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Foreword

During the period December 2013-January 2014, the Puntland Ministry of Health (MOH) convened policy consultations with its senior leadership both at the MOH Headquarters and from the regions, and the national and international health partners to jointly deliberate on the health (HRH) policy formulation. The process was led by the Health Minister and supported by the Deputy Ministers, the Director General and other senior officers ofMOH. The participants in these consultations discussed the expected important contribution that the health workforce will provide to the health system, and deliberated on different policy options and interventions, drawing on the experience and expertise of the convened stakeholders in a transparent, inclusive and participatory manner.
The participants took note of the poor health indicators in Puntland and the existing severe shortage in health workforce, compounded by the major urban and rural disparities revealed by the findings of the rapid HRH assessment, carried out prior to these consultative meetings. The urgent need to produce, recruit and deploy a well-trained, skilled and motivated health workforce was strongly emphasized. The forum deliberated on the need for a close HRH development partnership between national and international health partners rather than working along parallel pathways. The policy calls for the stakeholders’ prominent role for HRH development at a time when Puntland’shealth system is transitingfrom recovery to development with a mandate evolving towards universal health coverage (UHC) and the attainment of the health Millennium Development Goals (MDGs). 

To substantiate these endeavours, the Puntland government reiterates its strong commitment to HRH development and empowering the regional and local government authorities to assume a major role in the planning, training, deployment and remuneration of the community based health workers through the established local government decentralization process. The policy is fully aligned with the deployment norms and standards outlined in the Essential Package of Health Services (EPHS). Moreover, the HRH policy aims at achieving the workforce threshold targets set by the World Health Organization (WHO), to make it possible for the health sector to progress towards the goal of UHC and achieving the health MDGs. On behalf of the Puntland Ministry of Health, I strongly hope that all the relevant public and private sector institutions, the Civil Society Organizations (CSOs) and development partners will play a pivotal role in the implementation of this policy. I also invite the health sector partners to accelerate the momentum to ultimately improve health outcomes of thepopulation.
Dr SaadiqEenow
The Minister of Health
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1 Introduction
The civil war that erupted in Somalia in 1991 and its accompanying protracted social conflict and governance vacuum, have led to the establishment of the Puntland State of Regional Administration in 1989 with the aim to deliver the urgently required public services to the population and strengthen security and peace, while being committed to remain an integral part of a united government of Somalia. As a result of the concerted efforts for building public institutions, Puntland has remained relatively stable as a peaceful haven enabling it to host a large number of Somalis who were internally displaced by the ongoing civil violence that continued in other parts of the country. Puntland adopted its first Constitution in April 2012, recognizing the local autonomy and responsibility of districts in implementing the different development policies, strategies and programmatic interventions. These constitutional deliberations were subsequently translated into action, through the legislation of the local government public services decentralization, upholding a commitment to the protecting and promoting population health with focus on maternal and child care; preventing and controlling communicable diseases; encouraging public health sanitation; strengthening health institutions and regulating the private health sector. The Puntland second Five Year Development Plan (2014-2018) has recognized that the 3% government budgetary outlay for the sector to be low and envisaged an increase of 12%. However, the Ministry of Health is aiming at immediately scaling up the allocation to 5% of the government budget, while its long term target is to earmark 15% of the government spending to health, as anticipated by the majority of the African countries. The Puntland Five Year development plan also stresses on gender equity and its mainstreaming in all public policies and programmes.

To translate these legitimate aspirations into public health realities, the Puntland Ministry of Health (MOH) has formulated a state health policy, a health sector strategic plan and range of programmatic and regulatory interventions in the fields of health and nutrition. In their shared objectives, these strategic policies and programmes are aiming at realizing universal health coverage (UHC) and achieving the health Millennium Development Goals (MDGs). However, it is evident that
Human resources for health (HRH) are central to any envisaged progress in health and only through them,can the health sector secure effective service delivery to the population, which in turn will require the training of a range of diverse health workforce categories with a robust intrinsic capacity for production, deployment and effective utilization.
WHO defines Human Resources for Health (HRH) as “all people engaged in actions whose primary intent is to protect and improve health” including those who deliver direct services to the population, labelled as care providers, and those who are not directly engaged in the provision of services, but provide managerial and support inputs to the national health system. WHO also affirms that mothers looking after their sick children fall within the broader scope of the health workforce domain. The latter substantiates the need to engage the grass root communities in health action, for their strong bearing on producing the desired outcome.
These conceptual realities are confronted by a severe HRH shortage in Puntland, compounded by the prominent urban and rural imbalances. The latter has prompted the absence of trained health workers in all the nomadic settlements and most of the sub-district networks of villages. Likewise, the urban centersare struggling to provide essential health services to the population as they can be accessed only through the long and rough link roads, being situated far away from the major asphalted highway that connects the regional capitals of the state.Those centers which are situated along the coastlines or in the rocky mountainous areas face similar challenges. The lack of access to essential health services is primarily constrained by theabsence of a trained health workforce that can be effectively deployed and retained.
The HRH policy is being deliberated to reverse the existing HRH shortage in Puntland and ensure that effective policy directions are developed and translated into practice. The policy also aims at providing a harmonized platform,through which the national and international health partners can collaborate for HRHaccelerated developmentthrough shared plans, a robust management system and implementation mechanisms. The envisaged policy will emphasize on interventions that enable the production of a cost-effective and well trained workforce thatisequitably deployed, properly paid, motivated, supported and retained. In this endeavour partnerships will be forged with all the relevant public sector institutions, the private health sector, civil society organizations (CSOs), the local community in addition to, as well as the international development partners who can make an important contribution to the development of this vital component of the health system.
2 Policy Development Methodological Process

The health workforce policy development initiative was fostered by the Puntland MOH and sponsored through World Health Organization (WHO) collaborative technical support. The mission’s administrative logistics and facilitation processes were assigned to and successfully implemented and managed by the Puntland Development Research Center (PDRC),while the process of policy formulation was led by the Puntland Ministry of Health (MOH).The HRH assessment and policy development process was closely coordinated by a Task Force comprising of four senior consultants, three from the MOH and a senior paediatrician from the private sector, who formerly was a WHO Operations Manager in Puntland. The team was led by the Director General of MOH and the Task Force extended every possible support to the lead consultantof this mission and meaningfully contributed to the different stages of the policy development process. The close oversight of the Health Minister, the Minister of State for Health and the Deputy Minister was ensured throughout the mission, including chairing consultation meetings, briefing sessions and attending the mission’s organized consultation workshops. The HRH policy development process was organized in two phases, the first being a human resource assessment phase in which a literature review was conducted, where the available documents on the health system, relevant to HRH training, production, employment, distribution, management and retention were carefully reviewed. This was followed by a second phase of HRH policy analysis and formulation in which the Puntland health strategy and many of the programmatic strategic polices and plans were assessed, with a special focus on addressing the current HRH shortage in Puntland. The mission Task Force along with PDRC guided the consultation workshops and the regional field travels that offered direct exposure to the network of health care services and enabledon-the-job consultations and interviews with regional and district health managers and their staff as well as with regional and district level commissioners. The field work also covered visits to hospitals and Maternal and Child Health (MCH)centers and health professional training institutions and medical colleges to assess the HRH production potentials of the state. During this process, a one day workshop was conducted for the eight Regional Health Officers (RHOs) who are the principal executives of the public health operations at the regional level, to discuss the envisaged HRH policy aspirations, obtain their perspectives about the contextual operational realities of the health system, validate the HRH assessment output data and appraise their vision about the future HRH policy directions. Subsequently, two high level consultation meetings were conducted with the MOH leadership chaired by the Minister, the Deputy Minister for Health or by the Director General. Consequently, a human resource policy workshop was conducted ensuring wider stakeholder participation that was attended by the MOH leadership, representatives of heath development partners and members form other health related sectors. During these consultations, the prevailing severe HRH shortage and the production and deployment terms required were thoroughly discussed and policy suggestion deliberated upon.
3 HRH Situation Analysis

3.1 Historical Features Leading tothe Paucity of the Health Workforce
Prior to the civil war, Puntland did not have any health training institutions falling within their geographical jurisdiction. Moreover, many of the public health training institutions in the Somali capital Mogadishu that offered enrollment opportunities for many students from the Puntland regions have closed down. Despite the commendable emphasis on humanitarian health interventions during the extended period of internal conflict in many regions of the country, sufficient attention was not paid to HRH pre-service training and production.TheHRH paucity in Puntlandwas partially mitigated by the migration of quite a few health professionals, who similar to the large number of internally displaced persons, driven by insecurity, have moved from other regions to permanently settle and work for the Puntlandhealth system.During this period,theconsideration of developing a Puntland HRH policy and strategic plan lagged behind, apparently owing to the limited capacities and prevailing uncertainties related to the viability of the long term pre-service training programmes.
3.2 Health Workforce and the PuntlandEndorsed Pillars of Development
The Puntlandaspiration of UHC in the framework of the nation-wide endorsed Essential Package of Health Services (EPHS)mandates the development of a meaningful and innovative HRH policy, through a participatory approach that effectively addresses the prevailing HRH crisis in the state. In this paradigm, the MOH aims at harnessing its national resources and capacities and mobilizing the support of its national and international health partners to build a multi-sectoral approach for human resource development action.The implementation of this initiative has attracted the support of the state central government and the regional and district local authorities, whileefforts will be made to mobilize the support and assistance of other national stakeholders and health sector development partners. The HRH revitalization potential of improvingpopulation health status and developing the population capabilities will mutually complement the Puntland endorsed pillars for sustainable development. In this evolving paradigm, the HRH component will benefit from the evolving security, peace, institution building and efforts of good governance, in terms of improved HRH management systems in production, equitable deployment,accountability and governance (Figure 1).As can be seen all these external over-arching factors contribute enormously to develop an enabling environment for health sector and HRH development.
Figure 1: Health Sector and HRH Mutual Complementarity to Puntland Fundamental Pillars of Development
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3.3 Training and production
The highly visible and colossal shortage of qualified health workforce has encouraged several committed training institutions to launch the establishment of privately managed medical colleges and a number of healthprofessional training programmes, which were the only viable sources for workforce production. These training institutions began to flourish without the establishment of regulatory norms, such as proper enforcement of certification, registration, accreditation and licensing. Only a few of these pre-service training institutions have received technical support from WHO, or the United Nations Population Fund (UNFPA)in health science professional training fields, and in the training of community midwives. ThePuntland training institutions include the two medical colleges ofEast Africa University in Bosaso and Puntland University of Science and Technology in Galkayo, while, the active health professional allied coursesconduct regular training courses for nurses, midwives, laboratory technicians, public health technicians/sanitarians, pharmacy technicians and community midwives,along with auxiliary nurses and auxiliary midwives. These courses are carried out inGalkayo, Galdogob, Garowe, Qardho and Bosaso. Table 1 illustrates the 18 types of HRH training courses provided by 10 Different universities and health professional training institutions (HPTIs). Cumulatively these training institutions are running 18 different programmes; several of these institutions provide some of their courses in more than one campus. The 10 institutions include: East Africa University (Bosaso); University of Health Sciences (Bosaso); Puntland State University (Garowe); Central University College (Garowe); Haji Abdi Health Institute (Garowe); Vision International College (Galkayo); Ramadan Private School (Galkayo); Hayat Institute of Health (Galkayo) Community Midwives Trainingprogramme (Galkayo) and Puntland University of Science and Technology (Galkayo). The East Africa University run courses also in Qardo and Galdogob. Two of the universities run medical colleges, while the remaining institutions run courses in nursing, midwifery and other health allied fields. A few auxiliary courses are also being provided in nursing and midwifery.
i. Challenges Facing Pre-Service Training Programmes
· All the training institutions for HRH pre-service trained are privately owned and managed and with no formal public sector regulatory framework for their establishment, operation, rule of induction and quality of their training programmes such as unified and accredited curricula, clinical teaching or teaching staff

· There are 18 different health workforce training programmes that are currently being implemented in Puntland, covering 31 independent courses of training, having a medium term production potential of about 400 medical and midlevel health professionals per year and a range of community based health workers(table 1)

· Although the majority of these training programmes are making every effort to sustain a level of production,their capacity is far lower than the level of workforce supply expected by the service delivery network and relevant to the health needs of the population

· There is generally a paucity of training teachers as well as opportunities for public sector support interventions for capacity building and continuing professional developing through in-service training programmes

· There is an acute shortage of employment opportunities embedded within the system. As a result many of the new graduates join voluntary programmes with subsequent remunerated job expectations
· The lack of coherent coordination between the HRH training institutions and the health system has created a gap in the supply of the critically required workforce. A programme where stronger coordination efforts were made was thetraining of Community Midwives, where the MOH and UNFPA worked closely with the training institutions at the planning and implementation levels.
· There is an absence of training programmes for key health workforce categories that are essential for the implementation of the EPHS programme such as Clinical Officers, X-ray Technicians, and Anaesthesia Technicians. Formal courses for Assistant Community Midwives (ACMWs) and Community Health Workers (CHWs) are also lacking, although the MOH is pursuing action for the latter towards developing a standardized course.
· Most of the training institutions have not yet produced graduates, reflecting the recent launch of many of these training programmes and the correctness of introducing the necessary regulatory and technical support inputs to streamline their successful implementation 

· Most of the students enrolled in these training programmes are selected from urban localities illustrating that they are more likely to work in urban settings with growing levels of disparity.
Table1:Pre-Service Training of Human Resources for Health in the Different Academic and Training Institutions of Puntland
	Academic Courses
	Number of Institutions Offering the Course
	Entry level
	Average no. of Yearly Intake
	Degree level
	No. of Faculty (teaching staff
	Years of Training
	Average Yearly Admission Fee (US$)
	No of Currently Enrolled students
	Total number of all past graduates till Sept.2013

	
	
	
	
	
	
	
	
	M
	F
	Total
	M
	F
	Total

	1. Medical Doctors
	2
	Secondary Level- or Equivalent (SL)
	100
	MBBS
	27
	6
	500-600
	166
	148
	314
	0
	0
	0

	2. Nursing
	1
	SL
	50
	Bachelor
	10
	4
	500
	13
	90
	103
	19
	30
	49

	3. Nursing Diploma
	4
	SL
	20-50
	Diploma
	3-11 per institution
	3
	150-1050
	107
	240
	347
	118
	475
	593

	4. Auxiliary Nursing
	3
	SL
	20-50
	Diploma
	3-5 per institution
	2-3
	160-280
	171
	134
	305
	0
	0
	0

	5. Auxiliary Nursing (short courses)
	4
	SL
	215
	Diploma or Certificate
	3-10
	6 Months or1 year
	200-250
	55
	133
	188
	0
	0
	0

	6. Post Basic Midwifery
	1
	SL
	14
	Diploma
	7
	One year
	400
	0
	20
	20
	0
	0
	0

	7. Community midwives
	2
	SL
	73
	Diploma
	5-7
	2
	450
	0
	117
	117
	0
	45
	45

	8. Community Midwives (short course)
	1
	SL
	25
	Diploma
	5
	1
	200
	0
	25
	25
	0
	0
	0

	9. Laboratory Technology
	1
	SL
	50
	Diploma
	10
	3
	160
	23
	29
	52
	42
	59
	101

	10. Laboratory technician
	1
	SL
	30
	Diploma
	11
	2
	525
	11
	17
	28
	0
	0
	0

	11. Assistant Laboratory technician
	1
	SL
	30
	Diploma
	4
	1
	200
	8
	4
	12
	16
	8
	24

	12. Public Health
	2
	SL
	80
	Diploma
	6-12
	2 & 3 years
	400
	163
	131
	294
	0
	0
	0

	13. Public Health
	2
	SL
	23&50
	Bachelor
	11
	4
	300-600
	66
	129
	195
	0
	0
	0

	14. Public Health
	1
	SL
	30
	Diploma
	4
	3
	340
	13
	27
	40
	0
	0
	0

	15. Public Health
	1
	SL
	60
	Diploma
	11
	2
	560
	6
	13
	19
	0
	0
	0

	16. Public Health& Nutrition
	1
	SL
	50
	Diploma
	10
	2
	160
	119
	92
	211
	0
	0
	0

	17. Public Health & Nutrition 
	2
	SL
	50& 60
	Diploma
	7-10
	1
	400-480
	37
	28
	65
	0
	0
	0

	18. Pharmacy Technician
	1
	SL
	30
	Diploma
	3
	3
	400
	62
	34
	96
	0
	0
	0


ii. Priority In-service Training Programmes to be scaled up or Established

The multi-stakeholder policy consultations have collectively deliberated on the existing gap between the Puntland health training institutions focus and capacity on the one hand and the population health need on the other. From this analysis, the following two important conclusions were made:

a) Key health workforce categories are missing from the HRH pre-service development agenda of the training institution operating in the jurisdiction of Puntland. The urgent establishment of these courses will be jointly planned through public private partnerships, where the government and its partner institutions will provide the necessary technical support in a manner comparable to the CMWs programme pursued processes of planning and implementation. These skilled workforce categories are shown inFigure 2.

b) Important workforce categories that are being trained by the Puntland training institution, but with levels that are way short of the quantities urgently required by the care providing facilities, thus urgently needed by the population. These categories are also shown in Figure 2 illustrated below.
The government will take the lead in promoting the planning and implementation of the missingcourses and the expansion of the induction levels and creating of new health professional training institutions (HPTIs) through public private partnership ventures and the through the mobilization of partners technical support for their implementation. These courses are critical for the successful implementation of the EPHS programme and for making a tangible progress towards the goal of UHC and achieving the health MDGs.

Figure2: High Priority Midlevel Health Professionals and Community Level Health Workers in Puntland
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4 Deployment and Utilization

The health workforce categories operating in Puntlandare ranging from those working in the health sector and the private sector or employed by the international health partners assisting the Puntlandpublic sector efforts in the delivery of health service to the population. Table2 below illustrates the deployed health workforce in Puntland. There is no denial that major efforts were made during the past two decades for the rehabilitation and expansion of the health system infrastructure in many regions, through the deployment of the limited number of available qualified health professionals, though inequitably distributed.
Table2: Health Workforce Categories 0f the Public and Private Sector Disaggregated by Gender

	Health Workforce Categories
	Public
	UN/NGOs
	Private
	Total

	
	M
	F
	M
	F
	M
	F
	

	Doctors
	37
	10
	8
	3
	43
	9
	110

	Pharmacists
	4
	0
	0
	0
	0
	2
	6

	Registered Nurses
	204
	287
	0
	0
	63
	110
	664

	Registered Midwives
	0
	230
	0
	0
	0
	51
	281

	Community Midwives
	0
	40
	0
	0
	0
	0
	40

	Auxiliary Midwives and Auxiliary Nurses
	17
	468
	0
	0
	16
	205
	706

	Anesthetic assistants
	26
	0
	0
	0
	11
	0
	37

	EPI officers
	3
	7
	0
	0
	0
	0
	10

	Lab assistants
	30
	13
	0
	0
	46
	13
	102

	Lab technicians
	33
	2
	0
	0
	61
	2
	98

	X-ray technicians
	11
	0
	0
	0
	44
	0
	55

	Pharmacist technicians
	43
	1
	2
	0
	72
	0
	118

	Dental technicians
	7
	0
	0
	0
	34
	0
	41

	Dentists Doctors
	0
	0
	0
	0
	2
	0
	2

	Ophthalmic technicians
	2
	0
	2
	0
	5
	0
	9

	Physiotherapists
	3
	0
	0
	0
	1
	0
	4

	Hospital administrators
	17
	0
	7
	0
	20
	0
	44

	Mental health technicians
	7
	0
	0
	0
	1
	0
	8

	Public Health Officers/Sanitarians
	0
	0
	5
	2
	3
	1
	11

	Clinical Officers
	7
	0
	1
	2
	0
	9
	19

	Community Health Workers
	192
	0
	0
	0
	0
	0
	192

	Ambulance Drivers
	17
	0
	0
	0
	0
	0
	17

	Cleaners
	0
	120
	0
	0
	0
	0
	120

	Guards
	86
	0
	0
	0
	0
	0
	86

	Grand Total
	751
	1178
	26
	7
	428
	402
	2792


4.1 Age categorization of the Officially Employed Government Health Workforce

When considering the 2365 Puntland health workforce, only 877 (37%) are officially employed by the MOH and included in the government payroll, and of these 69% are in the category of 40 years of age or younger (Figure 3). Of these 52% are male, while the remaining 48% are females, illustrating the exceptional relative high female representation in the health workforce, compared to other government line departments of Puntland.
Figure 3: Age Categories of the Health Workforce Currently Employed and in the Government Official Payroll
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4.2 Urban Rural Disparity

The HRH crisis in the Puntland health sector is compounded by the severe urban and rural disparity as illustrated in Figure 4. Of the medical doctors, nurses and midwives, community midwives and skilled health technicians in the government pay roll, the urban level employed health workers amount to 94%, 93%, 67% and 88% respectively.Moreover, among the payroll staff 184 (21%) are Auxiliary Nurses and Auxiliary Midwives of which 57% are females. The relatively high category of Auxiliary staff shows the magnitude of the in-service training required, or the opportunities of task shifting that could be availed.
Figure 4: The rural Urban Distribution of Key Health Professionals
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4.3 The Severe Shortage of Health Workers in Puntland

The general shortage of human resources in Somalia is illustrated by the United Nations Development Programme (UNDP) deliberated Somalia Human Resource Development (HRD) Report of 2012 that has shown a very low Human Development Index (HDI) of 0.285 out of one, with Somalia ranking at 165 out of 170 countries in which the HDI was assessed. The HDI is a composite indicator used to rank countries by the level of their human development with a strong bearing on the population’s social progress and economic growth. When the inequality among people was considered, the Inequality Human Development Index was calculated at 0.166, falling by about 42%, relative to the composite HDI value, reflecting massive human resource disparities in the country. When considering the Puntland specific health workforce paucity situation, the major HRH unfolding crisis is apparent. The severity of this shortage is substantiated by dismal number of doctors, nurses and midwives working in the state of Puntland, and the clear uneven HRH geographical distribution with limited deployment levels in the rural areas and in the referral health centres (RHC) of the remote district headquarter cities and by a high level of health workers’ skill mix imbalances.
i. Weighing the HRH Shortage

The paucity of the health workforce is conceived by measuring the current level of available doctors, nurses and midwives estimated in Puntland at the ratio of 0.4 per 1,000 population or 4 per 10,000 population, when working with a population estimate of 2.7 million. The outlined ration is far less than the minimum globally acceptable desired level (Table 3).These HRH levels are extremely low when compared with the minimum threshold of 2.3 doctors, nurses and midwives per 1,000 population or 23 per 10,000 population, considered by WHO to be the adequate required professional density ratio for these health workforce categories to support UHC and the attainment of MDGs. Considering the observed low ratio, Puntland fallsabout six times short of the minimum threshold mandated by WHO, as shown in Table 3. To disaggregate this composite measure for the three categories, the desired ratio between doctors on the one hand and nurses and midwives on the other was approximated at 1:4, while the ratio between the nurses and midwives was expected to be two nurses for every midwife. When considering the EPHS projected ratios, the desired number of doctors was several times lower, while the projected ratio between nurses and midwives was consistent with the above indicated 2:1 proportion. Considering the projected yearly production of the national training institutions, the bridging of the current shortage in the three categories would take about 12-13 years for each of these three health workforce categories, unless a higher pace of accelerated HRH production is put into action.
ii. HRH Shortages and their Impact
The health workforce shortage explains the prevailing poor health outcomes in Puntland substantiated by the poor health indicators reported by thePuntland Health Sector Strategy 2013-2016 correlating with a maternal mortality ratio of 1,044 per 100,000 live births; the under-five, infant and neonatal mortality rates of 135, 80 and 41 per 1000 live births respectively; and a modern contraceptive prevalence rate of less than 1%
.This is also corroborated by low antenatal coverage, births in health facilities, and births assisted by skilled birth attendants of 26%, 8% and 7% respectively. Moreover, the Basic Emergency Obstetric Care (BEmOC) and Comprehensive Emergency Obstetric Care (CEmOC) per 500,000 population were dismally low
.Reflecting on these poor indicators, the government recognizes the HRH shortage to be the prime obstacle to any future improvement in Puntland health outcomes.
Table3: Three Key Health Workforce Categories in PuntlandFalling Well Short Below the WHO Minimum Recommended Staffing Threshold Necessary to Support the Attainment of the MDGs
	Three Key Workforce Categories
	Currently Deployed in the health System
	Cumulative coverage per 1000 population
	Yearly production
	Required workforce as per WHO Thresholds
	HRH Gap as per WHO set minimumthreshold

	Doctors
	110
	4 doctors, nurses and midwives per 10,000population or

 (0.4 per 1,000
Population)
	60
	1242
	1132

	Registered Nurses
	664
	
	130
	3312
	2648

	Registered Midwives& CMWs
	321
	
	70
	1656
	1335

	Total
	1095
	0.4 per 1000population
	260
	6210
	5115



These findings corroborate the HRH policy imperative of undertaking a successful health sector recovery process, spearheaded by a vision and mission inspired by a commitment to universal health coverage that would positively lead towards achieving the health MDGs
5 HRH Planning, Management and Information System

The Puntland health system organization provides a favourable environment, for effective HRH planning and management by undertaking the following governance and regulatory arrangements:
5.1 Health Management in the Provinces and Districts
The MOH has assigned each province, a Regional Health Officer (RHO) and a District Health Officer (DHO) for each district whose roles are to manage and coordinate the promotive, preventive, curative and rehabilitative services in their different assigned geographical area and directly oversee the operations of the different public sector care providing facilities of the region or district. They will closely liaise with the private sector, the regional and district authorities and the partner organizations assisting the Puntlanddiverse health interventions.
5.2 Building a Department for HRH Management and development

The current MOH organizational structure doesn’t include a separate HRH department, fully attending to the diverse organizational and managerial roles of the health workforce from training and production; deployment;capacity building; appraisal systems and performance management; motivation and retention. The Ministry has expressed its commitment to recognize this important managerial structure in the ambit of the MOH and strengthen its managerial and leadership capacities to cope with the immense demand for HRH development. The department will also strengthen the weak HRH information system to create the necessary environment for evidence based decision making with special focus on HRH planning, management and development.
5.3 Improving the HRH Management System

The ministry in coordination with its international partners has worked out mechanismsfor standardizing the workforce remuneration, job descriptions and career development. The recently deliberated Health Act has also provided clear guidelines on private practice,fraud elimination and abuse of medical practice by non-licensed individuals. 
5.4 Encouraging the Establishment of Health Professional Associations

The MOH is assisting in the formulation of health professional associations to regulate certification, accreditation,registration and the licensing of the different workforce categories. The professional association coordinating this initiative with the MOH include the Puntland Medical Association, Nursing Association, Midwifery Association and Pharmacists Association. 

5.5 The Opportunity of Attracting Diaspora Health professionals

The MOH has always encouraged the participation of qualified Diaspora Somali health professionals in the Puntland health sector development. This vision was realized through the Migration for Development in Africa (MIDA) initiative, sponsored by the Finnish government under the MIDA FINNSOM Health project.A key UN co-implementing partner in the execution of this project was the International Organization for Migration (IOM). The project has supported the Puntland health sector where both the MOH and the medical training institutions have availed the effective contribution of Somali diaspora professionals from Finland Finnish innate professionals. Over the past three years, a total of 16 professionals, five of them females, were recruited through the FINNSOM project and successfully served in the Puntland Ministry of Health. The engaged professionals included surgeons, ophthalmologists, radiologists, specialist nurses, general physicians and information technology specialists. They were recruited from Finland and in addition to Finnish nationals include specialists from the USA, Saudi Arabia, Sweden and Germany. The project was evaluated recently with the decision to renew its implementation for another three years period with the plan to recruit 20 MIDA Diaspora professions for that duration, reflecting the success and relevance of this initiative. 

Similar initiatives are being considered by other international collaborative partners. These MIDA-like interventions will be necessary to assist in the growing demand for HRH development. Thissupportwill build the capacity of the health training institutions and assist in the development of new training programmes that would contribute to the EPHS, and the absence of which will undoubtedly delay its implementation.
6 Health Sector Coordination and the Imperative to Strengthen the Workforce
The different Somali zones of which Puntland is a major player are joined in their health coordination in conjunction with a large network of national and international partners. The existing institutional arrangements include: 

6.1 The Somali Health Sector Coordination

This important coordination platform is governed through a range of institutional arrangements that link contributing stakeholders at policy, strategic and implementation level. These include the Health Advisory Board (HAB), a policy and planning forum that brings together the senior heads of agencies and Ministers of the Somali Health Authorities. The HAB deliberates on health strategic policies and priorities. Another important forum is the Health Sector Committee (HSC) that joins the Somali health authorities and partner organizations in developing policies, strategies and technical interventions for service delivery. The health coordination mechanism derives substantial support from the Health Sector Strategic Plan Financiers’ Group (HSSPFG); the Health Sector Committee Global Fund Function; the Zonal Health Coordination Forums and the Thematic Working Groups and Task Forces addressing the subjects of Child Health and Immunization; Reproductive Health including Female Genital Mutilation; TB; Malaria; HIV/AIDS and Gender Based Violence. The coordination mechanisms outlined above closely interface with the humanitarian cluster system and its Appeals’ Processes to maximize the coordination and effectiveness of their interventions, while improving the performance of the health system. 
6.2 Zonal Level of health Sector Coordination

The Zonal Coordination of the health sector coordination in Puntland is led by the senior leadership of the MOH, providing facilitation and organizational support to the shared meetings related to programmatic interventions, where the technical and financial support inputs are discussed to ensure the coherence and integration at the planning, implementation and management levels. The Ministry expressed a great deal of satisfaction about the coordination of themultiple partner collaborative interventions, witha sharerecognition of the ultimate responsibility of the government to assume a central leadership role to strengthen coordination at the operational level.However, the existing coordination mechanisms lack a comprehensive definite focus on HRH pre-service training and production or a visible systematic support to HRH in-service training aimed at improving the coverage and quality of health services delivery. To rectify this gap, this policy is stressing on establishing country and zonal HRH coordination mechanisms focused at improving the planning, management and development of the health workforce.
7 Puntland Health facilities andthe Need for ExpandingCommunity Based Interventions

The public health facilities in Puntland are distributed over eight regions and managed by the MOH where health professionals of different categories are assigned for their management and service delivery to their respective catchment areas populations. The health workers are either on the Puntland government payroll or receiving remuneration/allowances from the partnerorganizations assisting programmes or supporting the health facilities. Some government payroll staff also receives additional allowances to compensate the additional technical and/or managerial functions they perform, while a tangible number of health workers operate as volunteers, hoping for future employment opportunities.Figure 5 illustrates the 217 public health facilities administered by the Puntland MOH.The low population density in Somalia of 14.2 persons per square km and the hardly accessed road communication network are major determinants for the low utilization of reproductive services both at the primary health care level and at the essential referral support level. Many of the health facilities face serious shortages of qualified health workforce, while several geographical areas have no health functional facilities in their catchment areas in which the population can access essential health care. To immediatelyaddress this critical HRH shortage, the government will expedite local and partners’ supported strategies to scale up the training and deployment of community based health workers such as FCHWs, Assistant Community Midwives (ACMWs) and Community Midwives (CMWs).

Figure 5: Public Sector Facilities Covered by the Puntland Ministry of Health
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The private sector has flourished during the past two decades and gained a significant role in the delivery of health services in Puntland. The proportion of doctors, registered nurses and registered midwives operating in the private sector amounts to 39%, 26% and 18% respectively, while among the health technician categories 60% are employed by the private sector.The private sector health outlets operated in Puntland are shown in Figure 6 below:
Figure6: Private Health Sector Facilities Operating in Puntland
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8 HRH Financing, Motivation and Retention Challenges

The Puntland HRH profiles comprises 2,365 health workers of which, 33 are employed by the UN agencies or international NGOs, while 1514 are serving in the public sector facilities and 877 are on the official government payroll. The extremely modest HRH government budgetary outlayis explainedby the severe resource constraints faced by the public health sector. Consequently, some of the payroll staff and others not availing public sector financial support are compensated through the programmatic interventions assisted by the different development partners. On average, MOH disbursements to the workforce accounts for over 80% of the total health budgetary outlay, substantiating its modest but tangible relative importance.The government and partners staff salary and allowance remuneration funds are channelled through the MOH, a strategy that affords the government and partners to jointly set standard HRH performance appraisals, harmonize staff remuneration packages and effectively coordinate workforce development endeavours. Another major challenge is the delays occurring in the payment of staff remunerations and the occasional abrupt phasing out support by some international NGOs due to resource limitations that have a direct impact on workforce motivation and retention. The HRH policy will lend the due attention in reforming the HRH development process, with the establishment of regulatory norms that streamline the training, transparent employment, equitable deployment, coordination, performance management and retention.
9 Formulation of HRH Policy Development
The HRH policy development mission substantiates the commitment of the government and the MOH in particular to the health workforce development and reflects its concerted desire to resolve the current HRH shortage crisis, inequitable distribution and limited number and capaciy of Puntlandtraining institutions. The following outline presents the HRH policy elements and the major priority interventions contained in the policy: 

9.1 Rationale

The policy aims at providing a set of directions to pursue and outlines their respective strategic objectives that incorporate the key prioritized HRH issues and dimensionsthat include the training, production, deployment, equitable distribution, and improved performance management and are motivated to safely, effectively and productively perform their assigned professional responsibilities.Accordingly, the HRH Policy will deliberate on the key HRH priority attainable goals and outline the vision, mission, principles, objectives and interventions that will guide and revitalize the HRH development process. The importance of HRH coordination will also be emphasized to improve the cost-effectiveness and productivity in health care services.
9.2 Policy vision, mission, goals and objectives

9.2.1 Vision

The population of Puntland will have access to the essential package of health servicesapprovedfor implementation through a health system effectively delivered by skilled, motivated and supported health workers, regardless of the geographical location or social status of the community. 

9.2.2 Mission

To launch and advocate for urgent action to address and resolve the HRH crisis in Puntland, and develop this vital component of the health system accelerating the pace of the health workforce contribution toUHC and attainment of the health MDGs.
9.2.3 Policy guiding principles

· Linking HRH training and skill development to population health needs and health service delivery, while creating enabling conditions that optimize their full potentials with motivation and efficiency 

· Creating a workforce culture inculcating Integrity, human dignity and equity, where the community and the care seeking clients feel valued and are given the best possibleservice
· Assuming a leadership style that is responsive and accountable to population health needs, of high quality and producing the best health outcomes

9.2.4 Goals

· To attain the production of the right number of health workforce with the right skills and professional categories that areequitably deployed, motivated, effectivelymanaged and retained
· To create an environment where the health workforce is treated, as the most valuable asset and investment of the health system, based on their indispensable role in the delivery of quality health services
9.2.5 Objectives

i. To formulate the priority HRH policy directions ensuring the production of a workforce with the right knowledge, skills, attitudes and qualifications and in harmony with PuntlandHealth Policy, Health Sector Strategy and the EPHS implementation
ii. To build greater collaborative synergy for HRH development with a sharp focus on midlevel health professionals and community based health workers as a best route towardsachieving UHC and attaining the health MDGs

iii. To maximize the national investment on HRH development and explore opportunities for public private mix in financing the training of targeted HRH workforce categories and attractpartners’ technical support,to reverse the acute health workforce shortage and effectively contribute to the delivery of essential health services

iv. To establish a country coordination mechanism for HRH development and develop the legislative and regulatory norms to improve the health workforce management and development
v. To developa health workforce research agenda that addresses the HRH policy concerns, especially in relation to HRH training, requirements, the use of different professional categories and HRH performance management
10 Health Workforce Priority Policy Interventions
The HRH policy initiative is aimed at generating a robustworkforcedevelopmental transformation that scales up enrolment inthe pre-service educational institutions and emphasizes on the production, deployment and equitable distribution of an effectively performing, qualified and motivated health workforce. The government is committed to developing a workforcethat meetsthe Puntland health care needs and contributing to better population health outcomes, while encouraging the health sector stakeholders and partners in rallying theirsupportaround the implementation of this policy. The HRH policy commitment will be substantiated through the following priority policy interventions and their related objectives:

10.1 Eliminating the severe HRH Shortages through Training, Scaling up Production and Development
The government has increasingly acknowledged that the equitable delivery of essential health services cannot be realized without a robust HRHdevelopment process. Against this backdrop, the government of Puntland will exert a strong political commitment to address the HRH shortages, bridge the severe geographical imbalance and mobilize the technical and organizational mechanisms necessary for this endeavor.
i. Deployment of FCHW in the rural villages and nomadic settlements
The government will institutionalize thecommunity based training initiatives, based on locally coordinated selection. The FCHWs’regular remuneration support will ultimatelybe providedby the Joint Programme of Local Governance (JPLG) initiative, through mechanism jointly stipulated by the regional and district commissioners in coordination with MOH and the Ministry of Interior (MOI). The MOH will be accountable for the training of these health workers, provision of essential medical supplies and for their supportive supervision, while an oversight by the district/local government and the community will also be ensured.
ii. Deployment of Assistant Midwives and Community Midwives at the Community Level
· Train ACMWs by inducting women completing their middle school educationwhose selection was endorsedby their communities and trainedpursuing a standard curriculum with Somali language as the means of instruction and deployed to serve in their local communities. This policy objective is necessitated by the Puntland social and geographical contextual realities, where in many rural areas very few girls pursue their post-intermediate education, making it difficult to retain non-local health workers in these areas.

· Sustain and expand the successful Community Midwives (CMWs) training programme, and resolve the reluctance shown by some graduated CMWs to return to and serve their communities through better selection and employment remuneration support.
iii. Training of Facility Based Community Health Workers and Midlevel Health Professionals
The government aims at reducing the severe shortage of health workers by training CHWs to be deployed at the PHUs level and midlevel health workers that will serve across the board at all the health facilitiesby pursuing the following policy actions:

· Organizing courses for CHWs and for the prioritized midlevel HRH categories that include clinical officers, community midwives, auxiliary midwives, registered nurses, auxiliary nurses, public health officers/sanitarians and laboratory, pharmacist, X-ray and anesthetist technicians in conformity with the standards set by the EPHS stipulated programmatic intervention
· Introducing in-service training programmes to all health workers and midlevel professionals in particular to raise their performance capacities, while promoting task shifting in-service training programmestargeted to the large number of poorly training auxiliary health workers to improve the coverage and quality of health services delivery. 
iv. Organizing Diploma Intensive Courses on Emergency Obstetric Surgery to Strengthen Maternal and neonatal Referral Support
The high maternal and new-born mortality and the lack of sufficiently trained health professionalswith inability to meet the emergency obstetric and newborn health care needs arereal challenges facing the Puntlandhealth care system.To overcome these operational barriers the government will organize diploma intensive courses on Emergency Obstetric Surgery. The trainedyoung physicians will be deployed equitably in the regional and district hospitals, ensuring the required level of skill mix essential for building the required technical support team. 
v. Promoting public-private partnerships to Enhance HRH Capacity Building

The government will strengthen its collaborative partnerships with the privately managed training institutions which operate on a private-non-for-profit basis and are thus eligible for public sector technical support. Accordingly, the government will mobilize support for the expansion and strengthening of these health training institutions, targeting the specifically outlined priority training programmes, through the following policy actions:

· Organizing inter-institutional technical interventionsfor capacity building supported and led by the MOH with partners’ technical assistance focused on with courses’ standardization, accreditation of teaching environments including clinical training settings and curricula development; teachers training and provision of the necessary learning tools

· Introducing contracting arrangements of public private partnerships, whereby the public sector will contract out the training of priority midlevel health professionals’ training to selected and accredited health professional training institutes (HPTI) or enhance their quality and enrolment capacity. The experience of the CMWs’ model is worth pursuing, where MOH and UNFPA have built a strong contractual arrangement withinseveral Puntland training institutions, covering the selection, boarding and training of CMWs, aimed at improving the Puntland maternal and neonatal care services.
· The government will make it mandatory for those health workers whose training was fully or partially sponsored by the government, to affirm that upon the successful completion of their training, they will serve the public health sector for a period equivalent to the length of their respective training programmes

· Promoting public private partnerships with Puntland training institutions for the selection and training of FCHWs and ACMWs in close coordination with regional and district government authorities,ensuring the effectiveness of these training programmes and responsiveness to the contextual social realities and health needs of theirrespective catchment area populations
vi. Encourages the Use of E-learning
The government will encourage and support the planning and implementation of E-learning and on-line training at all educational levels, in a manner that is conducive to the context and needs of the implemented training programmes and the quality performance of the health care system. These opportunities will provide access to quality learning for health workers living in remote and difficult to reach areas, as they would harness the benefit of the growing internet connectivity in Puntland.
10.2 Deployment, Utilization and Management

The leadership role of the MOH in the management of the public health sector facilities is provides is advantageous in coordinating the deployment, utilization and management of the health workforce. To improve the above HRH management functions, the following policy interventions are being considered:

i. Deployment

· Developing HRH recruitment and deployment norms and standards that regulate staff placement and implement thesewith transparent selection, hiring and equitable deployment among the different regional and district level care providing facilitiesand related support functions.
· Bridging the rural urban health workforce imbalance by scaling up the recruitment, training and deployment of community based health workers that include the FCHW, ACMWs and CMWs to address the health needs of the underprivileged and hard-to-reach population groups.
· Pursuing the EPHS staffing norms where progressively the HRH deployment will transit from the current mixed Phase I and Phase II EPHS staffing to scaled up employment to comprehensive universal Phase II staffing to the ultimate compliance of Puntland with the WHO minimum staffing threshold indicated for doctors, nurses and midwives.
ii. Utilization

a) Introducing skill mix and task shifting norms and standards to resolve the severe shortage of physicians, registered nurses and midwives at district and sub-district level through the training of other midlevel health workers who can be cost-effectively deployed in these peripheral facilities.
b) Linking the contractual arrangement of the different professional categories with their performance management processes ensuring staff compliance with expected levels of productivity and evaluating job satisfaction and the use of supportive supervision. 
c) Ensuring the health workers conform with the rules and regulations governing the execution of their assigned tasks in the health care service delivery
iii. Management

· Strengtheningthe MOH capacity in human resources planning and management by establishing a separate HRH department at MOH and HRH focal office in every region for managing the optimal recruitment and deployment of staff, HRH information, job descriptions, performance management, education and the career development of the health workforce in coordination withthe Puntland civil service commission

· Undertaking in-service HRH capacity building for developing leadership, performance management skills with effective governance where staff contractual terms, appraisals, rights and obligations are clearly defined and applied. .

· Promoting professional ethical health practices by working closely with the different professional associations with a focus on transparency, fairness,confidentiality and team building.
· Ensuring that HRH management systems are sensitive to gender and disability training and working environment related issues such as human rights.
· Formalizing in-service education through the establishment of a Regional Development Training Center (RDTC) and implement regular and standardized in-service training programmes of continuing professional development that include leadership courses for the different health workforce categories that are linked to staff progress and career advancement 
· Improving the existing workforce salaries’ dispersal of accountability, where many agencies are contributing to staff remuneration, while the MOH has a lead role in co-management of the funds transfers, a process to be enhanced through the establishment of a formal multi-stakeholder mechanism for HRH coordination.
10.3 Increasing the health workforce motivation and Retention
Retaining the skilled health workforce is crucial for the delivery of effective health services and needs to incorporate both monetary and non-monetary incentives that have direct impact on HRH levels of motivation, productivity and willingness to remain in the jobs, while encouraging local recruitment and community and competencybased training programmes to build capacity for rural placement.
i. Harmonizing salary scalesand other monetary incentives for the public sector health workforce to avert fragmentation in the health system and promote the efficient use of scarce resources for staff retention and standardization
ii. Introducing effective HRH retention mechanisms with efforts being made to regularize the large voluntary contingent workforce to improve the productivity of the service delivery and protecting the health system from the risk skilled and experienced workforce HRH migration
iii. Introducing hardship allowance to staff deployed in remote areas: Introducing the hardship allowance and housing facilities and other non-monetary incentives to compensate the staffdeployed in the remote and hard-to-reach districts for the difficult living conditions posed by these areas to enhance motivation and retention

iv. Improving the service coverage of community based health workers by the creation of multi-source funding for FCHWs and CMWs/ACMWs through direct government contribution and by the UN supported local government decentralization initiative for their sustained remuneration and retention
10.4 HRH Regulation

HRH regulatorymeasures are aimed at protecting thegeneral populations’ health and safetyand contribute to the quality of health professionals' practice, while safeguarding the health sector from malpractice and unauthorized fraudulent activities. The following policy interventions are considered:
i. Encouraging health professionals to establish their respective health professional associations to address the processes of certification, credentialing and registration ofhealth professionals and establishregulation, bylaws, acts and ethical practice codes enabling the application of legitimate standards of performance for each professional association allowing for the sustenance of the required levels of professional growth

ii. Establishing a Health Professional Council (HPC) that will operate at the MOH and incorporate representatives from the functional Puntland health professional associations to offer an advisory role to the ministry in setting regulatory norms for the delivery of quality services to the public and standardize and monitor the performance of educational institutions andpursue the registration, accreditation, certification and licensing of the different workforce professional categories to assert their legitimate practice, while abiding with the ethical codes of practice 

iii. protecting and promoting the safety of health professionals and controlling occupational diseases and accidents by creating a healthy and safe working environment, while concurrently promoting patient safety
10.5 Coordination and Partnership in HRH Development
Coordination of the HRH development process, through the establishment of a multi-stakeholder forum contributes to the harmonization of the envisaged collective support to the implementation of the plan with shared accountability, while recognizing the government leadership role in coordination.   To substantiate this mission, the following policy interventions are considered:
i. Establishing a Puntland HRH coordinating mechanism through the formation of a workforce coordination and facilitation committee,actively joined by the national and international stakeholder partners, including the private sector tocoordinate HRH development, consolidate partnerships and align HRH resource inputs and avert duplication 
ii.  Improving the HRH financial management through ensured transparency in HRH resources’ allocation and effective utilization of government earmarked budgets andHRH assistance grants provided by health sector partners 
iii. Involving the HRH committee in coordinating the public private partnerships with the training institutions to scale up the training and production of targeted priority health workforce categories
10.6 HRH Information System and Research

The building of Human Resources for Health Information System (HRHIS) is a major undertaking for the planning, implementation and management of the health workforce development process. The latter will require the collection of accurate and timely data on the size, skills, contracting norms and distribution of the health workforce. It will generate the necessary capacity for evidence based decision making and redefine priorities in relation to HRH planning, coordination, management and operational or systems research.To substantiate this mission the following policy interventions are considered:

i. Strengthening the Health and Management Information System department of the MOH with a Human resource information system section,closely liaising with the HRH department and encompassing all the regions of the state and other partner organizations for regular data collection, analysis and dissemination

ii. Developing the PuntlandHRH observatory to become the hub for HRH data sharing and promoting stakeholder coordination as well as a capacity for effective data analysis and dissemination 

iii. Creating a health workforce research agenda producing the necessary knowledge for future HRH development that would address the following priority areas for action: 

· The progress made in the accreditation of training institutions and registration and licensing of health professionals’ practice in Puntland

· Health workforce remuneration system, government commitment to increase HRH budgetary allocations and partners’ complementary support and staff retention and productivity 

· The role of the culturally competent skilled FCHWs in community level service delivery and programme sustainability

11 Monitoring and Evaluation

Monitoring and Evaluation (M&E) is a useful tool to assess the course of HRH performance management interventions and feed these results back into HRH planning in order to adapt to the changing needs of the health system. To consolidate the M&E managerial capacity the following interventions are considered:

i. Establishing the M&E system at the MOH central and regional level to evolve the capacity to track the HRH development process and assess whether the planned interventions are being pursued and effectively contributing to the equitable service delivery.

ii. Developing a critical set of indicators for close monitoring and periodic evaluation that includes HRH leadership development; skill mix levels measured by the distribution of different health workforce categories; rural and urban distribution; gender aspects; HRH coordination functionality; compliance with educational institutions’ accreditation norms; relevance of in-service training programmes to population health needs; licensure of health professions etc.

12 HRH Policy Implementation

To ensure the successful implementation of the HRH policy the relevant national public sector stakeholders, the private sector, the civil society and the community along with health sector engaged development partners will need to join hands in a well-coordinated collaborative venture in which the roles of the different partnerswill be explicitly spelt out as follows: 
i. The Role of the Ministry of Health

Although many other stakeholders will share the responsibility, the MOH will take a leading role in translating this policy into a strategic plan and pursuing its effective implementation. The MOH will coordinate the implementation of theHRH interventions stipulated in the policy. It shall also execute the necessary institutional reform in the MOH organogram that would allow the formation of a separate organizational structure for developing the health workforce, and strengthen the technical and managerial capacities necessary for this endeavour. Moreover, MOH will also assume a leadership role in HRH development coordination by engaging all the relevant line sectors, development partners, regional and district level government authorities, civil society organizations and the local communities.
ii. The Ministry of Finance (MOF)

Currently only 2%of the total government budgetary outlay is being allocated for the health sector. A recent review of compensation, salaries, incentives and benefits for health personnel in Somalia, the zonal governments’ imperative to hold the public sector health workforce contracts was recommended, with progressive remuneration increments as an accountability measure to be supplemented with top-ups by the collaborating partners
. The Puntland MOH will closely work with the MOF to substantiate the government commitment and explore other national and local co-financing mechanisms of the public health workforce, especially those deployed at the community level. The MOH will impress upon the government and the MOF in particular to enhance and earmark a proportion of the tobacco and Khat tax revenues for the health sector, to reduce and treat the immense disease burden they cause.
iii. The Regional and Local Government Authorities
A decentralization policy was recently endorsed by the government of Puntland supporting the implementation of a road map where the responsibility for regional and local level planning and operational management as well as the allocation of financial resources for infrastructure development and delivery of social services that include health is being shifted from the central level to regional and local level authorities. This policy is supported by the United Nations Joint Program on Local Governance (JPLG) and Decentralized Service Delivery. The MOH will coordinate with the Ministry of Interior and Local Governments and regional authorities in linking health to this evolving decentralization process. Accordingly, the following policies merit consideration: 

· Decentralization of the primary health units (PHUs) to the local governments assigned to launch the programme, where in line with the GPLG decentralization process, local governments will cover the remuneration that will support the placement of FCHWs, CHWs and ACMWs Supporting local governments by the MOH in the training of these community based health workers, in the provision of medical supplies and infield supervision.
iv. Ministry of Education(MOE)
The Puntland MOE is responsible for the education system including higher education and pursues a gender sensitive and free primary education policy. To expand the health training institutions and promote the quality of their programmes, the following policy interventions are considered:
· The MOH will closely coordinate with the MOE on all issues related to the regulation and accreditation of health training institutions and programmes to improve the quality of their production

· MOH will also liaise with MOE in facilitating the local selection of community based health workers to ensure their geographical affiliation and subsequent retention at their assigned service delivery levels

· The Puntland Health Council (NHC),which is to be established shall collaborate with MOE and HPAs for jointly standardizing the educational curricula conducted by the different health training institutions as well as on the issues of certification, credentialing and registration
v. Health Professional Associations

There is an ongoing effort in Puntland for the establishment of effective and functional health professional associations. Presently, midwifery and nursing associations have been officially formed, while all Puntland medical association is in its finale foundation stage. The foundation of other professional associations is also on course. Recognizing the potential of these associations, the MOH deliberates the following policy interventions:

· The MOH will utilize the associations’ inherent capacities and expertise to improve and scale up the HRH pre-service training programmes,through the accreditation of curricula and the training environment, while encouraging their active participation in teaching and capacity development of these institutions’ teaching cadre.

· The MOH will coordinate and liaise with Health Professional Associations in regulating the certification and registration of all fresh graduates from pre-service training institutions for their induction into practice

· The MOH will assign the professional associations to develop continuing professional development courses that maintain and increase the knowledge of health professionals’ and are critical to the health needs of the population
vi. The Health Partners

The MOH has created a fitting collaborative environment and operational procedures with health sector development partners enabling the successful implementation of a range of joint collaborative programmes that contribute to the delivery of essential health care services to the people. Through these partnerships, the priority areas for support are identified, while delineating the scope and the focus of the assistance to be provided by each collaborating partner.To consolidate and advance these endeavours, the following HRH policy deliberations are considered:
· The MOH will mobilize the necessary technical and financial resources for HRH development in the areas of leadership development, production, equitable deployment, management and retention, both through the government and partner organizations, while assuming responsibility in ensuring their effective utilization within the prescribed accountability framework

· The MOH will promote the multi-stakeholder HRH coordination mechanism and encourage this forum to integrate the workforce development needsinto the ongoing programmatic health interventions
vii. The role of the private sector

The prominent expansion of the private health sectorover the past two decades and thelarge number of engaged health workforce mandates its recognition as a major player in the delivery of health services.

To substantiate a collaborative partnership the following policy deliberations are considered: 

· Promoting the engagement of the private sector workforce in increasing the coverage of essential health services through their facilities’ participation in deliveringthe Expanded Programme on Immunization (EPI), the Directly Observed Treatment Short Course and malaria rapid diagnosis and management using the standard set guidelines

· Covering the private health sector workforce with the HRH professional accreditation system with the aim to standardize the quality of their practice and care provision

· Providing capacity building opportunities to the private health sector workforce with special focus on health professional training institutions

viii. The imperative community role

The deliberated HRH policy directions visualize the selection, training and deployment of FCHW, ACMWs and CMWs in all the rural settlements that are not comprehensively accessing the regularly delivered intervention by the public health sector and the CHWs at the PHUs facilities.To ensure active community participation theMOH proposes:
· Promoting the direct involvement of local communities in the selection, training and deployment of their CHWs by engaging community traditional and religious leaders and their catchment areas’ government administration
· Developing a transparent process for selection and deployment of CHWs
· Promoting the local government engagement in the financial remuneration of these health workers, while encouraging the community to also create non-monetary support strategies for their motivation and retention
13 Conclusion

Following the successful deliberation of the Puntland Health Sector Strategy and the ongoing implementation of a range of public health programmes, it was evident that without a sufficient number of a well-trained equitably distributed and motivated personnel, it would be extremely difficult to secure the effective delivery of these interventions ad meet the health care needs of the people. The Puntland HRH policy was developed through an extensive consultative process that has engaged the MOH leadership, the health sector partner organizations and regional Health Officers.The current status of the health workforce was first assessed, where the severe HRH shortage was recognized and highlighted. This was followed by a policy discussion through consultative workshops, reaching the consensus of scaling up the training and the production of qualified health workers and their equitable deployment, remuneration and retention. The HRH policy deliberates on series of interventions that will need to minimally conform to the EPHS deployment norms and standards. However, in the long term, the policy aims to achieve staffing norms consistent with the minimum WHO threshold set for key professional categories, as this would set the health system on track to progress towards the attainment of UHC and the health MDGs. Through this policy, the government has also reiterated its commitment to increase its HRH budgetary allocations and explore local support through regional and local government ownership and participation, with the long term vision of significantly reducing dependence on HRH external financing.
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� Puntland Health Sector Strategic Plan January 2013-December 2016.


� Somalia Reproductive Health National Strategy & Action Plan 2010-2015. Dr IngvilSorbye and Dr Bailah Leigh. The document has been developed with assistance from UNFPA, WHO, UNICEF, UKaid and the EC.
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