of humanitarian, recovery and development policies
and programmes, especially at zonal and sub-zonal level ensured. Two outputs will
contribute to this outcome:
35. Output 1: Improved systems for generation, analysis and dissemination of disaggregated
population and related data, with particular focus at data for better monitoring of maternal
health on zonal and sub-zonal levels in order to inform interventions in this area. The
following strategies will be used for the achievement of the output:
a) Supporting establishment, strengthening and periodical updating of
integrated population database on indentified issues on zonal and sub zonal
levels: UNFPA to support by providing IT equipment when and support
data harmonisation initiatives.
b) Development of a frame work and support for evidence-informed advocacy
on maternal health reduction.
c) Supporting collection, analysis and use of data on maternal mortality and
morbidity. UNFPA will work closely with MOH in the development of the
Health Management Information System (HMIS) to capture information
relevant for maternal mortality.
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d) Building the capacity of government and other partners to integrate
maternal mortality and morbidity into emergency preparedness and
response. Technical assistance to develop and regularly update a database
on vital statistics will be provided to relevant ministries. UNFPA will work
in collaboration with UNHCR in IDP profiling to get information on their
reproductive health needs.
36. Output 2: Strengthened capacity of selected sector ministries and partner organizations in
collection, analysis, dissemination and utilization of disaggregated population data for
planning and delivery of humanitarian, recovery and development assistance. Strategies for
output 2 include:
a) Improving the capacity of selected sector ministries and partner
organizations in data collection and analysis; in partnership with local
university continue in service training courses for staff from statistical
departments of line ministries. Follow up training courses on DevInfo will
be conducted.
b) Providing technical support for better planning and monitoring of
humanitarian assistance and recovery; study tours to countries where
National Statistical Systems are efficient and recruitment and placement of
demographer/statisticians in Ministry of Planning
c)
37. Gender component the outcome of this component is: Socio-cultural environment to
advance gender equality, reproductive health and women’s empowerment improved. There
are two outputs within this component.
38. Output 1: Increased advocacy and community engagement for the reproductive health and
rights of women and adolescents girls and the elimination of harmful practices affecting
maternal health. Strategies for output 1 include:
a) Awareness raising on the effects of female genital mutilation and early
marriage on maternal mortality and morbidity;
b) Advocating for implementation of laws prohibiting female genital
mutilation; UNFPA will provide technical and financial support needed
for the development and endorsement of the FGM/c policy.
c) Enhancing community-based efforts to address harmful effects of early
marriage and FGM/C; UNFPA in partnership with CBO and LNGO, will
facilitate dissemination of knowledge of socio-cultural dynamics, effects
of FGM/C and early marriage,
d) Strengthening community based initiatives to enhance the retention of
girls in formal and non formal education; UNFPA with relevant partners
will undertake assessment of barriers and drivers of retention of girls in
both formal and non formal education.
e) Carrying out attitude surveys amongst young men and older men on
FGM/C and early marriage.
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39. Output 2: Enhanced systems and mechanisms for prevention of and protection from all
forms of gender-based violence, using a human rights perspective, including in emergency
and post conflict situation. Strategies for output 2 include;
a) Strengthening the capacity of selected non-governmental and communitybased organizations to provide health and psychosocial support to
survivors of gender-based violence, including support to address
complications of female genital mutilation;
b) Supporting the institutionalization of modules on prevention of gender
based violence in a training of trainers curricula for health care providers;
c) Strengthening community level safety nets for survivors of gender based
violence; in collaboration with GBV service providers support provision
of small micro credit grants to GBV survivors
d) Interventions for men, boys and community leaders in prevention of GBVmedia talk shows and workshops for perception and attitude change
e) Addressing sexual and gender based violence as part of humanitarian
response and as per Minimal Initial Service Package (MISP). During
emergencies UNFPA will initiate collaboration with various humanitarian
agencies to mainstream GBV prevention and response into their plans, as
well as put some measures to provide response.
Puntland strategy
40. The partnership strategy is guided by the principle that the attainment of the desired
outcomes is possible only with the support and concerted action of stakeholders. Building
consensus and creating a deeper sense of ownership and accountability of the intended
outcomes among partners is critical in achieving results. Hence, establishing partnerships
with local agencies and organizations and international development partners is a key to
achieving desired outcomes.
41. Puntland authorities and Government agencies will continue to be the main partners for
UNFPA’s assistance to ensure ownership, policies and strategies formulation for delivery
and sustainability of results. Relevant ministries, such as Planning, Health, Youth and
Women’s and Family’s Affairs, will play a key role in providing policy and programme
directions, and in mainstreaming certain development approaches such as gender principles
and human rights-based approach.
42. Key Partners
1. Ministry of Planning &International cooperation
2. Ministry of women development and family affairs
3. Ministry of Health
4. Ministry of Justice, religious affairs and Rehabilitation.
5. Benderqasim Hospital
6. Galkayo Medical Centre
7. Garowe hospital
8. Galkayo General Hospital
9. Baran Hospital
10. Sexual Assault Referral Center (SARC)
11. Puntland AIDS Commission (PAC)
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12. Puntland Centre for Human Rights and Democracy (PUNCHAD)
13. Puntland Y-Peer Network (SYPN)
14. Somali Socio-Cultural Organization
15. Paralegal Aid organization
16. Ministry of Youth and Sports,
17. Somali Birth Attendants Cooperation Organisation(SBACO)
18. Las Qory Concern.
Monitoring and Evaluation
43. The aim of the monitoring and evaluation (M&E) plan is to effectively track the progress
that is being made to achieve the expected programme outcomes. The plan will be based on
selected indicators and means of verification that are found in the results and resources
framework.
44. Harmonized or joint evaluations and reviews with partners will provide feedback and
guidance on management of the process, results and outcomes and will ensure that the
programme is focused on Somali priorities, that achievements and lessons learned are
recognized, that difficulties are addressed and that best practices are acknowledged. In
cooperation with partners, donors and the rest of the UN system, joint monitoring will be
undertaken on a regular basis. For purposes of harmonization, the basis for evaluation are
indicators agreed by various UN agencies and those indicated in this document.
45. An annual programme review will assess achievement of results against proposed outputs.
This will include both technical and financial review to assess progress, achievements,
lessons learned, issues and challenges. Key results and findings will be shared with all
stakeholders.
46. Monitoring of the programme activities will be undertaken through joint visits and on-going
consultation with major stakeholders. Participatory monitoring processes will be undertaken
and where appropriate baseline surveys will be conducted with relevant partners.To
facilitate assurance activities, Implementing partners and the UN agency may agree to use a
programme monitoring and financial control tool allowing data sharing and analysis
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CPAP Results Frame work and Resource Puntland
UNSAS OUTCOME 1 Somali people have equitable access to basic services – health education, shelter, water and sanitation.

Country programme

Country
output

programme

Output indicators

Implementing Partners

Indicative resources by output (per annum,
USD in

Outcome
Y1
Outcome 1
Demand for, access to and
utilization of equitable,
improved reproductive health
services are increased in all
three zones of Somalia,
including in settlements for
internally displaced people.

Outcome indicators.
Modern
contraceptives
prevalence rate
Baseline:
1.2%
Target: 10%
Percentage of births
attended by skilled

Output 1: Improved
health care delivery to
support reduction of
maternal and neonatal
mortalities and related
morbidities

Number of obstetric
fistula cases successfully
repaired at supported
sites
Number of graduated
midwifes
Number of service
delivery points in target
sites providing at least
three modern family
planning methods
% of service delivery
points using standard
service protocols
Case fatality rate of
maternal complications
Distribution of Total resources for output 1

Ministries of Health
Ministries
of
Women’s
Development and Family Affairs;
Training institutes, Universities
Local and International NGOs,
Community based organizations
United Nations organizations;
Professional Associations

Y2

Y3

Y4

Y5

total

.2905

.290
5

.290
5

1.4525

.21

.21

1.467

..500
5

2.9195

Regular Resources
.2905

.2905

Other Resources
.4

.375

.272

.6905

.6655

.5625
.500
5

Output

2:

Increased

Output indicators:
Baseline: 0 Target: 5

Ministries of Health
National AIDS Commissions

Regular Resources

health personel
Baseline:

9%

Target: 20%
Percentage of most at-risk populations
reached with HIV
prevention programs

Baseline: 0% Target:
15%

capacity of government
and
identified
community based and
non-governmental
organizations to offer
quality, comprehensive,
sexual
reproductive
health
services,
education
and
information for young
people, with particular
focus on most at risk
young people.

Number of peer educators
trained in HIV/AIDS
prevention and ASRH
Baseline: 80 Target: 280

Ministry of youth and Sports.
Local and International NGOs,
Community based organizations
United Nations organizations;

Distribution of total resources for output 2

.0595

.0595

.0595

.059
5

.059
5

.2975

Other Resources
.1

.125

.068

.09

.09

0.473

.1595

.,1845

..1275

.1.49
5

.1.49
5

.7705

.171

.171

.855

UNSAS OUTCOME 11 : Somali people benefit from poverty reduction through equitable economic development and decent work
Outcome 2:

Output 1:

Availability of reliable
demographic and related data,
institutional capacities and
systems for planning,

Improved systems for
generation, analysis and
dissemination of
disaggregated population

Number of up-to-date databases on
key humanitarian, recovery and
development variables to guide
achievement of the country
programme outputs and monitoring
maternal mortality and morbidity.

Ministries of Planning

Regular Resources

.171
.171
.171
Ministries of Health
Training
institutes,
Other Resources
Universities
Local and International
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UNSAS OUTCOME 11 1: Somali people live in stable environment where rule of law is respected and rights based and engendered development is perused.
delivery and monitoring of
and related data, with
Number of quality reports on
NGOs, United Nations .396
.28
utilization
of
the
datasets
for
humanitarian,
recovery
and
particular
focus
at
data
organizations;
Ministry of Women’s
Regular Resource
Output 1
Outcome 3
Number of religious
measuring
attainment
development policies and
for
better monitoring
Increased
advocacy of
and
leaders trained
to of the
country
programme
and
engagement
Socio-cultural
environment
and Family
address
negative outputs Development
programmes, especially
at to community
maternal health
on zonal
monitoring
of
maternal
mortality
.102
.102
.102
the reproductive
advance
gender level.
equality, for
impact of female
zonal and sub-zonal
and subzonal
levels in
and
morbidity
.
and
rights
of
reproductive
health
and health
Affairs;
genital mutilation
order to inform
Other Resources
women’s
empowerment women and adolescents
Baseline: 0
Outcome indicators:
interventions in this area
improved. There are two girls and the elimination
Ministry of Planning and
Number of initiatives
.15
.225
.125
outputs
this of harmful practices
conducted to address
Commonwithin
understanding
affecting
maternal
health
component.
International
Cooperation;
FGM
and
early
of operational linkages
marriage
between
population,
.567
.451
.171
Distribution of total resourcesBaseline:
for output
Training institutes, Universities
0 1
reproductive
health,
Outcome
genderindicators:
and poverty
Ministries
Number of trained personnelRegional
with
Regular Resources
Output 2:
and
district of Planning
reduction.
and International
expertise in collection, analysis,
Annual
MDG
and
Cooperation
dissemination and application
of
Authorities
NGOs, Community
Strengthened capacity
.129
.129
.129
poverty related reports
Training
institutes,
demographic and related data
for
Number of young girls of selected sector
based
organizations.
take
into
account
Universities
humanitarian, recovery and
between 5 to 15 whyo
Other Resources
ministries and partner
population
dynamics
Unitedagencies
Nations
development interventions. United Nations
have undergone
and
gender issues.
organizations in
FGM/C
Number of quality reports on organizations;
.204
.12
Ministries Health,
FGM/C prevalence rate collection, analysis,
progress in integration of
Baseline: 98% Target: Distribution
.252
.327
.227
of
Total
resources
for
output
1
dissemination and
ICPD and MDG concerns in
85%
Ministries Gender
utilization of
humanitarian, recovery and
Laws, policies and
Output 2
Number of community Ministries of women development Regular Resources
development
programmes.
disaggregated
strategies to
Enhanced systems and
based initiatives
and FamilyMunicipalities
affairs in PL, SL and SC
incorporate gender
population
data
for
against
gender
based
.048
.048
.048
mechanisms for
Somalia
equality and human
violence
especially
planning
and
delivery
prevention of and
rights of women and
targeting young men
Other Resources
of
humanitarian,
protection
from all forms
girls
and boys

.676

.102

.102

.51

0

0

.5

.171

.171

1.531

.129

.129

.645

.102

.102

1.01

.048

.048

.24

.129

.129

.324

recovery and
development
assistance.

Distribution of total resources for output 2

.333

.249

.129

.969
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Net Enrolment Rates
(NER) of girls
Baseline: 20% Target:
30%

of gender-based
violence, using a human
rights perspective,
including in emergency
and post conflict
situation.

.15

.225

.125

0

0

.5

Distribution of total resources for output 2

.198

.273

.173

.048

.048

0.74

Regular

.8

.8

.8

.8

.8

4

Regular (PCA)

.02

.02

.02

.02

.02

.1

Others

1.4

1.35

0.59

.2

.2

3.74

2.22

2.17

1.41

1.02

1.02

7.84

Number of institutions
providing services to
victims of gender
based violence.

Women and human rights networks
in PL, SL and SC Somalia

International and Local NGOs

.
UNDP,UNICEF,UNHCR

Distribution
resources

Total resources

of

total
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CPAP Planning and tracking tool Puntland
Country: Puntland
CP Cycle: Second 2011-2015
RESULTS

I
n
d
i
c
a
t
o
r

Mo
V

UNSAS outcome

Somali people have equitable access to basic services – health, education, shelter, water and sanitation.
Indicator

Responsib
le party

Baseline

MoV

Responsible
party

Target

YR1

baselin
e

Achievement

YR2

target

achieveme
nt

T

YR3

A T

YR4

A T

YR5

A T

A

CP Outcome 1
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Demand for, access
to and utilization of
equitable, improved
reproductive health
services are
increased in all three
zones of Somalia,
including in
settlements for
internally displaced
people.

Modern
contraceptives
prevalence rate

%
of
births
attended
by
skilled
birth
attendants

MICS

MICS

1%
(MICS
2006) To
be
updated
once
results
from
MICS 4
are
available
late 2011

MOH/UN

MOH/UN

7%(MI
CS
2006)
To be
updated
once
results
from
MICS 4
are
availabl
e

0.

(TBD
1
1To be
updated
1
once
M
results
Ifrom
CMICS 4
are
availabl
e late
2011

TBD
To be
updated
once
results
from
MICS 4
are
availabl
e late
2011

TBD To

TBD

TBD To

be
updated
once
results
from
MICS 4
are
available
late 2011

To be
updated
once
results
from
MICS 4
are
availabl
e late
2011

be
updated
once
results
from
MICS 4
are
available
late 2011

TBD To

TBD

TBD To

be
updated
once
results
from
MICS 4
are
available
late 2011

To be
updated
once
results
from
MICS 4
are
availabl
e late
2011

be
updated
once
results
from
MICS 4
are
available
late 2011
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Output
1.1:
Improved
health
care delivery to
support reduction of
maternal
and
neonatal mortalities
and
related
morbidities.

Percentage of
most -at-risk
populations
reached with
HIV prevention
programs

UNG
ASS
biannua
l
report
s,
nation
wide
mappi
ng
Surve
y

MOH/UN

No
data
availabl
e

TBD, To
be
updated
once
results
from
Nation
Wide
Mapping
are
available
late
2011

TBD

TBD

TBD

TBD

Number
of
obstetric fistula
cases
successfully
repaired
at
supported sites

M/E,
Healt
h
Centr
e
Recor
ds

MOH

Baselin
e NA

50

50

50

50

200

Number
graduated
midwifes

M/E,
Instit
ute
Recor
ds

MOH

Baselin
e NA

0

20

20

20

80

of

UNFPA

UNFPA
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Number
of
service delivery
points in target
sites providing at
least
three
modern family
planning
methods

M&E

MOH

Instit
ution
al
Recor
ds

UNFPA

Proportion of
service delivery
points correctly
use protocols and
guidelines of
maternal health
(FP,ANC,PNC,E
mOC)

M&E

MOH

Facili
ty
Asses
sment

UNFPA

Case fatality rate
of
maternal
complications

M/E

MOH

Ratio
of B
EMOC facilities
per
500.000
population
Ratio
of C
EMOC facilities
per
500.000
population
% CS out of total
births

M/E

Baselin
e0

5

10

15

20

25

0%

5%

10%

20%

30%

50%

33%

25%

20%

15%

10%

5%

BEmO
C 0.5

1

1.5

2

3

4

CEmO
C 2.2

2.2

2.2

2.5

2.5

2.5

0.6%

0.8%

1%

2%

3%

4%

UNFPA
MOH
UNFPA
M/E

MOH
UNFPA

Surve
y

MOH
UNFPA
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CP outcome 2:
Availability of
reliable
demographic and
related data,
institutional
capacities and
systems for
planning, delivery
and monitoring of
humanitarian,
recovery and
development
policies and

Proportion of
service delivery
points correctly
use protocols and
guidelines of
STIs
Number of Peer
educators
trainedon
HIV/AIDS
prevention and
ASRH

M/E

M/E,
Progr
ess
Repor
ts,
Focus
group
discus
sions
to
assess
qualit
y

MOH

Annual MDG
and poverty
related reports
take into account
population
dynamics and
gender issues
Maternal
mortality and
morbidity
monitoring
system
developed in
selected sites.

M/E

MOH

MOH

0

4%

8%

12%

16%

20%

100

140

180

220

260

300

NA

Report

Report

Report

Report

Report

System
not
exist

3%

10%

20%

35%

50%

UNFPA

UNFPA

UNFPA
UNDPA

M/E

MOH
UNFPA
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programmes,
especially at zonal
and sub-zonal level
ensured.

Output 2.1:
Improved systems
for generation,
analysis and
dissemination of
disaggregated
population and
related data, with
particular focus at
data for better
monitoring of
maternal health on
zonal and sub-zonal
levels in order to
inform interventions
in this area

Data on each of
the programme
sectors for
assessment of
programme
impact on
reduction of
maternal and
neonatal
mortality and
morbidities.
Number of
institutions with
strengthened
systems in
applications of
data for
humanitarian,
recovery and
development
interventions.
Number of upto-date databases
on key
humanitarian,
recovery and
development
variables
Number of
quality reports
on utilization of
the datasets for
measuring
attainment of the
CP outputs and
monitoring of
maternal
mortality and
morbidity.

M/E

MOPIC/
MOH/
UNFPA

Data
not
availabl
e

3%

10%

20%

35%

50%

M/E

MOPIC/
UNFPA

2

3

4

5

6

7

M/E

MOPIC/
UNFPA

Databa
se is
not
availabl
e

1

2

3

4

5

M/E

MOPIC/
MOH/
UNFPA

Databa
se is
not
availabl
e

1

2

3

4

5
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Output 2.2:
Strengthened
capacity of selected
sector ministries and
partner
organizations in
collection, analysis,
dissemination and
utilization of
disaggregated
population data for
planning and
delivery of
humanitarian,
recovery and
development
assistance

Quick population
count is
conducted;
analyzed,
disseminated,
and results
translated into
program followactions
National
mechanisms to
elaborate and
monitor
integrated
population and
development
plan functioning
Number of
trained personnel
with expertise in
collection,
analysis,
dissemination
and application
of demographic
and related data
for humanitarian,
recovery and
development
interventions
Number of
quality reports
on progress in
integration of
ICPD and MDG
concerns in
humanitarian,
recovery and
development
programmes

M/E,
QPC
result
s

MOPIC/
UNFPA

NA

QPC
conducte
d

Data
used in
planni
ng and
M&E

Data
used in
plannin
g and
M&E

Data
used in
planni
ng and
M&E

Data
used in
planning
and
M&E

M/E

MOPIC/
UNFPA

NA

1

2

3

4

5

M/E

MOPIC/
UNFPA

20

30

30

30

40

120

E

MOPIC/
UNFPA

1

1

1

1

1

1
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Outcome 3
Socio-cultural
environment to
advance gender
equality,
reproductive health
and women’s
empowerment
improved

Statistical
departments in
Min of Planning
and other line
Ministries work
with DevInfo,
and are able to
collect
development
data and process
and analyze
these at a basic
level
Comprehensive
national policy
and strategy on
gender issues,
integrating GBV
and FGM
endorsed and
operational
Laws, policies
and strategies to
incorporate
gender equality
and human rights
of women and
girls
FGM/C
prevalence rate
reduced

M/E

MOPIC/
UNFPA

NA

1

1

1

1

1

Draft
Polic
y

MOWDAFA/
UNFPA

Draft
Policy
in place

Inputs
on FGM
and
GBV are
incorpor
ated

Policy
endors
ed

Polic
y,
starte
gy
docu
ments

MOWDAFA/
UNFPA

No data

TBD
2011

Surve
y

MOH/MOW
DAFA/
UNFPA

98%

98%

96%

94%

90%

85%

Net Enrolment
Rates (NER) of
girls

Surve
y

MOE/MOW
DAFA/
UNFPA

20%

22%

24%

26%

28%

30%

Policy
operatio
nal

TBD
2011
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Output 3.1:
Increased advocacy
and community
engagement for the
reproductive health
and rights of women
and adolescents girls
and the elimination
of harmful practices
affecting maternal
health

Proportion of
young girls
between 5 to 15
who have
undergone
FGM/C
Availability of
data on gender
based violence
and harmful
practices
Proportion of
key decision
makers,
community,
NGOs, women’s
groups and
religious leaders
supporting
gender equality,
including
elimination of
GBV
Number of
religious leaders
trained to
address negative
impact of
female genital
mutilation
% of SDP
correctly use
SGBV protocols
for management
of cases

Surve
y

MOWDAFA/
UNFPA

Data not available. Target will be set after the 2011 MICS

M/E

MOWDAFA/
MOH/
UNFPA

System
not
exist

3%

10%

20%

35%

50%

M/E

MOWDAFA/
UNFPA

System
not
exist

3%

10%

20%

35%

50%

M/E

MOWDAFA/
UNFPA

System
not
exist

10

30

50

70

90

M/E

MOH/UNFP
A

System
not
exist

5%

10%

20%

30%

40%
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Output 3.2:
Enhanced systems
and mechanisms for
prevention of and
protection from all
forms of genderbased violence,
using a human rights
perspective,
including in
emergency and post
conflict situation

Number of
initiatives
conducted to
address FGM
and early
marriage
Percentage of
decision makers
who are aware of
domestic
violence issues.
Percentage of
relevant law
enforcement
personnel in
provinces trained
to identify and
manage cases of
domestic
violence
Number of
community
based initiatives
against gender
based violence
especially
targeting young
men and boys
Number of
institutions
providing
services to
survivors of
gender based
violence

M/E,
Progr
ess
Repor
ts

MOWDAFA/
UNFPA

0

1

2

5

8

10

M/E
study

MOWDAFA/
UNFPA

Data not available. Target will be set in 2011

M/E

MOWDAFA/
UNFPA

Data not available. Target will be set in 2011

M/E

MOWDAFA/
UNFPA

0%

5

10

20

50

70

M/E,
Mapp
ing of
institu
tions

MOWDAFA/
UNFPA

5

10

20

30

40

50
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South Central Zone
Situation Analysis
1. The humanitarian situation in south-central Somalia as a result of the continued conflict is
determined mainly by the long-term displacement of a large part of the population of
Mogadishu, mostly in the periphery of the capital and by short-term and localized
displacements from other strategically important towns. Recurring environmental shocks
such as droughts and floods as well as the generalized collapse of basic social services also
contribute to the deplorable humanitarian situation in south Central.
2. This has had debilitating effect on the social services infrastructure, particularly health; there
has been destruction of health facilities, interruption of referral networks, and displacement
of health workforce amongst other issues. This coupled with continued unrest and political
instability, access to and even reach by populations that are most in need has continued to be
a challenge.
3. The Transitional Federal Government (TFG) located in Mogadishu has limited control over
the territory of the country. The recent surge in the conflict has resulted in an estimated 3.2
million people being in need of emergency humanitarian assistance, out of which 1.4 million
are internally displaced. According to UNOCHA update, there are up to 570,000 people
displaced out of which 200,000 live in South Central Somalia.
4. Access by humanitarian workers to affected population in most of south & central Somalia
remains a major challenge; ranging from difficult to extremely difficult. Recent attacks on
humanitarian agencies by militant groups forced up to 8 agencies to close operations in the
south central region and 23 humanitarian facilities being adversely affected. Further,
suspension of the WFP operations led to cessation of general food distribution and affected
hospital feeding programmes.
5. Shrinking humanitarian space in the south, has led to many humanitarian agencies including
NGOs &UN to shift their base to Central Somalia which is relatively calm and humanitarian
access has improved. These areas include; Galgadud, south Mudug.
6. Reproductive health; The latest reproductive health situation analysis carried out early 2009
concluded that more than 90% of women deliver at home and more than half are assisted by
a traditional birth attendant. Access to skilled delivery care and emergency obstetric care is
poor, and the rural and nomadic populations are virtually without access to timely obstetric
intervention should the need arise.
7. Lack of access to basic and emergency obstetric care is a major cause of high maternal and
neonatal mortality and morbidity; primarily lack of facilities able to deliver basic emergency
obstetric care, and a dire shortage of qualified midwives. The referral centers for caesarean
sections are underutilized and the services are of poor quality with a high case fatality rate.

8. Newborn care is neglected, with major missed opportunities to secure immediate survival.
Only one out of four pregnant women attends antenatal care where services are of poor
quality, constituting another missed opportunity.
9. The total fertility rate is estimated at 5.7 children per woman. With regards to Family
planning, 26% of women have unmet needs yet only 1% of Somali women uses a modern
method of family planning. Post-abortion care and medical treatment for victims of sexual
and gender-based violence and STIs are not universally available. The special needs of
adolescents are presently not being addressed.
10. Continued conflict and unfavourable socio economic conditions coupled with high level of
illiteracy for women is another major impediment to their accessing reproductive health
information.
11. HIV; The latest HIV data highlight the reality of multiple epidemics in Somalia with
generalized features in and there is a concentrated and low level epidemic in South Central.
12. GBV; Continued violence in south central Somalia is increasing the incidence of sexual
attacks against women and girls. Like in the rest of Somalia, prevalence rates of female
genital mutilation in south central zone remains high at an average of 98 per cent in all the
zones including south central. This is despite the adverse effects it has on women’s
reproductive health.
13. Defined priority areas for action to include:
i.
Essential and Emergency Obstetric Care including skilled attendance at
birth
ii. Antenatal, Postpartum and Neonatal Care, Birth spacing/Child Limiting
and Prevention of Pregnancy
iii. Obstetric Fistula, Post abortion Care and Sexual and Gender Based
Violence including FGM
iv.
Human Resources, Finances and Governance
Proposed Programme
14. The continuous displacement of large parts of the population out and within the regions of
south central has resulted in a situation of instability and continuous lack of coordination a
situation that has resulted in haphazard delivery in health related interventions. Together with
the continuous deterioration in the position of the TFG and its inability to play the role of the
government coordination authority, programme implementation needs new innovative
strategies that ensure communities especially women and children are reached with health
related interventions.
15. The south Central programme will therefore focus on two areas; outcome one and outcome
three- Reproductive Health and Gender. Inaccessibility and complete break down of the
system in south Central poses a huge challenge in relation to population and development.
16. Programmatic interventions will continue to be through networks of local non-governmental
organizations having long standing partnerships with UNFPA-Somalia. Those that have
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implemented activities and ensured service delivery on behalf of UNFPA in the previous
Programme phase 2008-2010.
17. Focus also for south Central is proposed to be mainly within the more secure and stable
central zones as these have better accessibility. With focus being primarily supporting health
supplies delivery and capacity building of local partner organizations and local
administration through the health institutions available.
18. Partners/Contractors will include ministry of health, international and local NGOs and CBI.
Implementation of the proposed programme will involve the local levels at the regions.
19. The central part of Somalia had never been targeted during the last programme cycle, this
part (3 regions) is hosting an increasing numbers of IDPs and currently enjoying relatively
better access will be included during 2011-2015.
20. Reproductive Health The outcome of this component is: demand for, access to and
utilization of equitable, improved reproductive health services are increased in all three zones
of Somalia, including in settlements for internally displaced people.
21. Output 1: Improved health care delivery to support reduction of maternal and neonatal
mortalities and related morbidities including increased access to and use of integrated
HIV/AIDS.
22. Strategies for output one include
(a) Develop, monitor and coordinate the implementation of the road map for
reduction of maternal mortality;
(b) Building the capacity of skilled birth attendants;
(c) Strengthening the concept of community midwifery to improve maternal
health;
(d) Strengthening the capacity of identified health facilities to provide basic
and comprehensive emergency obstetric care as well as obstetric fistula
repair for affected women;
(e) Strengthening referral systems for emergency obstetric care;
(f) Provision of reproductive health emergency kits;
(g) Increasing and consolidating partnerships to address reproductive health
needs in humanitarian context and emergency situation as per Minimal
Initial Service Package (MISP).
23. Gender; The outcome of this component is: Socio-cultural environment to advance gender
equality, reproductive health and women’s empowerment improved.
24. Output 2: Enhanced systems and mechanisms for prevention of and protection from all
forms of gender-based violence using a human rights perspective, including in emergency
and post conflict situation.
25. Strategies include for output two include;
(a) strengthening the capacity of selected non-governmental and communitybased organizations to provide health and psychosocial support to survivors of
sexual and gender-based violence, including support to address complications
of female genital mutilation;
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(b) supporting the institutionalization of modules on prevention of sexual and
gender based violence in a training of trainers curricula for health care
providers;
(c) strengthening community level safety nets for survivors of sexual and gender
based violence;
(d) Promoting interventions for men, boys and community leaders involvement in
prevention of sexual and gender based violence;
(e) Addressing sexual and gender based violence as part of humanitarian response
and as per Minimal Initial Service Package (MISP).
Key Partners
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.

Ministry of Health
Ministry of Women’s Development and Family Affairs
The AIDS commissions, SCAC
GMC
UNICEF
WHO
UNHCR
OCHA
INGOs
LNGOs

Monitoring and evaluation
The situation of South Central continues to be highly volatile with pockets of stability. UNFPA
has previously implemented programmes through networks of organizations and built capacities
of local partners through networking and bringing them out for trainings.
In the case of monitoring and Evaluation of UNFPA’s activities in south Central zone; as the
region is increasingly insecure and with little or no access to the hard to reach areas due to
heightened insecurity. Consultants would be hired to conducted monitoring and evaluation of
UNFPA’s activities in most cases. The Monitoring team with time would also explore other
creative ways of monitoring for instance the use of text messaging for third party monitoring.
This would at least confirm deliveries to required points, and confirmations of actual
implementation of activities by partners.

82

CP Cycle

Second 2011-2015

UNSAS OUTCOME 1 Somali people have equitable access to basic services – health education, shelter, water and sanitation.

Country programme

Country
output

programme

Output indicators

Implementing Partners

Outcome

Indicative resources by output (per annum, USD in
Y1

Outcome 1
Demand for, access to and
utilization of equitable, improved
reproductive health services are
increased in all three zones of
Somalia, including in settlements
for internally displaced people.

Outcome indicators.
Modern contraceptives
prevalence rate
Baseline: 1.2% Target:
10%
Percentage of births
attended by skilled
health personel
Baseline: 9% Target:
20%
Percentage of most -at-

Output 1: Improved health
care delivery to support
reduction of maternal and
neonatal mortalities and
related morbidities

Number of obstetric fistula
cases successfully repaired
at supported sites
Number of graduated
midwifes
Number of service delivery
points in target sites
providing at least three
modern family planning
methods
% of service delivery points
using standard service
protocols
Case fatality rate of
maternal complications
Distribution of Total resources for output 1

Ministries of Health
Ministries of Women’s Development
and Family Affairs;
Training institutes, Universities
Local and International NGOs,
Community based organizations
United Nations organizations;
Professional Associations

Output
2:
Increased
capacity of government and
identified community based
and
non-governmental
organizations
to
offer
quality,
comprehensive,
sexual reproductive health

Ministries of Health
National
AIDS
Commissions
Ministry of youth and Sports.
Local and International NGOs,
Community based organizations
United Nations organizations;

Baseline: 0 Target: 5
Percentage of young women
and men aged 15 to 24 who
correctly identify ways of
preventing sexual
transmission of HIV and other
STIs

Y2

Y3

Y4

Y5

total

.336

.336

.336

1.68

Regular Resources
.336

.336

Other Resources
.960

.675

.560

.35

.35

2.895

1.296

.1.011

.896

.686

.686

4.575

.0595

.0595

.0595

.32

.14

.15

.15

0.905

Regular Resources
.0595

.0595

Other Resources
.24

..225

risk populations
reached with HIV
prevention programs

Baseline: 0% Target:
15%

services, education and
information for young
people, with particular
focus on most at risk young
people.

Baseline: 4% Target: 15%

.2995

Distribution of total resources for output 2

UNSAS OUTCOME 11 : Somali people benefit from poverty reduction through equitable economic development and decent work
Outcome 2:
Output 1:
Number of up-to-date databases on key Ministries of Planning
humanitarian, recovery and
Availability of reliable
Improved systems for
Ministries of Health
development variables to guide
achievement of the country programme Training institutes,
demographic and related data,
generation, analysis and
Universities
outputs and monitoring maternal
institutional capacities and
dissemination of
Local and International
mortality and morbidity.
systems for planning, delivery
disaggregated population
NGOs, United Nations
Number
of
quality
reports
on
and monitoring of humanitarian,
and related data, with
organizations;
utilization of the datasets for
recovery and development
particular focus at data for
measuring attainment of the country
policies and programmes,
better monitoring of
programme outputs and monitoring of
especially at zonal and sub-zonal maternal health on zonal
maternal mortality and morbidity.
level.
and subzonal levels in order
to inform interventions in
Outcome indicators:
this area
Common understanding of
operational
linkages
between
population,
reproductive health, gender
and poverty reduction.
Annual MDG and poverty
related reports take into
account
population
dynamics
and
gender
issues.

Distribution of total resources for output 1
Output 2:
Strengthened capacity of
selected sector ministries
and partner organizations in
collection, analysis,

Number of trained personnel with
expertise in collection, analysis,
dissemination and application of
demographic and related data for
humanitarian, recovery and
development interventions.

Ministries of Planning and
International Cooperation
Training institutes,
Universities
United Nations
organizations;

.2845

.1995

.2095

.2095

1.225

.058

.058

.058

.29

Regular Resources
.058

.058

Other Resources

.132

.15

0

0

0

.282

.19

.208

.058

.058

.058

.572

.042

.042

.042

.21

Regular Resources
.042

.042

Other Resources
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dissemination and
utilization of disaggregated
population data for
planning and delivery of
humanitarian, recovery and
development assistance.

Number of quality reports on progress
in integration of ICPD and MDG
concerns in humanitarian, recovery and
development programmes.

Ministries Health,

.068

.05

0

0

0

.118

.11

.092

.42

.42

.42

.328

.136

.136

.136

.68

.225

0

0

Ministries Gender
Municipalities

Distribution of total resources for output 2

UNSAS OUTCOME 11 1: Somali people live in stable environment where rule of law is respected and rights based and engendered development is perused.
Outcome 3
Socio-cultural environment to
advance
gender
equality,
reproductive health and women’s
empowerment improved. There
are two outputs within this
component.

Outcome indicators:

Output 1
Increased advocacy and
community engagement for
the reproductive health and
rights of women and
adolescents girls and the
elimination of harmful
practices affecting maternal
health

Number of religious
leaders trained to address
negative impact of
female genital mutilation
Baseline: 0
Number of initiatives
conducted to address
FGM and early marriage
Baseline: 0

Ministry of Women’s

Regular Resource

Development and Family
.136

.136

Affairs;
Other Resources
Ministry of Planning and
.4

.3

International Cooperation;
Training institutes, Universities
Regional and district

Number of young girls
between 5 to 15 whyo
have undergone FGM/C
FGM/C prevalence rate
Baseline: 98% Target:
85%

Authorities NGOs, Community based
organizations.
United Nations agencies

85

.925

Laws, policies and
strategies to incorporate
gender equality and
human rights of women
and girls
Net Enrolment Rates
(NER) of girls
Baseline: 20% Target:
30%

.536

Distribution of Total resources for output 1
.
Output 2
Enhanced systems and
mechanisms for prevention
of and protection from all
forms of gender-based
violence, using a human
rights perspective,
including in emergency and
post conflict situation.

Number of community
based initiatives against
gender based violence
especially targeting
young men and boys
Number of institutions
providing services to
victims of gender based
violence.

Ministries of women development and
Family affairs in PL, SL and SC
Somalia

.436

.361

.136

.102

1.605

.064

.064

.064

.32

Regular Resources
.064

.064

Other Resources
Women and human rights networks in
PL, SL and SC Somalia

.4

.3

.225

0

0

.925

Distribution of total resources for output 2

.464

.364

.289

.064

.0464

0.815

Regular

.7

.7

.7

.7

.7

3.5

Regular (PCA)

.1

.1

.1

.1

.1

.1

Others

2.2

1.7

1.15

.5

.5

6.05

3

2.5

1.95

1.3

1.3

10.05

.

International and Local NGOs

UNDP,UNICEF,UNHCR

Distribution of total resources

Total resources
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South Central Planning and tracking tool
CP Cycle: Second 2011-2015

RESULTS

Indicato
r

UNSAS outcome

Somali people have equitable access to basic services – health, education, shelter, water and sanitation.
Indicator

MoV

Responsible
party

Mo V

Baseline

Responsible
party

Target

YR1

baseli
ne

Achievement

YR2

target

achieve
ment

T

YR3

A

T

YR4

A

T

YR5

A

T

A

CP Outcome 1

87

Demand for, access to and
utilization of equitable,
improved reproductive
health services are increased
in all three zones of Somalia,
including in settlements for
internally displaced people.

Modern
contraceptives
prevalence rate

MICS

MOH/UN

0.3
(MIC
S
2006
) To
be
updat
ed
once
result
from
MIC
S4
are
relea
sed
durin
g
2011

TBD

TBD

TBD

TBD

TBD

To
be
updat
ed
once
result
from
MIC
S4
are
relea
sed
durin
g
2011
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% of births attended
by skilled birth
attendants

MICS

Percentage of most at-risk populations
reached with HIV
prevention programs

UNGAS
S biannual
reports,
Nation
Wide
Survey

MOH/UN

MOH/UN

6%
(MIC
S
2006
) To
be
updat
ed
once
result
from
MIC
S4
are
relea
sed
durin
g
2011

TBD

No
data
avail
able

TBD
To
be
updat
ed
once
result
of
natio
n
wide
mapp
ing
are
avail
able
late
2011

TBD

TBD

TBD

TBD

TBD

TBD

TBD

TBD

To
be
updat
ed
once
result
from
MIC
S4
are
relea
sed
durin
g
2011
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Output 1.1: Improved health
care delivery to support
reduction of maternal and
neonatal mortalities and
related morbidities.

Number of obstetric
fistula cases
successfully repaired
at supported sites

M/E,
health
centre
records

MOH/UNFPA

Basel
ine
NA

50

50

Number of
graduated midwifes

M/E,
institute
records

MOH/UNFPA

Basel
ine
NA

proce
ss

40

Number of service
delivery points in
target sites providing
at least three modern
family planning
methods

M&E

MOH/UNFPA

Basel
ine
0%

5%

5%

Proportion of service
delivery points
correctly use
protocols and
guidelines of
maternal health
(FP,ANC,PNC,EmO
C)

M&EFac
ility
Map[pin
g

MOH/UNFPA

0%

5%

Case fatality rate of
maternal
complications

M/E

MOH/UNFPA

N/A

Ratio of B EMOC
facilities per 500.000
population

M/E

Survey,
facility
mapping

To
be
estim
ated
MOH/UNFPA

BEm
OC

50

50

200

40

80

5%

5%

25%

10%

15%

30%

35%

2%
reduc
tion
of
estim
ate

5%

10%

12%

15%

4

2

3

4

4

1.3
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Ratio of C EMOC
facilities per 500.000
population

M/E

MOH/UNFPA

2

1.2

1.4

1.6

2

CEm
OC
1.7

Output 1.2: Increased
capacity of government and
identified community based
and non-governmental
organizations to offer
quality, comprehensive,
sexual reproductive health
services, education and
information for young
people, with particular focus
on most at risk young
people.

CP outcome 2:
Availability of
reliable
demographic and
related data,
institutional
capacities and
systems for
planning, delivery
and monitoring of

% CS out of total
births

Survey

MOH/UNFPA

0

0.5%

0.8%

1.5%

2.5%

3%

Proportion of service
delivery points
correctly use
protocols and
guidelines of STIs
Percentage of young
women and men aged
15 to 24 who
correctly identify
ways of preventing
sexual transmission
of HIV and other
STIs

M/E

MOH/UNFPA

0

1%

4%

6%

8%

10%

M/E

MOH/UNFPA

0

1%

5%

9%

10%

12%

Annual MDG and poverty
related reports take into
account population dynamics
and gender issues

M/E

MOPIC/
UNFPA

NA

MDG

MDG

MDG

MDG

MDG

Maternal mortality and
morbidity monitoring system
developed in selected sites.

M/E

MOH/
UNFPA

MMA
System not
exist

3% of
Hosp
covere
d by
MMA

10%

20%

35%

50%
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humanitarian,
recovery and
development
policies and
programmes,
especially at zonal
and sub-zonal level
ensured.

Output 2.1:
Improved systems
for generation,
analysis and
dissemination of
disaggregated
population and
related data, with
particular focus at
data for better
monitoring of
maternal health on
zonal and sub-zonal
levels in order to
inform interventions
in this area

Output 2.2:
Strengthened
capacity of selected
sector ministries and
partner
organizations in
collection, analysis,
dissemination and
utilization of
disaggregated
population data for
planning and

Data on each of the
programme sectors for
assessment of programme
impact on reduction of
maternal and neonatal
mortality and morbidities.
Number of institutions with
strengthened systems in
applications of data for
humanitarian, recovery and
development interventions.
Number of up-to-date
databases on key
humanitarian, recovery and
development variables
Number of quality reports on
utilization of the datasets for
measuring attainment of the
CP outputs and monitoring
of maternal mortality and
morbidity.
Quick population count is
conducted; analyzed,
disseminated, and results
translated into program
follow-actions

M/E

MOPIC/
MOH/
UNFPA

Data not
available

3%

10%

20%

35%

50%

M/E

MOPIC/
UNFPA

N/A

M/E

MOPIC/
UNFPA

Database is
not
available

1

2

3

4

5

M/E

MOPIC/
MOH/
UNFPA

Database is
not
available

1

1

1

1

1

M/E

MOPIC/
UNFPA

NA

QPC
condu
cted

M/E

MOPIC/
UNFPA

NA

1

Data
used
in
planni
ng and
M&E
3

Data
used
in
planni
ng and
M&E
4

Data
used in
plannin
g and
M&E

National mechanisms to
elaborate and monitor
integrated population and
development plan
functioning

Data
used
in
planni
ng and
M&E
2

Number of trained personnel
with expertise in collection,
analysis, dissemination and
application of demographic
and related data for
humanitarian, recovery and
development interventions
Number of quality reports on
progress in integration of
ICPD and MDG concerns in
humanitarian, recovery and
development programmes

M/E

MOPIC/
UNFPA

0

20

20

20

20

30

E

MOPIC/
UNFPA

1

1

1

1

1

1

5
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delivery of
humanitarian,
recovery and
development
assistance

Statistical departments in
Min of Planning and other
line Ministries work with
DevInfo, and are able to
collect development data and
process and analyze these at
a basic level

Outcome 3
Socio-cultural
environment to
advance gender
equality,
reproductive health
and women’s
empowerment
improved

Comprehensive
national policy and
strategy on gender
issues, integrating
GBV and FGM
endorsed and
operational
Laws, policies and
strategies to
incorporate gender
equality and human
rights of women and
girls
FGM/C prevalence
rate reduced
Net Enrolment
Rates (NER) of girls

E

MOWDAFA/U
NFPA

E

Survey

Proportion of young
girls between 5 to
15 who have
undergone FGM/C

Availability of data
on gender based
violence and
harmful practices

Output 3.1:
Increased advocacy
and community
engagement for the

1

1

1

1

1

0

1

1

1

1

1

MOWDAFA/U
NFPA

0

1

1

1

1

1

MOH/MOWD
AFA/ UNFPA
MOE/MOWD
AFA/ UNFPA

98%

98%

96%

94%

90%

85%

20%

22%

24%

26%

28%

30%

Survey

MOWDAFA/U
NFPA

Data not available. Target will be set after the 2011 MICS

M/E

MOWDAFA/
MOH/ UNFPA

System not exist

15%

25%

35%

Survey

M/E

MOPIC/
UNFPA

NA

3%

10%
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reproductive health
and rights of women
and adolescents
girls and the
elimination of
harmful practices
affecting maternal
health

Output 3.2:
Enhanced systems
and mechanisms for
prevention of and
protection from all
forms of genderbased violence,
using a human
rights perspective,
including in
emergency and post
conflict situation

Proportion of key
decision makers,
community, NGOs,
women’s groups
and religious leaders
supporting gender
equality, including
elimination of GBV
Number of religious
leaders trained to
address negative
impact of female
genital mutilation
% of SDP correctly
use SGBV protocols
for management of
cases
Number of
initiatives
conducted to
address FGM and
early marriage

M/E

MOWDAFA/U
NFPA

System not exist

3%

10%

20%

35%

50%

M/E

MOWDAFA/U
NFPA

System not exist

30

30

30

40

5

M/E

MOH/UNFPA

System not exist

3%

10%

20%

35%

50%

M/E

MOWDAFA/U
NFPA

0

1

2

2

2

2

Percentage of
decision makers
who are aware of
domestic violence
issues.
Percentage of
relevant law
enforcement
personnel in
provinces trained to
identify and manage
cases of domestic
violence
Number of
community based
initiatives against
gender based
violence especially
targeting young men
and boys

M/E
study

MOWDAFA/U
NFPA

Data not available. Target will be set in 2011

M/E

MOWDAFA/U
NFPA

Data not available. Target will be set in 2011
20 personnel each year

M/E

MOWDAFA/U
NFPA

0%

3

3

3

2

3
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Number of
institutions
providing services
to survivors of
gender based
violence

M/E

MOWDAFA/U
NFPA

NA

5

10

10

10

10

Risks and Assumptions
State major risks and assumptions that could influence achievement of CP outputs and outcomes as indicated in the CP document. Assess whether risks
materialized, whether original assumptions were correct and highlight factors which facilitated or constrained results achievement.
Instructions:
2) Use one sheet per CP Outcome.
2) Where the CP is more complex, the matrix can be adapted by breaking CP outputs into sub-outputs with baselines, targets and
achievements.
3) It is useful, to the extent possible, at the beginning of the CP cycle to establish tentative output/sub -output targets for each year in the cycle.
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