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EXECUTIVE SUMMARY
In 2013, scattered polio outbreaks in Somalia prompted a proactive vaccination response.
As part of these activities, the Social Mobilization Network (SM Net) was established to raise
awareness about polio in Somalia and specifically, prepare households for receiving
vaccination teams into their homes. Commissioned by the United Nations Children’s Fund
(UNICEF) office for Somalia, this report provides the findings of an evaluation of the SM Net
campaign, and also addresses whether SM Net could be used for similar health issues.
The evaluation employed a mixed methods approach, including qualitative and quantitative
data gathered from primary and secondary sources. Primary data was collected from indepth interviews (IDIs) and focus group discussions (FGDs) with the following groups of
stakeholders: SM Net partners (Group 1), coordinators and implementing partners (Group
2), vaccinators and District Field Assistants (DFAs) (Group 3), community mobilizers (CMs)
(Group 4) and community members (Group 5). These interviews were conducted this
February through April 2017 in the 14 SM Net districts spread across Puntland, Somaliland,
and South Central. The respondents were asked a range of issues related to the relevance,
effectiveness, efficiency, impact and sustainability of the SM Net campaign. Secondary data
from Independent Monitoring (IM) by the World Health Organization (WHO) provided
information on changes in vaccination coverage and refusal rates from 2013 through 2016.
Analysis of the IM data found that, overall, vaccination coverage had steadily increased, and
the refusal rates decreased. In 2016, vaccination coverage was 96 percent in Somaliland, 97
percent in Puntland and 97 percent in South Central. This represents an increase from 2013
of 12 percent in Somaliland, 4 percent in Puntland and 6 percent in South Central. Of those
children not receiving vaccination in targeted communities, between 15 (South Central) and
35 percent (Puntland) are a result of parental refusal. However, the major cause of
unvaccinated children was the child not being available. Despite the progress made by SM
Net, in 2016 there were seven districts in South Central where no IM data collection was
undertaken due to insecurity. It is unclear what the situation is for residents there.
The qualitative findings from the IDIs and FGDs were similar for most respondents across all
three zones. Overall, stakeholders agreed that SM Net performed well in addressing local
context needs, particularly with regard to its sensitivity towards religion in the lives of
Somalis. Respondents identified the key constraints to implementing SM Net were access,
particularly in insecure areas of South Central, and mistrust of the vaccine. They also
observed, however, that mistrust decreased over time because of the involvement of CMs
known by the targeted community, who then worked with religious and other respected
members of the community.
Respondents assessed the effectiveness of SM Net according to two criteria: whether it
increased community awareness of the polio vaccine and behaviour change, and the
performance of the campaign’s management and coordination structure. It was evident that,
overall, the former had improved since 2013. Particularly in urban areas, communities
reported and were observed to be actively seeking out the polio vaccine and other
healthcare. Of those who continued to reject the vaccine, fathers and members of some
religious groups (such as the Takfir and Tuima-Wayn in Puntland) were key holdouts. It is
1

important to note that many who rejected the vaccine also did not benefit from consistent
exposure to the SM Net awareness campaign, such as internally displaced persons (IDPs),
nomads and others who lived in remote or insecure locations.
In general, the partners and coordinators thought that the SM Net management and
coordination structure was effective, but they identified weaknesses in the budget,
monitoring systems, and lack of government ownership in South Central. The low
performance of SM Net in establishing effective collaborations in Somaliland, for example,
was attributed to poor relationships with relevant ministries. The most effective external
collaborators identified by this group of stakeholders were religious and traditional leaders
and the government. In terms of SM Net’s efficiency, partners and coordinators were also
asked about efficiency. Aside from Puntland, most respondents perceived the efficiency and
value for money of SM Net as average, and they identified house-to-house visits by CMs as
the best allocation of resources. The campaign’s ability to involve hard-to-reach (HtR)
groups was also rated low, and the proposed alternative approaches were reported to be
more expensive.
Finally, respondents assessed the sustainability of SM Net, or, the degree of trust that the
network was able to build among both communities and frontline workers. Generally, the
targeted communities were satisfied with frontline workers. They trusted and accepted them,
though a few complaints were raised on the service that had been provided. For example, in
some FGDs community members felt that limited information had been provided on the
vaccine, and not all their questions had been answered. Community members also felt that
they had some degree of ownership, as they were actively involved in deciding whether a
child was to be vaccinated, and often advocated the benefits of the vaccine to sceptical
neighbours. Frontline workers were satisfied with their work, but both they and community
members raised concerns about the resources they were provided. Both groups suggested
increasing the number of teams, and providing more training and access to transport. These
would also be essential if SM Net is to be used for other health messaging. The most
effective communication approaches were those provided by the CMs, in particular the
house-to-house visits. It was suggested that specific HtR groups may require different
approaches. For nomadic groups, for example, this included radio messaging, and
scheduled awareness-raising at key water points.
More research is required to understand the routes that nomads take. Further research is
also required to understand why certain groups of people (such as fathers and some
religious groups) continue to refuse the vaccine. Most urgently, the programme must
address the recent influx of unvaccinated migrants into urban areas, as they increase the
risk and spread of a polio outbreak. It is critical to ensure that there are sufficient, and
sufficiently trained, frontline workers to effectively engage these populations. CMs, in
particular, should be recruited from within the target communities. As they are the lynchpin of
the SM Net approach, it is critical that CMs receive additional resources to access remote
locations and engage HtR groups. The success of SM Net is largely due to their efforts, and
SM Net’s sustainability and replication for other health awareness campaigns highly
depends on CMs receiving the resources they need. All stakeholders agreed that the SM
Net approach should be used for other health campaigns. More research is needed to
identify how this would fit into existing health care activities, and what additional resources,
such as outreach services, would be required to ensure access to interventions.
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1. INTRODUCTION
In 2013, Somalia was affected by an outbreak of poliovirus type 1 (WPV1) with 194 cases
followed by five in 2014. Although the last case of WPV1 in Somalia prior to this outbreak
was reported in 2007, the country has experienced a continuous transmission of circulating
vaccine-derived poliovirus type 2 (cVDPV2) since 2008. The last outbreak of WPV1 initiated
in May 2013 resulted in 199 WPV1 cases in South Central and Puntland and this includes, in
May and June 2014, five cases in Jariban district of the Mudug region.
As a result of this outbreak, a number of activities were implemented, including the
establishment of the Social Mobilization Network (SM Net) (Figure 1). The network was set
up with the aim of raising community awareness of polio and increasing coverage of the oral
polio vaccine (OPV) in access-compromised areas. While seven and six campaigns
respectively were undertaken in 2015 and 2016, only five campaigns are planned for 2017,
and two for 2018. Funding for the SM Net has recently declined, resulting in fewer polio
immunization campaigns per year.

Figure 1. SM Net structure

In response to decreased funding, and in order to investigate whether SM Net could be used
to deliver similar public health interventions, the United Nations Children’s Fund (UNICEF)
office for Somalia commissioned an evaluation. As part of that effort, the following reports
have been prepared: anInception Report1 that provides detailed background on the project
and the evaluation tools and a Secondary Data Analysis Report2 (see Annex 1) about the
findings of analysis of independent monitoring (IM) data on coverage rates, and children not
vaccinated. This third and Final Report details the findings of the SM Net evaluation
undertaken in early 2017. They are based on primary data collected from SM Net
stakeholders in Somalia, and secondary data analysis from independent monitoring of the
1

Kimetrica (Guyatt, H., Della Rosa, F., Russell, C., Nussbaumer, E. and Campion, A.) (2017). Evaluation of
Social Mobilization Network (SM Net): Inception Report.
2
Kimetrica (Guyatt, H. and Campion, A.) (2017). Evaluation of Social Mobilization Network (SM Net): Secondary
Data Analysis Report.
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vaccination coverage, 2013-2016. Based on the findings and main lessons learnt, this report
also includes recommendations for potential other uses of the network.
The report is organized as follows: Section 2. Research questions; Section 3. Methodology;
Section 4. Challenges and limitations; Section 5. Detailed findings; Section 6. Conclusions
and recommendations; Annex 1. Secondary Data Analysis Report; Annex 2. Theory of
Change; Annex 3. Data collection tools; Annex 4. IDI respondents interviewed; Annex 5.
FGDs with CMs and community members; Annex 6. IDI questionnaire results and Annex 7.
Data analysis plan.
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2. RESEARCH QUESTIONS
The SM Net approach was to raise community awareness of polio and increase coverage of
the oral polio vaccine by using a network of community mobilizers (CMs) and vaccinators
across Somalia. The purpose of the SM Net evaluation was twofold: firstly, to determine the
successes and failures of this approach, and secondly to explore whether the network could
be used for other health campaigns. More specifically, the evaluation aimed to assess: the
impact of the SM Net on community knowledge and awareness, and levels of trust and
support for immunization; the strength, efficiency and effectiveness of its management and
structure; the impact on coverage and refusal rates; and the feasibility of SM Net to deliver
on other child survival and development interventions.
The key research questions that guided the evaluation (Table 1) are organized around the
five standard evaluation criteria (relevance, effectiveness, efficiency, sustainability and
impact). They were formulated based on the original Request for Proposals (RFP), the
Theory of Change(ToC) that was developed as part of the inception phase (see Annex 2),
and the key findings of the literature review. These research questions were addressed
mostly using primary data, but those related to impact included some secondary data
analysis. As outlined in Table 1, five target groups of interviewees were identified for the
primary data collection:
•

Group 1 - SM Net partners, which include: UNICEF, the World Health Organization
(WHO), the Ministry of Health (MoH), and the non-governmental organizations
(NGOs) which act as implementing partners in the South Central zone;

•

Group 2 - SM Net Coordinators, which include: district level functionaries (District
Social Mobilization Coordinators (DSMCs) and District Polio Officers (DPOs)),
regional level functionaries (Regional Social Mobilization Coordinators (RSMCs),
Regional Polio Officers (RPOs) and Regional Medical Officers (RMOs)), and zonal
level functionaries (Zonal Social Mobilization Coordinators (ZSMCs));

•

Group 3 - vaccinators and District Field Assistants (DFAs);

•

Group 4 - CMs; and

•

Group 5 - community members.
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Table 1. Research questions and target groups
Evaluation Criteria

Main Research Questions

Target Group

Relevance

Are the interventions by SM Net in line with programme needs?

1, 2

Is the SM Net approach appropriate to the local context?

1, 2, 3, 4 and 5

What were the key constraints and difficulties in implementation
and how were they addressed?

1, 2, 3 and 4

Was the SM Net approach able to respond to changes in priorities
or programme strategies?

1, 2

Has the SM Net increased knowledge and awareness of polio,
immunization and local polio campaign amongst community
members, including hard to reach groups?

3, 4 and 5

Has SM Net changed attitudes towards polio immunisation, with
increased demand and positive behaviours?

3, 4 and 5

How effective is collaboration between SM Net actors and other
external stakeholders (e.g. local government and religious
leaders)?

1 and 2

How robust and effective was the SM Net management and
coordination structure?

1 and 2

Have the resources allocated for the programme been used
efficiently?

1 and 2

How do the costs for reaching the most excluded communities for
polio and immunization compare with alternative delivery systems?

1 and 2

To what extent has the SM Net programme contributed to
increasing OPV coverage and reducing refusal rates in target
communities?

Secondary data
analysis of IM
data

To what extent has the SM Net programme contributed to
increasing the profile and prioritisation of polio vaccination?

1 and 2

To what extent has the network been able to build trust, acceptance
and ownership amongst community members in frontline workers?

3, 4 and 5

Are community members satisfied with the information and support
provided by programme actors, such as frontline workers in
preparation for and delivery of polio services?

5

Are the frontline workers satisfied with the campaign and resources
available to them?

3 and 4

What communication interventions were most effective in reaching
target communities, particularly marginalized or hard to reach
groups?

4 and 5

What aspects of the SM Net model ensure sustainability and could
be applied to other vaccination and public health campaigns?

1, 2, 3, 4 and 5

Effectiveness

Efficiency

Impact

Sustainability
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3. METHODOLOGY
The methodology was a mixed methods approach that used qualitative and quantitative data
from primary and secondary sources.

3.1 SECONDARY DATA ANALYSIS
The secondary data comprised of IM data routinely collected by WHO following each
campaign. For a given district, information was collected on the number of households and
children surveyed; the number of children vaccinated; the number of children missed by the
vaccination team and the reasons why; the number of children whose parents refused
vaccinations and the reasons why; and the sources of awareness, or how the household
heard about the vaccination campaign. A detailed analysis of this data is provided in the
Secondary Data Analysis Report. In this final report, the secondary data analysis findings
are reviewed in terms of the impact of SM Net on OPV coverage and refusal rates in target
communities. This included investigations into reasons behind children being missed.
Although a cost analysis was initially proposed as part of the technical bid, an evaluation of
the cost data available during the inception phase ascertained that the information available
was not amenable for a detailed cost analysis (see Inception Report).

3.2 PRIMARY DATA COLLECTION
The primary data was collected from in-depth interviews (IDIs) with SM Net partners and
coordinators (Groups 1 and 2) and DFAs and vaccinators (Group 3), and focus group
discussions (FGDs) with CMs and community members (Groups 4 and 5) in all three zones
of Somalia. The fieldwork was undertaken by Forcier Consulting, following a training of
enumerators which was conducted jointly by Kimetrica and Forcier between 5 and 9 January
2017 in the Forcier Hargeisa office. The training was also attended by UNICEF zonal staff on
one day, to meet with the data collection teams and oversee the training. The fieldwork was
undertaken between 13 February and 16 March in Somaliland, 25 February and 30 March in
Puntland, and 4 April and 11 May in South Central. Fieldwork was delayed in South Central
zone because of complications in receiving clearance from the South Central Ministry of
Health (MoH) (see Section 4 for more details).
Data was collected in 14 districts3 covering 13 of the 18 regions across Puntland, Somaliland
and South Central (see Figure 2). The districts were selected by either UNICEF or Forcier
following a consultation process.

3

The sampled districts were: Bosaso, Garowe, and North Galkayo in Puntland; Berbera, Borama, Borao and
Hargeisa in Somaliland; Afgoye, Baidoa, Dollow, Dusamareb, Jowhar, Kismayo, and Mogadishu in South
Central.
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Figure 2. Map of sampled districts

Four data collection tools were developed by Kimetrica for the SM Net evaluation (see
Annex 3): two structured IDI questionnaires and two FGD checklists. The first structured IDI
questionnaire, Tool 1, was used to interview SM Net partners (Group 1), coordinators and
implementing partners (Group 2); the second structured IDI questionnaire, Tool 2, was used
to interview vaccinators and DFAs (Group 3). FGDs were conducted with CMs and
community members (Groups 4 and 5). The implementing partners (Group 2) that were
interviewed included three primary partners (Wardi, Swisso Kalm and ANPPCAN) and their
three secondary partners (Hirdo, Somali Aid and Hirda respectively). A total of 126
stakeholders were interviewed through IDIs (77 males and 49 females) and 426
stakeholders (174 males and 252 females) participated in FGDs (refer to Table 2 and
Annexes 4 and 5). In each district, efforts were made to collect primary data in both urban
and rural areas. However, in the case of Mogadishu Banadir, the district lacks a rural area.
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In three other districts (Afgoye, Jowhar and Kismayo) the rural areas had high security risks,
so both FGDs were conducted in urban areas.
For the FGDs, CMs were mobilized by DSMCs, and community members were mobilized by
the CMs. The Forcier teams did not encounter any refusals. All the FGDs were conducted in
rural or urban areas, except for the Bosaso urban one, which was conducted in an internally
displaced persons (IDP) camp. Some IDPs also participated in other community member
FGDs throughout South Central zone, even though these were not conducted in IDP camps.
Table 2. Total respondents interviewed
Number of respondents
Tool
Puntland

Somaliland

South Central

Nairobi4

TOTAL

Tool 1 (Groups
1 and 2)

13

24

31

2

70

Tool 2 (Group
3)

12

16

28

0

56

Tool 3 (Group
4)

6 FGDs (44
participants)

8 FGDs (59
participants)

14 FGD (105
participants)

0

28 FGDs (208
participants)

Tool 4 (Group
5)

6 FGDs (46
participants)

8 FGDs (61
participants)

14 FGDs (111
participants)

0

28 FGDs (218
participants)

Data quality controls were put in place to ensure that the primary research aims were met.
Data was regularly sent to the Forcier office in Hargeisa for quality assurance and FGDs
were recorded and later transcribed. Once quality assurance processes were completed by
Forcier, records were sent to Kimetrica for additional data quality checks, in particular for
checks on completeness of response and comprehension. In total, three FGDs were
repeatedto ensure that all data was of the highest quality. Two of these FGDs were with
community members, where a few CMs insisted on participating. To avoid bias in the data
collected, it was deemed necessary to repeat them.

4

Two respondents in Nairobi, one from UNICEF and one from WHO, were also interviewed for the evaluation.
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4. CHALLENGES AND LIMITATIONS
A number of challenges were addressed by the Kimetrica and Forcier teams in carrying out
the evaluation. These are described below.

4.1 SECONDARY DATA ANALYSIS
A significant challenge with the secondary data analysis, the Independent Monitoring, was
that it was provided in an uncleaned and unorganized form. More details on the cleaning and
organizing process that was undertaken is outlined in the Secondary Data Analysis Report,
alongside the data quality issues faced, but suffice to mention that it took over a month to get
the data in a format amenable for analysis. Another challenge was that the data was
aggregated at the household level, thereby negating the possibility of undertaking some of
the analysis proposed in the Inception Report. Also, due to problems of security in South
Central, there were some districts without IM data.

4.2 PRIMARY DATA COLLECTION AND ANALYSIS
While IDIs and FGDs in Puntland and Somaliland began smoothly without incidents in
February, data collection was delayed in South Central for a number of reasons. Firstly,
there were some issues related to SM Net staff payments between UNICEF and the MoH,
and on 10 March the Forcier teams were requested to halt all data collection (including
conducting FGDs with community members and IDIs with implementing partners) until
UNICEF received clearance from the government (after already having experienced some
initial delays during the previous weeks). Forcier Consulting was given permission to
proceed with data collection on 27 March, after which the data collection teams were
mobilized. However, additional time was needed to disseminate the approval throughout the
SM Net via the appropriate channels. Most respondents in South Central requested a
directive for cooperation from their direct supervisor. Additional time was therefore spent
following up on communication within various branches of SM Net’s participating
organizations, to ensure the request for cooperation made its way down the hierarchy.
Secondly, data collection in South Central was affected by insecurity on a number of
occasions. One team had to postpone their travel from Mogadishu to Jowhar due to a khat
import which occurred through dealers avoiding high government taxes in Mogadishu. Illegal
checkpoints were thus introduced and the team had to wait until these were cleared. The
same team experienced challenges in interviewing respondents in Mogadishu because of
the insecurity caused by bomb blasts following general elections held in February. Finally, a
community member FGD in Kismayo was interrupted by shooting, but moderators were later
able to resume and complete the discussion.
The Forcier teams also experienced challenges while conducting FGDs. In seven of the
community member FGDs, CMs, DSMCs or local authorities wanted to participate in the
discussion. In five of these cases, the teams were able to convince them that the FGD was
solely for community members, but the other two had to be repeated because CMs refused
to leave. Moreover, it was difficult to achieve gender balance in community member and CM
FGDs. For example, several districts employ mostly female CMs. Similarly, female
10

community members were more willing to participate in FGDs during the day compared to
men, and they were generally the household members that interacted most with the SM Net
frontline workers during campaigns.
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5. DETAILED FINDINGS
The findings of the evaluation are presented in the following section according to the main
research questions presented in Section 2. More detailed quantitative findings for Tools 1
and 2 can be found in Annex 6, including a breakdown by zone. These were all analysed
following the detailed data analysis plan presented in Annex 7.

5.1 RELEVANCE
5.1.1 ARE THE INTERVENTIONS BY SM NET IN LINE WITH PROGRAMME
NEEDS?
This theme was only addressed in the IDIs with the partners and coordinators. A range of
programme needs were suggested by the respondents, though most focused on awareness
raising related to polio and increasing vaccination uptake. Only three respondents (regional
level actors) from Somaliland and one respondent from South Central (an actor working at
the zonal level) stated that programme needs had not been addressed. Overall, 100 percent
of respondents in Puntland, 71 percent in Somaliland and 65 percent in South Central
scored the performance of SM Net in meeting programme needs as good or very good. Two
respondents who rated the performance as poor or very poor in South Central were both
from Mogadishu; in Somaliland one respondent also rated it as poor.
In Puntland, the major gaps identified in meeting programme needs was reaching the rural
communities and the hard to reach (HtR) groups, and the small incentives that are given to
the CMs: “The incentives that were being given to mobilizers were very small. The bulk of
the work is on their shoulders and they have the hardest part which is to convince people
that the vaccines are good for them and yet they get paid very little” (male, regional level
actor, Bosaso). In Somaliland, the responses focused more on resources, including the
number of CMs (48 percent mentioned shortage of CMs as an existing gap) and a lack of
support, such as transport and bigger financial incentives. This was similar in South Central,
where the most frequent gaps mentioned related to CM numbers and training to improve the
quality of services provided by CMs: “Many people have arrived in the city from different
regions … the city is urbanizing day after day and becoming overcrowded and the number of
mobilizers is not enough” (male, district level worker, Kismayo). In South Central,
respondents also mentioned constraints related to budget and financing and planning, and
the relationship between donors and the NGOs.
Overall, most respondents said that programme needs were being addressed, but
improvements could be made in improving the number of CMs, and the training and
resources provided to them, particularly in rural areas.

5.1.2 IS THE SM NET APPROACH APPROPRIATE TO THE LOCAL CONTEXT?
All stakeholders, Groups 1-5, were asked whether the SM Net approach was appropriate to
the local context.
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5.1.2.1 The views of partners and coordinators (Group 1 and 2), and DFAs and
vaccinators (Group 3)
The appropriateness of SM Net to local context was ranked as good or very good by 83
percent of partners and coordinators, and 95 percent of vaccinators and DFAs. However, the
response varied by zone. For example, for partners and coordinators it was 100 percent in
Puntland, 84 percent in South Central, and 71 percent in Somaliland.
More than 60 percent of partners and coordinators interviewed said that the most important
factors to consider were culture and religion, as these were considered to be the two most
important aspects of Somali lives: “If you can incorporate religion in SM Net operations then
you have the most important contextual factor. People respect religion and it is an integral
part of everyone’s lives” (male, district level actor, Bosaso). However, many also mentioned
geography as being important in accessing HtR groups. The vaccinators and DFAs also
highlighted the importance of religion and culture, and expanded on this to illustrate that
different parts of the country have different cultures, and the importance of clan in this
regard. Drought was also raised as a key contextual issue when evaluating the programme,
and the ongoing situation meant that many families’ priority was finding food and water for
themselves and their livestock, rather than vaccination: “there are massive droughts and a
shortage of rain in all regions of Somalia… it takes time to convince people because their
needs are beyond vaccine… they need something they can eat” (male, NGO, Dollow).
It was suggested that the best way to improve on local context considerations was to involve
religious leaders and elders in the campaign, training them alongside the CMs. In South
Central respondents also suggested involving other community members such as local
doctors, midwives and teachers. Many respondents also said the CMs should be better
qualified and trained, and from the same community that they are visiting. One Nairobi
partner suggested more of a focus on clan-based selection of CMs to ensure the community
feel comfortable working with them.
5.1.2.2 The views of CMs (Group 4) and communities (Group 5)
CMs and community members also discussed the appropriateness of SM Net to the local
context as part of their FGDs. Overall, the CMs agreed that local context is taken into
account, both religion and culture, and that they are respectful to both of these and the local
community: “It is compulsory to respect culture because if there is no respect, there won’t be
collaboration” (female, CM, Berbera). They discussed how they have used elders and
religious leaders to convince families to vaccinate their children, and that they focus on
informing communities that vaccination is not against their religion: “the common thing that
communities tell us is ‘if we become sick Allah will cure us’ so what we do is tell them that
our God is not against it and we told them to make more effort and vaccinate your children.”
(male, CM, Borama). The CMs also discussed how they use approaches that fit in with their
religion such as using women to talk with women.
Respect was mentioned frequently during the CM FGDs, and participants mentioned that it
was important to inform the local government before talking with the community. They also
stated that they were most successful when recruited from their own area: “they have
confidence in people from their area, but they have no confidence with the people recruited
from other areas” (female, CM, Burao); “it has worked very well, even the way they choose
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the employees, for example the employee is someone from the community” (male, CM,
Afgoye). They also stated that local leaders and teachers should also be involved, and many
places were already doing this: “teachers and religious leaders should be included in the
programme in order to improve the quality of the campaign because the locals respect them
and listen to what they say” (male, CM, Berbera).
One FGD discussed the finding that people also asked about other vaccines and that it may
be more relevant to the local context to also include these: “the community asks us why you
only have the polio vaccination, where are the other vaccinations? ... The children are sick
because of whooping cough and measles and we didn’t see anyone talking about measles
for the last three years.” (male, CM, Dusamareb). Furthermore, at least one FGD from each
of the three zones brought up the issue of famine and drought as a higher priority than
vaccination: “Currently it’s difficult to talk to the rural people because there is a drought, lack
of rains and they are suffering from these problems so no one can listen to what we are
telling them.” (female, CM, Berbera).
Overall, most community members reported that the awareness raising was done well and it
was relevant to local context. They were pleased with the work that was done - “These CMs
are representing the community and they are doing their job” (male, community member,
Baidoa) - and the tools they were using: “These tools are the best tools to provide
community awareness” (female, community member, Dusamareb). Some community
members suggested that communications could be improved by providing seminars for
mothers, and more training for CMs: “I would give them [CMs] training in the beginning to
increase their knowledge. When a person has enough knowledge, he can be able to provide
a quality service” (male, community member, Mogadishu Shibis); and could involve more
religious leaders and teachers to spread the message “the school teachers, scholars,
religious leaders - people with knowledge and trust [within the community], those should
spread the message [about polio] to the society” (female, community member, Afgoye).
Targeting specific groups such as refugees was also mentioned: “There are many people
who have no idea about polio, especially refugees, so they need to have more awareness”
(male, community member, Kismayo).
The community members highlighted the importance of using local CMs: “The mobilizers
that come to us were born in our neighbourhood. When a person you know by their first and
last name tells you something you will take it” (female, community member, Garowe); and
the importance of teams of male and females working together: “A male and female work
together and if there is a male in the household, the male will go first to the house and starts
greeting and if there is a female in the household the lady will go into because we are
Muslims who have faith” (male, community member, Mogadishu Hodan).
The most relevant communication approaches to the local context were reported to be
house-to-house communication and cars with loudspeakers, and not SMS, radio or TV
because some cannot access to them. However, some individuals did request SMS
messages for areas where they have no radios and TVs. While many felt that the approach
was comprehensive - “There’s no gap at all. I think they worked hard … they madea lot of
effort, and they convinced the community and the whole population” (female, community
member, Dollow) - there were a few FGDs where respondents voiced complaints. These
varied from CMs needing to make more of an effort to engage with the community, and

14

missing houses because they are too far away, to a few that mentioned that their living
situation in camps required them to be concerned about other diseases (Bosaso). Despite
this, most FGD participants agreed that the vaccine itself was relevant to them and their
communities: “The polio disease is serious for the children, and the campaign is relevant and
appropriate to the context” (female, community member, Kismayo).
Overall, most respondents thought that the SM Net campaign was relevant to local
contexts, in particular its use of CMs from the community, engagement with local
leaders, and the respect of their religious customs and practices.

5.1.3 WHAT WERE THE KEY CONSTRAINTS AND DIFFICULTIES IN
IMPLEMENTATION AND HOW WERE THEY ADDRESSED?
The constraints and difficulties faced in implementation were discussed with all stakeholders
except community members.
5.1.3.1 The views of partners and coordinators (Group 1 and 2), and DFAs and
vaccinators (Group 3)
The IDI respondents (70 partners and coordinators, and 56 DFAs and vaccinators) reported
many challenges and constraints ranging from limited resources (financial and human) to
negative attitudes of communities and religious leaders. Refusals and lack of community
understanding ranked high: “There were scandals and bad news spreading in the
communities saying that the immunization itself transmits HIV and if you inject your child or
give your child this vaccine, they will get HIV” (female, district level actor, Burao). Insecurity
in South Central and access in general, were also identified as problems: “The challenge the
programme is facing is that it can’t cover all the areas, there are some places we can’t reach
because of the road.” (male, DFA, North Galkayo).
When asked how well SM Net overcame these issues, 74 percent of DFAs and vaccinators
rated it good or very good compared to 60 percent of partners and coordinators. Ratings
were highest in Puntland. Three partners and coordinators interviewed in Somaliland and
seven in South Central, rated the ability of SM Net to overcome these challenges as poor or
very poor. The DFAs and vaccinators also provided more positive responses to the question
of how these challenges were overcome: "The refusal rate decreased because we were not
tired of convincing those people who were refusing the vaccination and we were visiting
them constantly" (female, vaccinator, Baidoa). In Puntland, 58 percent also mentioned that
they would report challenges to their supervisor: “For the negative perceptions of the public
that we would encounter, we called our superiors and they would come and enlighten the
person” (female, vaccinator, Garowe). Although many partners and coordinators also
mentioned working more with communities and leaders to reduce refusals - “We utilized the
gatekeepers of the community such as the religious leaders, elders and government officials
who helped carry the message across to the community.” (female, district level actor,
Garowe) - the issue of security was raised as being beyond their control. This was reiterated
in the follow up questions related to constraints that could not be overcome where 29
percent in South Central mentioned security issues. Again, the DFAs’ and vaccinators’
responses were more positive with more than half saying that there were no constraints that
could not be overcome, though issues related to competing priorities for households were
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raised: “I met a man and women who said they did not know what polio is and that they
needed other things like food and water instead of OPV. That was the most difficult
challenge I found and I could not overcome it.” (male, vaccinator, Dusamareb).
When asked about the reasons for not being able to overcome these constraints, the
feedback was more forthcoming. The partners and coordinators mentioned issues such as
insufficient budgets and reaching nomadic groups: “Because it’s very hard to come up with
strategies to target people who are constantly on the move. And it is equally as hard to
penetrate religious sects with such beliefs.” (male, zonal level actor, Garowe). Possible
solutions were to increase the budget and look for alternative means of reaching nomadic
groups such as radio. As reported by one coordinator in Puntland: “Awareness is the key to
overcoming all constraints and SM Net is key in providing the much needed information on
health issues. I believe that SM Net should be applied to all health issues.” (male, district
level actor, Garowe). For the DFAs and vaccinators the reasons why constraints could not
be overcome were highly zone-specific. In South Central, the focus was very much on
insecurity and that these challenges cannot be overcome without government intervention.
In Somaliland and Puntland, the focus was on increasing the effort as many religious leaders
are still not working with them: “they deeply believe that the polio vaccine is disease itself.”
(male, DFA, Hargeisa).
5.1.3.2 The views of CMs (Group 4)
For the CMs, this was one of the topics that was covered the most comprehensively in the
FGDs. Overall, they reported that they had faced many challenges related to mistrust
around both the vaccine and the CMs. Some believed that the vaccine is going to affect
fertility or is a poison - “The challenges that we have seen are that they call us liars and
sometimes they say we are poisoning them.” (male, CM, Berbera) - and that it was mostly
the male head of the households that refused, resulting in some mothers arranging for the
vaccination to be done in secret. Some of the CMs reported having guns pulled on them,
being harassed and threatened by communities, and being warned by Al-Shabab: “There
are many difficulties we face … I got a call from Al-Shabaab and they gave me a warning
saying stop what you are working on…” (male, CM, Afgoye). They overcame some of the
resistance to the vaccine by engaging more with local leaders and community committees,
and basic persistence in the awareness messaging that they gave. Being patient was a
central theme: “First people are not the same... in some places people will welcome you and
other places they may kick you out. We don’t leave the ones who kick us out, we try to be
patient, if you are not patient then you won’t succeed” (female, CM, Mogadishu). They also
found that being from the same community helped and recommended that they should work
only in their communities: “My advice would be that people from different areas like me (I
come from Garsoor) are transferred to their area. I know my community and no one will
harm me in my community, they are like my children... but if I work in another community
where no one knows me… everyone should work in a community where they know each
other” (female, CM, Galkayo). They also overcame some of the initial security threats from
the community by working in pairs, and referred difficult cases to their team leaders.
Other operational challenges related to the timing of the activities. CMs requested to avoid
Fridays which are devoted to prayer and other religious activities: "during Friday sermon we
are not able to use microphones, people might think we are against Islam religion … thus we
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are requesting to change Friday to another day" (female, CM, Hargeisa); and to be given
official ID cards which would help them to be recognised (especially in insecure areas) and
accepted by the community. They also referred to a situation where the communities lost
confidence in them when the vaccinators did not turn up (Kismayo),and when vaccinators
gave out expired vaccines and children got sick (Borama). The CMs also suggested
additional training sessions to help them learn how to handle difficult cases in the
community.
Also, for many, the priority was food and water: “people who live in this area are in a hard
situation and their first priority is food and water because their life is at risk” (female, CM,
Garowe). This was raised as a particular issue for IDPs who also generally lacked an
understanding of the importance of vaccination. Some communities also reprimanded the
CMs as lacking qualifications or only being interested in their remuneration, though
interestingly only one FGD (from Dusamareb)mentioned low per diems as a challenge under
this theme.
Despite all these challenges, the CMs remained optimistic and had seen things improve:
“When they realized that the polio has no cure except prevention, the challenges decreased”
(male, CM, Burao). They found that once one household took the vaccine, their neighbours
were close to follow; and if someone had experienced the positive effects of vaccinations,
they became real advocates for the programme: “In the last campaign I knocked on a door
and a woman opened the door and she shared this with me: ‘I understand the benefits of
vaccination, a child from the rural area got measles and he suffered a lot but the other
vaccinated children didn't suffer so that's how I know about it’ so she said I'm ready for any
vaccination.” (male, CM, Borama). It was clear that involvement of the community and
religious leaders was key to ensuring uptake.
Overall, the key constraints and difficulties in implementation related to access,
particularly in insecure areas of South Central, and mistrust. Mistrust has decreased
over time, and is helped by engaging CMs from local communities and working
together with religious and other respected members of the community.

5.1.4 WAS THE SM NET APPROACH ABLE TO RESPOND TO CHANGES IN
PRIORITIES OR PROGRAMME STRATEGIES?
Whether the approach of SM Net was able to respond to changes in priorities or programme
strategies was only asked to the partners and coordinators. The first question related to the
changes that had happened, and this question was not well understood by many
respondents. A significant proportion of respondents stated there had been no changes,
others mentioned a focus on rural areas, using CMs in house-to-house visits, using cars with
loudspeakers and in South Central an important move to using NGOs rather than WHO and
the MoH. The Nairobi respondents described a shift in the larger SM Net picture, from
initially focusing on raising awareness, then the vaccination of missed children, and now
reaching the nomadic populations. Overall, 77 percent rated the ability of SM Net to respond
to changes in priorities or programme strategies as good or very good, but four respondents
in Somaliland and one in South Central rated it as poor or very poor. Although none of the
respondents in Puntland could provide an example of how SM Net failed to adequately
respond to changes, South Central and Somaliland respondents mentioned a range of
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examples such as not reaching rural populations and not providing sufficient CM capacity:
“In 2015 we needed more mobilisers, we requested for 500 but they sent us 200” (male,
regional level actor, Hargeisa). When asked how SM Net could be improved to better adapt
to such changes, the responses were mixed. Many could not provide an answer, or said that
it did not need to improve. However, others provided a range of solutions varying from
improving capacity and selection of staff, to implementing approaches such as third party
monitoring. It was also suggested that other topics relevant to the communities were
discussed: “During periods like this [drought periods], there are a lot of health issues that
arise and it would be wise to talk about these issues or at least attach those issues to polio
campaigns to ensure that citizens are more receptive to the message and that the campaign
is more effective.” (male, regional level actor, Garowe).
Overall, even though the focus of activities had changed, the ability to respond to
these changes was not well articulated, though an obvious gap in addressing the
needs of people during the current drought was raised.

5.2 EFFECTIVENESS
5.2.1 HAS THE SM NET INCREASED KNOWLEDGE AND AWARENESS OF
POLIO, IMMUNIZATION AND LOCAL POLIO CAMPAIGN AMONGST
COMMUNITY MEMBERS, INCLUDING HARD TO REACH GROUPS?
Improvements and issues surrounding knowledge and awareness raising was addressed to
the frontline workers (DFAs, vaccinators and CMs) and the communities themselves.
5.2.1.1 The views of vaccinators and DFAs (Group 3)
The vaccinators and DFAs were asked about the effectiveness of SM Net to increase the
knowledge and awareness for four separate issues: polio, the disease; polio vaccination; the
campaign and immunization rounds; and roles of vaccinators and CMs. There were marked
zonal differences both in the ratings that respondents gave to how effective SM Net had
been in raising awareness on these issues (see Figure 3) with Puntland rating higher than
the other zones in all but one theme (polio, the disease), and Somaliland presenting the
most varied responses.
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Figure 3. The percentage of respondents who rated the effectiveness of SM Net in raising awareness as
'good' or 'very good'

These zonal differences were even more marked when the responses related to whether
there were geographical areas or certain groups where awareness for these issues
increased significantly more, or increased more slowly or not at all (see Figure 4). What is
evident from this figure is that a smaller proportion of respondents thought that there were
specific groups or geographical areas where knowledge and awareness increased more
slowly or not at all, compared to those who thought there were specific groups where it
increased significantly more. Furthermore, respondents in Somaliland were more likely to
identify those where knowledge and awareness increased more, whereas the zone with the
highest percentage acknowledging groups where knowledge and awareness increased more
slowly varied depending on whether this related to polio the disease (South Central), polio
vaccination (Puntland), the campaign and immunization rounds (Puntland), and the roles of
vaccinators and CMs (Somaliland).
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Figure 4. The percentage of respondents that reported that there were geographical areas or certain
groups where: a) awareness increased significantly more and b) increased more slowly or not at all

The DFAs and vaccinators were also asked to explain where these geographical locations,
or who these groups of people were, and the reasons why they demonstrated better or
worse uptake on knowledge and awareness. For each of the four issues (the disease,
vaccination, campaign and vaccinations rounds; and the roles of vaccinators and CMs), the
area and groups of people were similar so are discussed jointly below.
Those geographical areas or groups of people with more awareness and knowledge were
identified primarily as being residents in urban areas due to the ease of accessibility by the
SM Net team, their higher educational status and their access and exposure to other health
initiatives and health care in general, and to forms of media such as radio and TV: “Yes, a
person in the urban centre is someone who is more in tune with the media and therefore is
more informed and they also have more campaigns” (male, vaccinator, Bosaso). Since they
were easy to reach, these communities had experienced multiple campaigns with the CMs
often being from the same localities so that community members knew and trusted them.
Other specific groups mentioned were certain IDPs from the refugee camps in Kenya who
had already been exposed to information on polio, and mothers rather than fathers. The
respondents also specifically named towns where knowledge was greatest and these often
correlated with those places where the campaigns had been greatest and the engagement
with local leaders the most successful: “The local community of Xamar Wayne gets more
awareness on polio because the community leaders in this district take part in the polio
campaign” (female, vaccinator, Mogadishu).
Similarly, the geographical areas or groups of people where awareness and knowledge
increased more slowly or not at all were those that were primarily identified as HtR. These
included those in remote or insecure areas, and nomads: “They are tough people to reach
[nomads] and also they are always on the move. They also don’t believe in conventional
methods of treating diseases since they have their own methods ...” (female, vaccinator,
Garowe). The greater level of mistrust towards development agencies in rural areas was
also raised by the same FGD participant.
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Despite being accessible geographically, there were other groups that were identified as
having less awareness and these included migrant groups moving into town from rural areas
(as many are illiterate and uneducated, and have not been exposed to the campaigns) and
those in IDP camps where their focus is on food, not polio: “IDP camps in Mogadishu are
areas where knowledge of polio immunization increases more slowly because these people
are poor and they are busy getting daily food, and so they are not interested in the polio
immunization” (female, vaccinator, Mogadishu). Interestingly, the poor awareness and
knowledge of affluent groups was also raised: “There are societal issues that cause these
people not to be as aware of the campaign as much as others. Some of the reasons being
they perceive these campaigns as below their societal standards and that it is meant for the
poor or the disadvantaged” (female, DFA, Bosaso).
Again, the respondents were able to name specific locations of the HtR groups, suggesting
that these lists could be used as a basis for targeting more intensive campaigns in these
groups. Strategically planning and targeting HtR groups would require an increased budget
and resources such as staff and vehicles. In addition, alternative approaches to raising
awareness in remote and insecure areas were proposed: "... we can take some people from
those areas and they can be trained here in order to serve their villages when they return"
(female, vaccinator, Baidoa). There were also suggestions of tracking nomads and meeting
with them at key water points, and increased engagement with communities and local
leaders, and with the government: “We need a hand from the government. If the government
makes this a national issue and orders everyone to vaccinate their children, then the
community will improve their knowledge towards the vaccine” (female, vaccinator, North
Galkayo).
However, the overall message was that knowledge and awareness had increased: “It is
already very good. Everybody knows who we are. They either call me by name or scream
out vaccinators. People also know the difference between the vaccinator and CMs and they
know we come after the CMs. Sometimes they even know our schedule” (female, vaccinator,
Garowe).
5.2.1.2 The views of CMs (Group 4) and communities (Group 5)
“The answer is that it has increased more. Before, people would see us and run away, but
now when the children hear us or see us, they come to us, they call their mothers, saying
‘awareness has come so we need vaccination...” (female, CM, Burao).
“There is a big difference from the time I started working until now. People are different,
before the people used to say get out, we don’t want the vaccination, but now they call me
every day asking if I am coming next month, everyone likes the vaccination and they are
better than before.” (male, CM, Mogadishu).
“The awareness changed the people. Before people had negative attitudes about the
awareness; people believed that the vaccination is something bad for human production.
After the awareness in every household, most people understand it. Every mother knows the
importance of the vaccination.” (community member, Galkayo).
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“Before the people had no knowledge. But now the mothers understand the advantages of
the vaccinations for their children, and they go for it. So the campaign has changed a lot and
things are not the same.” (male, community member, Baidoa).
The CM participants in the FGDs overwhelmingly reported that knowledge and awareness of
polio and the vaccine had increased. These have led to many positive attitudes (see Section
5.2.2) and increased trust in them, there are still some groups who lack trust and require
more awareness raising (see Section 5.5.1). It was noted that the ones with the least
awareness are those from the rural areas: “The awareness is different between the cities
and the rural area. These people in the rural area need more awareness...” (male, CM,
Jowhar), specifically nomads: “Yes like nomads and the reason is their children don’t study
at school and so experience a lack of awareness and that's a really big problem.” (male, CM,
Borama). The enthusiasm to continue awareness raising was evident: “The CMs changed
things and made it easier for communities to take the vaccination. When some people did
not agree they did more awareness for them. I'm always ready to do more and more
awareness for my community.” (male, CM, Borama).
The community members echoed the findings from the CMs, in agreeing that their
knowledge and awareness of the vaccine and the disease had increased. Examples of the
information they now have included: “It is understood that polio is fatal. We know to inform
the vaccination centres if you feel any change and if you see stiffness in the arms. These are
the lessons that we learnt from the awareness and they told us to contact them if we see
children having such diseases.” (female, community member, Galkayo); “If some diseases
come like measles, whooping cough or polio, the person who has taken the vaccination will
get a fever but not a serious sickness.” (female, community member, Hargeisa); “Before the
awareness I didn’t understand the importance of vaccination, but now I am aware about the
importance of vaccination, I understood that this illness has only prevention before … there
is no cure after...” (female, community member, Dusamareb).
It was clear that the community were happy with the knowledge they have received and that
this was now available to everyone, not just a select few: “Before only a few knew the
benefits, the people who understood it. But now everyone understands it.” (female,
community member, Garowe). Only one FGD (Bosaso urban, carried out in an IDP camp)
stated that awareness was low, and this was from the same district as the CMs who noted
having a difficult relationship with the community. In one FGD (Baidoa), it was noted that
wealthy people refused the vaccination.
It was suggested that awareness could be improved by training the community to spread the
word to other communities (Borama) and one FGD in Dusamareb suggested increasing the
number of CMs as they were not sufficient.
Overall, knowledge and awareness had improved since the start of the campaign,
though there are still people that reject the vaccine, mainly fathers and some religious
groups; and some people who have had little access to awareness such as IDPs,
nomads and those in remote or insecure locations.
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5.2.2 HAS SM NET CHANGED ATTITUDES TOWARDS POLIO IMMUNISATION,
WITH INCREASED DEMAND AND POSITIVE BEHAVIOURS?
Changes in attitudes towards polio immunization was investigated in IDIs with DFAs and
vaccinators, and in the FGDs with both CMs and the community.
5.2.2.1 The views of vaccinators and DFAs (Group 3)
The DFAs and vaccinators from all three zones rated the effectiveness of SM Net in
increasing positive attitudes to polio vaccination as high (87 percent as good or very good).
Most negative attitudes were reported to come from nomads, displaced groups, religious
groups (eg. Takfir and Tuima-Wayn in Puntland) and more generally those in rural areas.
The types of negative attitudes revolved around the vaccine being harmful, as a source of
HIV or as a means to reduce fertility. Eighty-four percent of respondents said SM Net was
either good or very good at overcoming these negative attitudes around the polio
vaccination, though two respondents in South Central and one in Puntland rated it as poor or
very poor.
Of all of the HtR groups it was nomads that seemed to be the most challenging: “They
[nomadic groups] are less educated and therefore are more susceptible to hearsay or
rumour and this makes it hard to change their viewpoint in one meeting.” (female, vaccinator,
Garowe). The main challenges in improving attitudes in these groups were budget, staff
numbers and time, the lack of training of the staff in dealing with the culture sensitivities of
nomads, and approaches to locate them. In addition to the obvious increases in resources,
possible solutions also included using people from the local communities more: “As I said
before, utilizing people they can relate to. Spreading the word by giving them the tools or
letting them accompany mobilizers. Also, utilize people within their community that they
respect” (female, vaccinator, Garowe). In South Central, the issues of insecurity were
something they said that SM Net has no control over, and many issues cannot be resolved
until security is improved.
The geographical locations or specific groups of people where positive attitudes increased
the most were the same as those who grew in knowledge and awareness (see Section
5.2.1) i.e. urban areas and educated people. The most obvious signs of a more positive
attitude is that refusal rates have gone down and communities are actively asking
vaccinators when they are next coming: "The community members themselves are asking
us the time we are coming to their houses while earlier they were not opening their houses
or they used to refuse us." (female, DFA, Baidoa). Similarly, it was nomadic groups or rural
migrants into urban areas who were seen as those where positive attitudes developed more
slowly or not at all, primarily as a result of their lower knowledge and awareness and access
to the SM Net activities. However, respondents also identified certain religious groups who
believe that the vaccine is against Islam. The solutions proposed were more awareness
campaigns and more engagement with these communities.
All three zones rated the effectiveness of SM Net in improving demand for the vaccine as
high (91 percent as good or very good). Most demand came from those that had had a lot of
awareness, including those coming from the Kenyan refugee camps. One respondent also
mentioned other IDPs who are concerned about disease and have little access to health
care so appreciate free vaccinations: “They are vulnerable and poor, and they are afraid of
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diseases. Mostly in the morning they are not at home, but their demand has increased and
even when they go out they make sure their neighbours will give permission for us to
vaccinate their children.” (male, DFA, North Galkayo). This demand is most evident in the
way that people now ask for the vaccine and ensure newborns are also vaccinated: “People
asking you for the vaccines … asking why we haven’t conducted a campaign lately. Why it’s
taking so long. Also, how they frequently remind each other to vaccinate a newborn infant
...we have mothers who drag other mothers and their infant babies to the MCH to have them
vaccinated. This was unheard of before.” (female, DFA, Bosaso). In addition, those groups
that demonstrated a slower change in demand were identified as being similar to those with
lower uptake of knowledge and awareness, such as nomadic groups and residents of
remote or insecure locations. However, one respondent also identified that some households
are showing signs of fatigue: “The other households refuse our polio vaccination because
they say we had already given them the polio vaccination, ‘why do you always come to us?’"
(female, vaccinator, Baidoa).
There were also positive spin-offs, with DFAs and vaccinators noting that people are now
asking for other vaccinations: “Vaccinations such as measles have had an increase in
demand due to the realization that vaccinations are a good preventative measure. Mothers
have seen the effects of measles and polio and have regretted not vaccinating their children.
So now they are the ones lobbying for vaccinations and raising awareness of its importance
...” (female, DFA, Bosaso). The communities were also noted as visiting health facilities
more, and spreading the awareness amongst themselves. It was clear that demand was
linked to awareness, and the number of times the campaigns and vaccinations are able to
target populations, this being much higher in urban than rural areas: “The difference is in the
number of the vaccinations they receive... due to distance of these villages they may get one
vaccination exercise the whole year, whereas the urban places may get 3-4 vaccination
campaigns/activities.” (male, DFA, North Galkayo).
As expected the specific challenges in increasing demand for the vaccine revolved around
insecurity, poor infrastructure and insufficient budget. In Puntland, respondents also
suggested that rural communities will have to overcome their suspicions around the vaccine
first before demand can increase, and that this will take time. The respondents from Berbera
(Somaliland) also mentioned issues related to insufficient vaccines and a clear programme
strategy, and the late delivery of salaries and vaccines. In addition to morel resources,
solutions for increasing demand for the vaccine included the need to track nomads: “We
have to write the name of the places that nomads move every time they are moving … after
that we have to get cars to reach every place they move in time with the campaign.” (female,
DFA, Afgoye).
5.2.2.2 The views of CMs (Group 4) and communities (Group 5)
The feedback from the CMs in the FGDs was that attitudes towards the vaccine and
themselves had improved. This was evidenced by the fact that people would contact them if
they felt they had been missed out: “If we don’t visit a mother or she misses the vaccination
she will call us and ask why we are not visiting her...people now understand the advantages
of the polio vaccination and have got more awareness” (female, CM, Garowe); and that
people would arrange their schedule around these visits: “Yes they welcome us. They ask us
for vaccination when we finish awareness ... I heard one mother say she cannot go to the
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market because the vaccination is coming.” (female, CM, Bosaso). They also reported that
mothers now ask for their newborn children to be vaccinated at the health centres, and that
they inform campaigners when there is a newborn in the household.
Many CMs reported that people had changed their minds when they had seen negative
effects of both polio and other diseases, such as measles, if you do not vaccinate: “when
they saw a lot of children who didn’t get the vaccination become disabled that is when they
came back to us ...” (male, CM, Dollow). It was reported that communities are increasingly
more trusting of treatments for other diseases as well, including seeking out medicine for
cholera and measles, andattending the health centres more.
The community members concurred with the improved attitudes reported by the CMs:
“there was a time we closed the door on them, but now we are standing outside waiting for
them, so yes, it is improving” (male, community member, Burao). From the discussion, it was
clear that previously attitudes were very negative: “Yes, it has changed things. I told you
before how there were scandals saying that the vaccination itself is a disease but now we
realize its advantage.” (female, community member, Kismayo). Some of these changed
attitudes were as much to do with seeing the benefits of vaccination as opposed to only
obtaining information: “Like I told you before I am 80 years and did not used to believe the
vaccination. Now I believe it and so there is a big change. If I had not have seen the benefits
then I would not cooperate with them, but because I have now seen these effects, I am
cooperating with all the campaigns that come, for the awareness for the children of Somalia,
my children and my grandchildren.” (male, community member, Afgoye). Now it is even a
topic of discussion at the markets (“you will see the men discussing in the market so that is
good.” (male, community member, Burao))and people become concerned when the
vaccinators do not appear: “there has been a gap of almost four months that we have not
received vaccination, and people are asking each other what happened to the vaccination,
and that shows us how the people have changed their perception towards the polio disease”
(male, community member, Mogadishu Shibis). Mothers even tell their children to take the
vaccine if they are not around: “in our neighbourhood if the mother goes to the market she
says to her children if the vaccinators come let them give you the vaccination.” (female,
community member, Berbera). It is clear that this information has given them the confidence
to request other vaccines and access health care: “… the mother carries her children on her
back to the vaccination places like MCHs … there seems to be more confidence now the
benefit of the vaccine has been seen.” (female, community member, Afgoye). Participants in
the discussion noted that they had also now learnt about the benefits of other vaccinations
and requested that these are also brought to them: “…the medicine they used to give to the
children benefited us a lot, such as polio drops, and we are hoping they bring the measles
medicine now.” (female, community member, Dusamareb).
Overall, SM Net had changed attitudes towards the polio vaccine, with communities
actively seeking out the polio vaccine and other health care, though negative attitudes
still exist especially for those still not being adequately reached by the CMs, such as
nomads and IDPs.
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5.2.3 HOW EFFECTIVE IS COLLABORATION BETWEEN SM NET ACTORS AND
OTHER EXTERNAL STAKEHOLDERS (E.G. LOCAL GOVERNMENT AND
RELIGIOUS LEADERS)?
Perceptions on whether collaborations were effective, which worked and which did not and
why, was addressed only to the partners and coordinators. The extent and the perceived
effectiveness of collaborations varied markedly by zone. In South Central, 87 percent rated
collaborations as good or very good, compared to 69 percent in Puntland and only 50
percent in Somaliland. Given these differences, each zone is addressed separately.
In South Central, all collaborators were noted as being effective, but special mention was
made of community and religious leaders. Local communities and community leaders were
noted as being effective collaborators since if they feel part of the programme, they are more
likely to support it. For religious leaders and imams, as these are some of the main
influencers in local communities their support is extremely effective: "They [imams] help us
to deliver our message; they also pass our information to the community because they use
HADITHS and Koran verses to help people accept the work that we do.” (female, district
level actor, Baidoa). Most respondents said that no collaborations were ineffective (74
percent), but then went on to mention how some partners could be ineffective, for example,
because religious leaders are not paid, international and government agencies have other
programmes and priorities, and health centres are under resourced and so are unable to
fully support the programme. They noted that many of these issues can be overcome by
providing additional funding to the programme for salaries and training.
In Somaliland, 35 percent rated effectiveness as poor and very poor, and these were
regional and district level actors from Hargeisa, Berbera and Borama. Although 17 percent
said there were no collaborators, others mentioned a wide range including NGOs, women’s
groups, businessmen and religious leaders. The most effective were noted as being the
NGOs, and the least effective as the Ministry of Religious Affairs, Ministry of Education and
local government; and there was a specific request to work towards a better relationship with
them.
In Puntland, 46 percent said MoH was one of the most effective collaborators, and 31
percent said religious and traditional leaders. It was noted that the support of the MoH
helped to get the backing of religious leaders and traditional leaders; and if they support the
campaign people will take the vaccination. Two respondents also mentioned doctors as they
are trusted. No collaborations were given as being ineffective.
Overall, the most effective external collaborators were identified as religious and
traditional leaders, and the government, and the low performance of SM Net in
establishing effective collaborations in Somaliland was attributed to the poor
relationships with the relevant Ministries.

5.2.4 HOW ROBUST AND EFFECTIVE WAS THE SM NET MANAGEMENT AND
COORDINATION STRUCTURE?
Perceptions on the strengths and weaknesses of the SM Net management and coordination
system were only asked of partners and coordinators. The effectiveness of the management
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and coordination system was rated as good or very good by 92 percent of respondents from
Puntland, and 74-75 percent of respondents from Somaliland and South Central. Two district
level actors from Dusamareb and Dollow (South Central) rated it as very poor, and two
regional level actors from Hargeisa and Borama (Somaliland) rated it as poor or very poor.
The main strengths of the programme were identified as being the strong hierarchical
structure of management from district to regional level and an effective chain of command; a
strong connection and communication between different managerial levels; effective district
level coordination of the programme; and agencies working together with the MoH: “The
biggest strength is the UN organizations, WHO and UNICEF… IOM… FAO… UNHCR
working together with MoH. This is strongest in Puntland and weakest in South Central…”
(male, Nairobi).
Many respondents said that there were no weaknesses in the management and coordination
structure, particularly those from South Central (45 percent) and those from Garowe and
Bosaso in Puntland, but weaknesses identified by others included: no monitoring systems,
lack of government ownership in South Central, budget constraints affecting incentives,
transport and capacity training of CMs, and poor communication between the management
and the field: “The biggest weakness is that the management never come to the field to
monitor the levels of implementation of SM Net in the field, only the DSMCs are available.”
(male, NGO, Mogadishu). In Somaliland, the focus of the solutions to improve on these
weaknesses concentrated on resources, such as more trainings, vehicles and staff and
increases in incentives. In South Central, in addition to these resources, they also suggested
more engagement with the government and the implementation of monitoring systems for
tracking who has been vaccinated and which children have been missed. This was also
echoed in the Nairobi interviews. In Puntland where many responded that there were few
weaknesses, one respondent focused on the fact that some things are beyond their control:
“It’s hard to cover all the weaknesses. We can’t control people’s movement or create internet
infrastructure for villages, so we are left to face these problems until Somalia is able to rectify
them.” (male, zonal level actor, Garowe).
Overall, the partners and coordinators were satisfied with the SM Net management
and coordination structure, though some identified weaknesses in the budget, the
monitoring systems and the lack of government ownership.

5.3 EFFICIENCY
The efficiency questions were only explored with partners and coordinators.

5.3.1 HAVE THE RESOURCES ALLOCATED FOR THE PROGRAMME BEEN
USED EFFICIENTLY?
Although 62 percent of respondents overall rated SM Net as good or very good in terms of
value for money, this was 92 percent in Puntland, 58 percent in Somaliland and 52 percent
in South Central. The rating on efficient use of resources was also higher for Puntland than
the other zones, and notably five respondents from Somaliland (Hargeisa, Berbera and
Borama) rated the efficiency as poor or very poor. Using CMs and conducting house-tohouse visits were seen as the most efficient activities across all regions because CMs were
paid very little, but they were able to ensure that the houses they visited had received
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information on the polio campaign and at the same time helped to gain the trust of
community members. This made this technique more efficient than media campaigns and
loudspeaker mounted cars because although these covered wide geographical areas there
was no guarantee that community members would either access this information or increase
their trust in the campaign: “The best way to reach everyone in an area are house-to-house
visits because some people do not get information from other sources like mass media.”
(male, zonal level actor, Mogadishu).
Although many reported that there were no activities that were inefficient, those that were
mentioned included loudspeakers mounted on cars and the radio and SMS campaign, as
these are not easily accessed by HtR groups. Furthermore, it was recognised that most
people do not give sufficient attention to the messages being transmitted through cars
mounted with loudspeakers. Most people also suggested then that the resources used for
the mass media campaigns be transferred to house-to-house visits. Activities in South
Central were also reported to be more inefficient that in the other zones: “In South Central
we had to go through NGOs both for cold chain and SM Net so some money goes to the
NGOs. In the Northern zones it goes directly to DSMCs, RSMCs, CMs, etc.... and the
transfer is done through local mpesa [daabsheel] so it is more efficient.” (male, Nairobi).
However, it was clear that most respondents being interviewed did not have access to the
budgets: “I would say all the resource allocations were efficient. We successfully reached
thousands of children and vaccinated them. We also were able to change perceptions. But
we don’t know where all the resources were allocated since we didn’t get the budget from
international donors, the aid agencies did. So we don’t know where all the resources were
allocated.” (male, zonal level actor, Garowe).
Overall, house-to-house visits by CMs were perceived to be the most efficient activity,
and the perceived efficiency and value for money of the programme varied by zone.

5.3.2 HOW DO THE COSTS FOR REACHING THE MOST EXCLUDED
COMMUNITIES FOR POLIO AND IMMUNIZATION COMPARE WITH
ALTERNATIVE DELIVERY SYSTEMS?
“The hard to reach groups are by and large the pastoralist or nomadic populations ... Their
movements are very hard to track effectively. Although there are some efforts that have
been made, more needs to be done to track them effectively.” (male, district level actor,
Bosaso).
The efficiency of reaching HtR groups (defined by the respondents as being nomads or
those in remote or insecure areas) was rated as good or very good by only 55 percent of
partners and coordinators from South Central, 31 percent in Puntland and 25 percent in
Somaliland, and overall nearly a quarter rated it as poor or very poor. The most effective
strategies given by respondents from Puntland were the recent approaches of holding
campaigns at nomadic and pastoralist water points and wells, engaging with nomadic elder
committees and mapping settlements. This was supported by one of the Nairobi
respondents: “We used a three pronged strategy: making a database of all
nomads…building an informant network…who tells us if there are new groups coming in and
finally cross-notification - different groups notifying each other”. (male, Nairobi). In
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Somaliland, the most popular approaches proposed were house-to-house visits and using
one or two members of the HtR groups to spread the word within their communities. In South
Central, respondents mentioned mass media campaigns and engagement with local leaders.
Other alternative approaches that could be used were training up people local to the area to
spread awareness, and using mass media: “Use radio and mobile phones … we did some
research on nomads, they are mostly illiterate but listen to radio and have mobile phones.”
(male, Nairobi). The same respondent suggested vaccinating both animals and people, but
that in his experience this can be costly: “have joint vaccination for animals and humans. We
did a pilot in Puntland, learned a lot from it, but turned out to be about 5 times more
expensive.” (male, Nairobi). Indeed, although many said the benefits may be higher (57
percent overall), the costs would also be higher (57 percent).
Overall, SM Net’s efficiency in reaching HtR groups was rated low, and the proposed
alternative approaches were expected to be more expensive.

5.4 IMPACT
5.4.1 TO WHAT EXTENT HAS THE SM NET PROGRAMME CONTRIBUTED TO
INCREASING OPV COVERAGE AND REDUCING REFUSAL RATES IN TARGET
COMMUNITIES?
5.4.1.1 The views of partners and coordinators (Groups 1 and 2)
Most partners and coordinators rated the impact of SM Net on increasing vaccination
coverage as good or very good (90 percent), and this was similar across zones (88-92
percent). However, when asked whether there were geographical areas or specific groups
where polio vaccination coverage increased significantly more than in others, the response
was highly variable ranging between 54 and 88 percent (Figure 5). However, the types of
groups were similar. In all zones, these were identified as urban areas (more accessible and
educated) and among IDPs (as they appreciate free vaccination). In South Central, these
were also identified as areas which are secure, and respondents noted that demand in these
secure urban areas have increased due to the influx of migrants and IDPs. One respondent
in Nairobi also described how, in the Northern zone, ownership by the government had seen
increased polio vaccination coverage in the region.
The response to whether there were geographical areas or specific groups where coverage
increased more slowly or not at all was more uniform across the zones (Figure 5). The 71
percent who said there were specific groups, identified these as nomads, and those living in
remote or insecure areas: “The reason is insecurity because if these areas had security I
believe the community would get polio vaccination...” (male, district level actor, Afgoye).
Respondents in Somaliland also identified these as certain religious groups in urban areas,
and in Puntland, there was also mention of upper middle class families who can afford to pay
for vaccines so do not participate in mass vaccination campaigns. The solutions to
increasing coverage in these groups were similar to before, with a focus on increasing
funding and outreach (more campaigns, more CMs, more transport, and more mobile teams)
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and greater involvement with regional and central government actors, as well as religious
and clan leaders in the campaign.

Figure 5. The percent of partners and coordinators who responded that there were certain geographical
areas or specific groups where coverage uptake or refusal rate reduction was significantly more than in
others, or slower or not at all

The partners and coordinators were also asked about the impact of SM Net on reducing
refusals. As for coverage, the response was similar across zones, but the rates were lower.
Overall, 77 percent rated the impact of SM Net in reducing refusals as good or very good
(compared to 90 percent for coverage). Sixty-four percent went on to say there were specific
groups where refusal rates decreased significantly more than in other areas or groups (again
highest in Somaliland at 79 percent (Figure 5)), and the reasons mentioned related to
greater education levels in urban areas, and greater trust when using certain religious
groups: “SM Net employed members of these groups [religious sects in Ceel-gardi near
Bacadwayn village] to mobilize and vaccinate. This made it easy for them to participate in
the polio campaign.” (male, district level actor, North Galkayo). A respondent in Somaliland
also noted that having the MoH coming along to communities also helped build up trust: “We
went along with UNICEF and MoH to this district [AxmedDhagax] and it helped a lot.” (male,
regional level actor, Hargeisa).
Thirty-six percent of respondents also identified that there were geographical areas or
certain groups where refusal rates dropped more slowly or not at all, and again this was
highest in Somaliland (Figure 5). These included specific religious groups in Puntland:
“Because the religious sect [Takfir religious groups] believes it is a sin to partake in these
vaccinations.” (male, district level actor, Bosaso); and communities where religious groups
had an important influence in Somaliland. All zones also mentioned that lower refusal rates
were related to lower awareness and trust in remote and insecure areas as SM Net has less
access to these groups. The obvious solutions put forward by the respondents was to
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increase the number of awareness campaigns and engage more with local doctors, local
government and religious leaders: “Because some of the scholars live in these urban areas
… and if they refuse a large number of the community will refuse as well because they’re
influential people.” (male, regional level actor, Burao). They also suggested more research to
understand why these refusals still occur, and identified particular locations where this could
be done eg. Burao in Somaliland. In fact, the respondents frequently referred to specific
locations with either poor uptake of the vaccine, or slow reduction in refusal rates, by name
so it would be possible to target these specific areas.
Overall, whereas most partners and coordinators rated the impact of SM Net in
increasing coverage as good or very good, refusal rates were still seen as a problem.
5.4.1.2 The Independent Monitoring (IM) data
The secondary data analysis showed that overall the coverage of the polio vaccination
through house visits had steadily increased, and the refusal rates decreased, since the start
of the SM Net campaign in 2013. The latest data from 2016 suggested that coverage was 96
percent in Somaliland, 97 percent in Puntland and 97 percent in South Central. This is up
from only 84 percent in Somaliland in 2013 (see Figure 6).

Figure 6. The polio vaccination coverage in monitored areas by year

Of the 3 percent of children still not being vaccinated in these targeted communities,
between 15 (South Central) and 35 percent (Puntland) are still refusals in 2016 (see Figure
7). For all zones, this represents an increase in the overall contribution of refusals to nonvaccinations since 2013. The proportion of unvaccinated children due to team performance
declined over time, and in 2016 was highest in Somaliland (39 percent), and lowest in South
Central (27 percent). The largest contribution continues to be children unvaccinated due to
them not being available for vaccination. This represents between 34 (Puntland) and 58
percent (South Central) of unvaccinated children in 2016. The child being in school was
responsible for 13 percent of children not being available in Central and 6.6 percent in
Puntland (see Annex 1, Table SRA8). However, the main reason for children not being
available was the generic “not available” category, meaning either the questionnaire is not
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capturing the range of reasons for the child or parents being unavailable or there is a failure
of communication between the parents and the enumerator to obtain more detailed
information.

Figure 7. The relative contribution of “misses” and refusals to the unvaccinated children

Despite the progress made by SM Net, in 2016 there were still seven districts in South
Central where no IM data collection was undertaken so it is unclear what the situation is for
residents in these insecure areas. Given the lack of access to both SM Net campaigners and
vaccinators it is likely that polio vaccination remains low or non-existent in these areas.
Importantly, when the vaccination rate for each district is regressed against the source of
awareness, the results show that households who heard about polio from CMs were much
more likely to have their children vaccinated than if they had heard about the programme
through other sources such as health staff or SMS/Mobile and not CMs (see the Secondary
Data Analysis report).

5.4.2 TO WHAT EXTENT HAS THE SM NET PROGRAMME CONTRIBUTED TO
INCREASING THE PROFILE AND PRIORITISATION OF POLIO VACCINATION?
Most partners and coordinators rated the impact of SM Net on raising the profile of polio (i.e.
increasing the attention polio gets) and prioritisation of polio eradication in the region as
good or very good (91 percent). This was lowest in South Central (87 percent), where two
respondents also rated this as poor. As expected the profile was seen to have increased
more in urban areas due to their access to the media and the greater awareness done here.
The SM Net success was reported to be most visible in the increased knowledge around
polio the disease and vaccination in communities; the increased demand for the polio
vaccination; and the decrease in the number of refusals: “You can tell by the refusal rates
dropping. You can also tell by the community's response to the vaccination campaigns.
People are welcoming the campaign. This wasn't the case years back.” (male, zonal level
actor, Garowe). The areas where the profile and prioritization was less evident were those
with less awareness including those HtR groups such as nomads. It was suggested that
alternative ways of reaching these should be investigated, such as using traditional doctors
as vaccinators: “They [nomadic groups] need to be reached through a means that they are
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familiar with, maybe using traditional doctors as vaccinators.” (male, zonal level actor,
Garowe). It was also clear that the duration of awareness raising could be increased: “The
reality is that the three days for awareness is a very short of time, while the geographical
areas are very large, also the nomadic groups need to have more time to understand the SM
Net aim.” (male, district level actor, North Galkayo). However, it was also accepted that the
security situation in South Central is a constraint that is beyond the control of SM Net: "More
awareness could be done for those rural people to give more knowledge about the polio
profile but the security concern is out of our hands but let us see how things change."
(female, district level actor, Baidoa).
Overall, there was consensus that SM Net had increased the profile of polio and the
prioritization of polio eradication in the region, though there are still problems in
accessing and influencing the hard-to-reach groups.

5.5 SUSTAINABILITY
5.5.1 TO WHAT EXTENT HAS THE NETWORK BEEN ABLE TO BUILD TRUST,
ACCEPTANCE AND OWNERSHIP AMONGST COMMUNITY MEMBERS IN
FRONTLINE WORKERS?
The issue of trust was explored with the DFAs and vaccinators (56 respondents) and FGDs
with CMs and the community members.
5.5.1.1 The views of DFAs and vaccinators (Group 3)
Most DFAs and vaccinators believed that the communities trusted and accepted the CMs
and the vaccinators. Overall, 93 percent of respondents rated this as good or very good, with
this being lowest in Somaliland (88 percent) and highest in Puntland (100 percent). They
suggested that the specific groups where trust increased more were those where the
population was educated and urban, and those areas where the CMs were from the same
community that they visit. Similarly, those with less trust were those populations that were
remote or nomadic, where the CMs were not part of the local community: “Our staff do not
come from those places so the people don’t know them. If they don’t know them it is hard for
them to trust.” (male, DFA, Dollow). The key solution then to improving trust in these HtR
communities was to increase the effort of these campaigns, giving more time and resources
to these activities, and to use CMs from their communities or those that they will respect. It
was highlighted that these HtR groups are harder to build relationships with than urban
populations, and it is not surprising that there is less trust as there is little contact: "The
inaccessible areas or the nomads have less trust and acceptability towards SM Net CMs and
vaccinators because we don't visit them so how can they trust us." (female, vaccinator,
Baidoa). To this end, it was recommended that in addition to having more effort in reaching
these groups, the activities should involve the people local to these areas: “Make sure that
the mobilizers that are being tasked to raise awareness in these areas are from the area or
at least incorporate some people from that community in the project to act as guides or
facilitators in their respective area.” (female, DFA, Bosaso).
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Most of the DFAs and vaccinators felt that the community involvement in the SM Net
activities was good or very good (91 percent). As for the other indicators, trust was highest in
urban and accessible populations who were educated and had more exposure to the SM Net
activities. As indicated by one vaccinator from Puntland, the communities themselves were
the ‘hidden advocates’ of the programme: “The community would help us and would
campaign to their neighbours often changing the perceptions that the neighbours had about
the vaccine. So they were very much involved after years of campaigning and understanding
the benefits, they were the hidden advocates of the vaccination.” (female, vaccinator,
Garowe). Similarly, those living in remote or inaccessible locations, or those always on the
move, are less involved as a community because they are less exposed to the activities. For
areas that are insecure or remote the obvious solution is to make them accessible in some
way, and for those groups that may have cultural or religious barriers to the vaccine, key
leaders or members of these groups need to be included in the campaigns: “For the religious
groups, there needs to be more coordination with religious leaders. For the nomadic people
there needs to be a team comprised of nomads and mobilizers that carry out the
campaigns.” (male, DFA, Garowe).
5.5.1.2 The views of CMs (Group 4)
Aside from one FGD where the moderator also noted that the CMs had a poor relationship
with the community and a lot of mistrust (Bosaso urban, which was the only FGD conducted
in an IDP camp), in general they reported that the trust in the vaccine and the campaign had
gone up: “Yes, people trust what we have been doing and the polio campaign we are
undertaking. Sometimes we even give the vaccination to the children while the mother and
father are not at home because we have full trust from the families and as well the
community.” (female, CM, Garowe). However, the CMs also identified certain groups of
people where there was still mistrust. This includes male head of households and the
religious scholars who also believe the polio disease is the will of Allah. Other FGDs referred
to certain groups of men who do not accept the vaccine for their families, such as Tag Fiirta;
and certain clans, such as Aylo. It was also noted that clan was important is building up trust:
“Some people they may refuse just because of your tribe...” (male, CM, Jowhar).
Communities living in remote locations were also singled out as still not accepting the
vaccine, and a few FGDs discussed the problems of the new arrivals in their communities,
IDPs or those from the refugee camps in Kenya, who have not been exposed to the
campaigns and need time to build up trust. In addition to continuing to raise awareness,
other suggestions for improving trust included getting religious leaders and the Ministry of
Religious Affairs more involved in the awareness process, as it was recognised that it is
important to have the religious leaders on their side. CMs also suggested that people who
refuse vaccines for their families could be brought to group ‘meetings’ where they could
meet families who had already received the vaccine. Also, that trust may be increased if
CMs work more closely with the vaccination team and go to communities together, rather
than on different days.
5.5.1.3 The views of communities (Group 5)
The majority of the community members in the FGDs reported that they trusted the CMs and
vaccinators. Examples of why they trusted them included that they are well known citizens,
who are well respected from their local areas; they are local residents who would not do their
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own people any harm; and also belong to all clans, not just one or two select few: “The
vaccinators are local residents and belong to all clans … there is no discrimination they are
all same … we are confident because they are our people and they perform their job well.”
(male, community member, Afgoye). As a few of the respondents indicated, if they did not
trust them, they would not even participate in these activities: “Yes, if we don’t trust them for
sure we won't take the vaccination or even listen to the awareness.” (male, community
member, Borama). This trust increased when they saw how dedicated the team was - “If the
child was in school they came back and attempted three times … when they did that we felt
they have more interest in our children’s health and that increased our confidence…” (male,
community member, Mogadishu Shibis) - and the benefits of vaccination amongst the
children who have received them and those that have not: "The past years I used to refuse
vaccination and I lost my children without vaccination but now I understand the importance
of the vaccination and I give the vaccination to all my children.” (male, community member,
Berbera).
Although most respondents were confident in the work the team are doing, and in their
professionalism - “The vaccinators are people who have been trained and have good
knowledge on the work that they are doing, as such we have full faith in them.” (male,
community member, Baidoa) - a few did voice concerns on the qualifications of vaccinators
and knowledge of CMs. An extreme example was given in Hargeisa when the young
vaccinators gave drops to the children without informing the mothers and this angered the
community.The young age of the CMs was also raised as a concern in relation to how they
relate to the mindset of the elders in the community. Many also mentioned that more
community members should be in the teams as well as involving religious leaders, scholars,
elders and businessmen in the campaign in some way. They also felt that some of the CMs
should be men as currently they are all women and this means that they can only talk to
other women in the community and not men. Participants in one FGD expressed their
dissatisfaction with the MoH and the agency that employed the CMs as they felt that they
had not provided enough CMs to cover the community, and had not provided them with
enough vehicles to move around the community: “I don't have any problem with the CMs but
I'm criticizing the agency and Minister of Health because they are the ones who send these
employees. They [the employees] are doing a good job, the only problem is there are too
few. It would be much better if they sent four people for each village instead of two … so that
will make the work better. That’s the only problem we have and it's good if they can talk
about that.” (male, community member, Kismayo). Concerns were also raised about the
quality and age of the coolboxes being used to store the vaccines, and therefore vaccine
safety: “Like I just told you ... I don’t like them to touch my child until I see the medicine and
the fridge they have.” (female, community member, Burao).
Aside from the FGD undertaken in the IDP camp where it was evident that the relationship
between the community and the SM Net team was not satisfactory, trust in CMs and the
vaccinators had increased and was now good. However, there is still some distrust around
the vaccine, although that is also gradually reducing over time, especially when the
government is seen to support the campaign. Respondents also suggested that in the future
the MoH should be involved in the recruitment of the team and that they should select
people that are qualified as well as familiar to the area. The selection of honest and
hardworking CMs and vaccinators was also stressed: “There are some people who are
working so hard with honesty for their people and others … others they don’t work hard … I
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would recommend hiring people with honesty and knowledge…” (male, community member,
Bosaso).Participants reported that engaging elders and community leaders is a powerful
way of gaining the trust of local communities and suggested that communities should be
trained and sensitised together. Using local community members was highlighted as
important by many respondents, particularly when reaching communities living in the IDP
camps. For those who are still wary of the vaccine, it was suggested that they are invited to
local health centres to learn more about the disease, and to use community role models to
convince them. Above all, the respondents stressed the importance of continuing regular
campaigns, and those from Galkayo said it was important to continue these vaccinations,
even when polio is eradicated: “We need to increase the vaccination and awareness. I heard
that polio is terminated, but if we make the diagnosis maybe we will find another case. It is
not good to forget it. We need to double our effort.” (community member, Galkayo).
The community members were also specifically asked about their perceptions related to
community involvement in the SM Net programme. Most of the communities did feel involved
either simply by the fact that it is them that decide whether their child receives the vaccine or
not, or by how they feel able to raise awareness with their neighbours: “Yes, we are involved
as a community. For example when our neighbour refuses the vaccine, we talk to them and
tell them about the benefits of vaccine.” (female, community member, Berbera). There were
just a few FGDs (for example, Baidoa) where they expressed a concern that community
involvement was not enough. It was suggested that community involvement could be
enhanced by including local businessmen, midwives, teachers, mothers and doctors in the
CM training, and giving more jobs to the community as CMs.
Overall, respondents confirmed that SM Net has built trust and acceptance amongst
community members in the frontline workers, and communities felt involved in the
network, though some distrust in the vaccine remains.

5.5.2 ARE COMMUNITY MEMBERS SATISFIED WITH THE INFORMATION AND
SUPPORT PROVIDED BY PROGRAMME ACTORS, SUCH AS FRONTLINE
WORKERS IN PREPARATION FOR AND DELIVERY OF POLIO SERVICES?
Most community members reported that they were satisfied with the support, information and
services provided by CMs and vaccinators during the polio campaign and vaccination
process. In general, they felt that the mobilizers explained the disease very clearly, and that
both CMs and vaccinators were very knowledgeable about polio and able to answer their
questions: “Yes, because we ask them many questions like ‘does the vaccination have
fever… and how many days will it last?’ and they give us answers to our questions ...” (male,
community member, Afgoye) and: “Yes, I am satisfied. When they bring medicines to us we
ask them whether they are expired … so they show us the carton and convince us.” (female,
community member, Mogadishu Hodan). It was clear that being from the same community
helps: “They were born in this neighbourhood and we are very satisfied with them.” (female,
community member, Garowe); and the community members also appreciated that the CMs
and vaccinators referred them to hospital if the children were unwell or malnourished.
Despite this there were a few complaints. As discussed under other themes, the FGD
participants from the IDP camp in Bosaso were not happy. There was a lot of dissatisfaction
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with the information and services provided by the campaign. They felt that limited information
had been provided on the vaccine and that this was a key reason for lack of trust amongst
residents of the camp. They also felt that no one had taken the time to ask what they were
missing or what they needed as a community: “They don't visit all the people who live here
and do not do full monitoring. For example, in this camp there are 15 students, if they used
these students and worked alongside them things would be better because they are working
for their people and the community will trust them easily. The truth is that these people
[working for the campaign] did not ask them what they are missing and what they need.”
(female, community member, Bosaso).
The two FGDs in Hargeisa also had complaints that the CMs did not always answer their
questions: “People ask questions when they have conversation … but we never have that
talk … all we have is when they call us and tell us there are vaccinations, nothing more.”
(female, community member, Hargeisa); and that the services were not satisfactory: “... if
they can make a billboard with pictures because some people can't read… and using the FM
[radio] … and if SMS can be added it would be good as well … and also for the people who
are being sent to raise awareness to be well trained.” (male, community member, Hargeisa).
Participants in other FGDs also said that they sometimes felt the CMs did not answer all of
their questions around the polio vaccines or made mistakes when they provided answers:
“Yes…they do their work well though they sometimes make mistakes but they do a good
job.” (community member, Jowhar Horsed); and one FGD in Burao said they were not
satisfied because they had not received sufficient awareness raising prior to the vaccination,
and that they would prefer for vaccinators to be health professionals and CMs more
knowledgeable: “We would like to … have an expert health team who deliver the
vaccination. We would like the CMs to have better communication skills than the ones we
have now. Also we would like the communication process to improve. We need to have a
monitoring team to check the process of the work here as well.” (male, community member,
Burao). In one FGD in South Central, participants also said that there should be more male
CMs in the programme in order to be able to talk the male members of the community: “I am
not that much satisfied because some critical gaps exist. Only women are working [as CMs].
There are a lot of men who are jobless and we would like to give the men a job opportunity
because women are not able to cover the whole work… men are more suitable to give
awareness to the men and women to the women.” (male, community member, Mogadishu
Shibis).
In addition to the above, suggested improvements to the service included: further training to
CMs to improve their capacity; incorporating tools such as radio, loudspeakers and
community committees in the campaign work; greater coordination between the CMs,
vaccinators and community so that all community members are aware of when the
vaccination will be coming to their area; engagement with religious leaders prior to entering
the community; and public community awareness raising meetings: “Most of the time there is
household awareness, but we need to have public awareness.” (male, community member,
Galkayo); “It could be improved if they come together and hold meetings” (male, community
member, Dollow). Above all, there needs to more awareness raising, especially for those
who still do not trust the vaccine and vaccinators.
The community members also requested: more time to be given both to awareness raising
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activities and the vaccination rounds; more transport, training and incentives for CMs; and
more mobilizers and vaccinators as there are currently not enough to reach all of the people,
particularly those in HtR areas and urban areas where many are migrating to because of the
drought: “... the employees are very few, so not everyone in the community gets the
information.” (male, community member, Kismayo). There were also requests for more
vaccines, and of better quality: “the medicine is not enough … and also the quality of the
medicine is very low so we request that they bring us high quality medicine.” (female,
community member, Kismayo). Indeed, one respondent asked for information on where the
vaccination is made to be provided -“Where this vaccination is made is very important. We
decided to take the vaccine regardless of knowing where it came from, but it is important to
know where it was made.” (female, community member, Garowe) - and one wanted more
information on exactly what the vaccine was - “When I met them, I just wanted to ask them
what this medicine actually is ...” (female, community member, Borama).
In addition to more and better resources and information, the community members also
suggested thatthere should be a complaints committee set up so that community members
can provide feedback on the CMs; and there should be some system of monitoring and
follow up of the programme to ensure that families not vaccinated before have been
vaccinated, rather than focusing vaccinating the same children multiple times.
Finally, some respondents also felt that vaccinators and CMs should be concerned about
their child’s health beyond just whether they have been given the polio vaccine. Following on
from this, many respondents thought that SM Net should also consider using the campaign
to incorporate other vaccinations or health messages related to diseases prevalent in that
area: “There are many things that are needed. The awareness comes with medicine as it
should, but the needs in the city are very high … there is need for health and for many other
things” (female, community member, Dusamareb). In particular, respondents mentioned
measles, malaria and bednets, dewormings, and nutrition: “The medicine they used to give
to the children benefited us a lot, such as polio drops and we are hoping they bring the
measles medicine now.” (female, community member, Dusamareb). This will be addressed
in more detail in Section 5.5.5, when the idea of using SM Net for other messaging was
proposed to the stakeholders, though it is important to note that they independently
suggested this themselves as part of this discussion point.
Overall, the communities were satisfied with the information and support provided,
though there remained some isolated groups where the experience with the CMs and
vaccinators had fallen short of expectations, and some areas for improvement in the
service provided.

5.5.3 ARE THE FRONTLINE WORKERS SATISFIED WITH THE CAMPAIGN AND
RESOURCES AVAILABLE TO THEM?
5.5.3.1 The views of DFAs and vaccinators (Group 3)
The responses from DFAs and vaccinators related to their satisfaction with the management
and resources provided to them were of mixed quality. While overall 86 percent rated their
sense of satisfaction with the management as good or very good, most responses to what
aspects they were most satisfied with did not relate directly to the programme management
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of SM Net. However, for those that did, the aspects they were most satisfied with included:
management support with issues in the field; good coordination and teamwork between
management, field staff and supervisors; and clear communication from management. They
outlined that the management approach helped staff to become more effective, and in South
Central the staff felt that there was sufficient guidance for field staff, and strong human
resources (HR) procedures in place which ensured the right people got recruited to the
team: “If the HR of the organization is good everything goes the right direction because they
recruit and select the right people.” (female, DFA, Baidoa).
When asked about aspects of the management they were least satisfied with, the responses
focused on resources rather than management issues, and indeed this is where the major
complaints were. Criticisms included poor salaries and incentives for staff that did not equate
with the time and effort they put in: “When we look at our current situation the per diem and
the small salary we receive is not even equal to 20 percent of the tasks we are doing.”
(female, vaccinator, Burao); a lack of access to vehicles which meant that the team had to
walk, often long distances to get to the communities: “We don’t have transportation to reach
all areas. We have 10 teams of two people who all work in a different area so we cannot
share transportation.” (male, DFA, Hargeisa); poor quality equipment, particularly
malfunctioning fridges which meant that vaccinators often were not sure that the
vaccinations were even usable (particularly after a full day in the sun working in remote
areas): "The equipment that we are using is very poor … I am least satisfied with the vaccine
carrier which is too old." (male, DFA, Baidoa); and insufficient time to do their job properly:
“The time assigned for us and the working days are very short, so the programme needs
more days to reach the entire community.” (female, vaccinator, Dusamareb).
However, they did say that they were pleased with the communication tools (73 percent of
respondents rated their sense of satisfaction with the support, tools and other resources
available to them as good or very good), in particular the visual aids in South Central which
helped CMs to communicate more effectively with families who were illiterate; the staff
uniforms; and the vehicles, when they are available. Access to these resources made it
easier for them to do their job, and the main requests to improving the resourcing of SM Net
revolved around increasing incentives, transport, trainings and the budget in general.
However, respondents from both Puntland and South Central also suggested combining the
network with other health services.
5.5.3.2 The views of CMs (Group 4)
The CMs overwhelmingly said that they are satisfied with the work that they do with their
communities, but were not happy with the incentives they receive. They expressed concerns
about the amount they receive given the work that they do, the fact that they are often paid
late, and that reductions have also been made.
“Yes, I am satisfied with the work because I am doing hard work for my people, related to
health, but we have some challenges from the small income that we get. I have to wait for
the salary for at least four months, it’s challenging but I am satisfied with the work.” (male,
CM, Mogadishu).
“The salary is very small compared to the work we do.” (female, CM, Galkayo).
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“The salary is always late and we wait three to four months... we need our salary to increase
but what is worse is that it is always late.” (female, CM, Baidoa).
“When we work we also have to wait for our payment for three months, and sometimes they
deducted us some money and still we are patient, we work each day for ten dollars and
sometimes they only give us eight dollars for the whole day… they don’t give us enough
money.” (female, CM, Hargeisa).
“Now we are reduced to $6 per day and no one told us the reason for the reduction. They
told us that the Ministry of Health deducted from us and we are not satisfied because what
we do and what we receive are not equal.” (male, CM, Burao).
In addition to more timely and larger payments, the CMs also stressed that other resources
were limited. There were requests for more training: “we need to be trained. It is not good to
make awareness without knowledge.” (female, CM, Galkayo); and for more time to do the
work: “…three days are not enough for us to do awareness … because the number of
people is a lot...” (male, CM, Borama); and more access to vehicles as they spend a lot of
time walking when they could be mobilizing households instead. Other items mentioned
were ID cards and better uniforms, visual aids which would help them better explain the polio
disease to the communities; more microphones and batteries for these, and airtime.
Overall, the frontline workers were satisfied with the work that they do, but raised
concerns about the resources provided to them to carry out this work.

5.5.4 WHAT COMMUNICATION INTERVENTIONS WERE MOST EFFECTIVE IN
REACHING TARGET COMMUNITIES, PARTICULARLY MARGINALIZED OR HTR
GROUPS?
“I believe the best approach of effectively conveying the message on polio is the household
visit.” (male, CM, Hargeisa).
“A man on top of a wall and a man inside a house, the one inside knows more. Household
visiting is the only way you can get more information to residents.” (male, CM, Berbera).
5.5.4.1 The views of CMs (Group 4)
Most of the CMs in most of the FGDs stated that the most effective approach to
communicate messages to target communities was to use house-to-house visits as it
ensures messages are understood. House-to-house visits also enable CMs to understand
which community members may refuse the vaccine: “Visiting households face to face you
can know whether they refuse or accept you … but when you are using other methods like
radio or TV you cannot know whether they refuse you or not.” (female, CM, Afgoye). They
can then spend more time convincing those that would refuse the vaccination, and building a
relationship with the families to address any misconceptions about the polio vaccine. This is
the approach that most of them have been using and they see that this has worked, and it is
the approach that they would now recommended if first starting out in an area.
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However, there were some CMs who reported that the most effective approach they used
was loudspeakers mounted on a car. These were prefered because they could spread the
message to more people: “If you tell one person with your own mouth, you cannot broadcast
to all the people or community, and even maybe this one person you told can forget. But
when you are using the microphone all the people can hear the message effectively.” (male,
CM, Burao); and more quickly: “Using the microphone makes it easy for the people to hear
awareness while they stay in their houses and get ready to participate in the campaign, but if
we visit every house we cannot conclude the campaign in only one day, it takes more days
to finish.” (female, CM, Garowe). Others argued that whilst many people can hear the
microphone, the CMs cannot guarantee that households have fully understood what they
have been told. Nevertheless, many CMs used this approach, including the four FGDs
conducted in Kismayo and Dollow districts in South Central. Some preferred this approach
as house-to-house mobilization is not so easy in rural areas, because houses are much
more dispersed, and some because of hostilities they had encountered using house-tohouse mobilization: “In previous times when we visited houses they did not open the door to
us and they would say ‘you are human traffic’ but now we use microphones and everyone
can hear while they are in their houses and no one can scare us.” (female, CM, Hargeisa).
Importantly it was noted that the microphones are only used by the men, as hearing
women’s voices is forbidden.
Although some CMs said that communication was also done through mass media, they were
concerned that people might not listen to such health messages as they had not been given
directly to them. Although one CM said the television was the most important approach to
use as it is visual, compared to the radio which is non-visual and does not have the same
impact on changing people’s mindset; most respondents said out of all the mass media
approaches, radio was the best, as few households have a television, but many listen to the
radio: “We would like it if we could get on FM radio …because most of the mothers listen to
the radio.” (female, CM, Garowe). Despite this, most people said that house-to-house was
superior to radio: “It is better to go to the household because they mostly don’t listen to the
radio and even when they do not with full attention …” (female, CM, Dusamareb). Though
one CM felt that mass media was important to help prepare households for their visits: “In
my opinion mass media is important to this programme because if the community gets polio
campaign information from the TV or radio it supports us when we are doing house-to-house
visits as people already have the information.” (female, CM, Berbera).
The CMs did feel that different approaches suited different populations. In accessing HtR
groups, such as rural and nomadic populations, or remote and insecure areas, the problem
with access to mass media was raised, though some CMs mentioned that nomads do listen
to the radio: “... there are materials that are relevant to the pastoralists and it is the radio
because most of them are connected to the BBC.” (male, CM, Kismayo). CMs also
suggested that nomads would understand visual aids better (books with pictures) and any
awareness would need the backing of the religious leader or community leader. Face-to-face
interaction or sensitization through community meetings was also recommended for these
groups and it was stressed that in order to gain their respect the CMs should be well
qualified and well presented: “For the nomadic people, awareness should be given using
people who are well trained and who have good knowledge and wear clothes with clear
signals [a uniform].” (male, CM, Bosaso).
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For rural populations in general, most CMs suggested that loudspeakers may be a better
tool than in urban areas as they are more likely to be heard across a wide area. This was
because rural groups prefer to gather together in group meetings to receive information and
unlike urban populations, rural groups are not used to hearing loudspeakers and so they are
more likely to be interested in what the mobilization teams have to say: “The people in the
village will follow the microphone, they will come together in that place, then they will bring
their children to get vaccination; but it is different in the city and it is better to walk and talk to
each household.” (female, CM, Galkayo). However, microphones were suggested not to be
a good idea for nomads: “nomads cannot be mobilized with the microphone… we mobilize
them face to face… we visit them family by family.” (female, CM, Berbera). CMs also
discussed how they often met with people from remote or insecure areas at checkpoints and
got them to then spread the message back in their communities.
Various ways to improve on the current forms of awareness-raising were proposed by the
CMs. The most important was to use and establish good relationships with religious and
community leaders, and to use community committees to gain trust: “that cooperation,
working with religious leaders, women and all the community members is very important.”
(male, CM, Bosaso). CMs also thought that they could be more effective if they had more
days for house-to-house visits and greater access to vehicles, particularly in rural areas.
Other requests were for better tools translated into Somali, including papers, stickers and
pictures that can be distributed to communities on polio, and better microphones: “The
microphones we use are bad they need to be fixed.” (female, CM, Hargeisa).
5.5.4.2 The views of communities (Group 5)
Many community members agreed with the CMs that house-to-house visits were the most
effective approach because not everyone can access or listen to radio and TV, and that
sometimes the messages on the radio are not always clear - “When we used to hear it on
the radio we didn't even understand what it was about… but when we were visited, we
started using the vaccines.” (female, community member, Garowe). House-to-house was
seen to provide families with time to understand the disease and vaccination process, and
ask question on any issues they were not clear about.
Some community members did mention loudspeakers on cars as the most effective
approach: “The most effective tool is the microphone, because even if we’re sitting here or
outside the home we can hear what they’re talking about” (female, community member,
Dollow); and others suggested mass media for certain groups: “Radio is important both in
the city and in the nomadic people…nomadic people are interested in the radio so the radio
is important for community mobilisation.” (male, community member, Burao). It was clear
that sometimes this preference depended on what they had already been exposed to:
“Mostly we used TV as a communication, but there are people who can't afford that kind of
communication device and all they can access is information from the microphone or the
community.” (female, community member, Hargeisa); though most community members
acknowledged that mass media is least effective in rural areas.
Some respondents thought that a mixed approach is better as different communication tools
can be used by different people at different times: “All that you have mentioned are
important, because whether it is radio, microphone, and television or if it is face to face, they
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are all used by the people... for those who are in the homes, they are visited in their homes
and for those who in the market they hear it from the radio” (male, community member,
Mogadishu Hodan). In some FGDs it was clear that the participants themselves had heard
information from different sources. One example is the urban FGD in Borama (Somaliland)
where three participants had received house-to-house visits, two had listened to information
on the polio campaign on the radio, one had heard about the campaign from cars with
loudspeakers, one had heard about the campaign from SMS, and one from her friends.
It was recommended that there should be more CMs particularly in areas where there is
migration from the rural areas into the cities, and that they should be better trained so that
they are able to answer any challenging questions on polio that the community asks. It is
also important that the CMs are from the same community, and this was raised specifically
with reference to the IDP camps: “Yes, we saw the people who do the awareness. They are
from the city and don’t know how to communicate with people… it is important to bring
people who come from the community and understand how to communicate with the
community… they should hire people in the camp” (female, community member, Bosaso). It
was also clear that efforts need to be increased in rural areas in general, and in urban areas
which are experiencing an influx of migrants and IDPs because of the drought. Suggestions
for improving communication tools included putting up posters in local communities and
distributing visual materials such as stickers in local schools, and providing CMs with
projectors so that they can show videos of the awareness campaigns to larger audiences in
the community. In fact, a few respondents suggested it would be better to gather all the
community members in one place to deliver the sensitization on polio rather than have CMs
go individually from house-to-house. Many respondents noted how they liked the visual tools
that the CMs currently used, but also suggested that they should be providing information on
other health issues, in particular hygiene and sanitation, and to focus on the most vulnerable
populations.
Overall, the approaches used by CMs (house-to-house visits and loudspeakers on
cars, rather than mass media) were considered to be the best sources of information,
though specific hard-to-reach groups may require different approaches.

5.5.5 WHAT ASPECTS OF THE SM NET MODEL ENSURE SUSTAINABILITY
AND COULD BE APPLIED TO OTHER VACCINATION AND PUBLIC HEALTH
CAMPAIGNS?
“We are very thankful to this SM Net organization and these discussions we have about
polio … but there are other diseases like malaria, so if they can use this there is no
problem.” (male, community member, Kismayo).
5.5.5.1 The views of partners and coordinators (Group 1 and 2), and DFAs and
vaccinators (Group 3)
Ninety percent of partners and coordinators interviewed, and 80 percent of DFAs and
vaccinators, rated the overall sustainability (i.e. the ability to be maintained) of SM Net as
good or very good. It was rated lowest by respondents in South Central, where three rated it
as poor. The question on what aspects of the SM Net model are most financially sustainable
(i.e. able to be maintained at same cost)was not answered well by some respondents,
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especially by those from Puntland. However, the other zones noted that the part most
financially sustainable was the CMs and house-to-house visits because these were low cost
and delivered the most value for money as an intervention. Mounted loudspeakers were also
seen as cost effective because in addition to being cheap to implement, they could also
cover large areas.
The interviewees came back with a wide range of responses to those aspects of the SM Net
model that were least financially sustainable. Interestingly, these included the CMs. At one
level this was because low and delayed payments may lead to low morale and therefore an
unstable situation; and at another level although individually their cost is low, because there
are many of them, the total cost is high: “The CMs are 3,600 so even if they get less money,
the numbers are so large that it is still expensive. The cost of CMs is $36,000 a day - that
would cover DSMCs and RSMCs for about a month!” (male, Nairobi). The mass media
approaches of radio, television and SMS were deemed not relevant to an oral society
(particularly SMS) and communities often do not have access, especially to television and
radio in rural areas. A one-time awareness using television, loudspeakers, or radio were
seen as not being cost effective compared to CM house-to-house visits.
The aspects of SM Net with the most operational sustainability were noted by partners and
coordinators to be that it can mobilize a lot of people in a short period of time; and the strong
coordination structure and communication between sections and between partners which
ensured that the programme can be implemented smoothly: “There is a good chain of
command in the coordination department and good collaboration with partners.” (male, zonal
level actor, Mogadishu). The house-to-house visits were also mentioned as the driving force
in ensuring the legitimacy of the programme to local communities. The DFAs and
vaccinators overwhelmingly rated the house-to-house visits as the most operationally
feasible: “They [mobilisers] were the backbone of this project, and without them things may
have not work as planned.” (female, vaccinator, North Galkayo). CMs were reported to be
key to the sustainability of the programme because they built strong relationships with
communities, and the trust they have built has allowed vaccinators to be able to work with
communities: “Because this had the most effect. It was the only activity that really made the
community feel that we were working for them. The community got a chance to get their
questions answered and receive services.” (female, vaccinator, Bosaso).
However, CMs were seen to be the least operationally sustainable parts of the SM Net
model by 38 percent of partners and coordinators from Puntland: “Because we only employ
these people for 4 days maybe once or twice a year. This person will go on and find a new
job or get tired of this job because the pay isn’t enough of an incentive to work. So this
creates a gap where you have to train new people all the time” (male, regional level actor,
Garowe). For other stakeholders and other zones, the responses were mixed and
inconsistent. Respondents from South Central also mentioned that the lack of regional
medical care meant that the programme had to be run by outside agencies, affecting its
long-term sustainability. In addition, poor equipment, particularly cooling equipment for
vaccines meant that vaccinators cannot travel long distances with the vaccines: “Many
villages don't have access to power, and the drops need to be put in a cool place and
weather of Somalia is very hot, that is a challenge for the vaccination teams.” (male, district
level actor, Dusamareb).
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Some solutions to financially unsustainable aspects were to provide CMs with bicycles and
motorcycles to avoid high transport costs of using vehicles; to start monitoring and observing
the work that CMs do; to increase the finances available; and capacity building at the district
level to ensure that the ability to conduct this campaign is decentralized. One new approach
to awareness raising was to use mobile cinemas: “They are not used in Somalia but they
would be very effective. In most areas in Somalia there is no electricity, so mobile cinemas
would be useful.” (male, Nairobi).
Solutions to operational sustainability included ensuring that the local community are
sufficiently involved in the programme and hiring local community members as CMs,
boosting the skills of CMs, and increasing the number of their working days. It was also
suggested that SM Net should use house-to-house campaigns and vehicles with
loudspeakers more, and to find ways to increase the amount of budget allocated to these
activities rather than media campaigns.
Overall, 91 percent of partners and coordinators and 82 percent of DFAs and vaccinators
said that SM Net approach would be suitable for other health campaign messaging (in
isolation or with polio). Of the 13 respondents who said that it would not, 9 were from South
Central (69 percent). The top 4 diseases and priority health issues mentioned by the
respondents were measles, malaria, cholera, and hygiene and sanitation. Partners,
coordinators, DFAs and vaccinators, all agreed that these were suitable for the SM Net
campaign because they are the biggest health issues in the community, and the awareness
raising methods used are most suitable for these diseases. Many community members do
not have access to health facilities and these are the sorts of diseases that CMs could raise
awareness on. One Nairobi representative alerted the team to the fact that SM Net is already
being used for some other health initiatives: “It is already being used for measles,
deworming, Vitamin A and birth registration - two campaigns a year are always combined.
Oral cholera vaccination (not yet), bed nets for malaria (planned) specifically targeting
nomads; in other countries used for handwashing with soap, IYCF, open defecation free
initiatives with WASH.” (male, Nairobi).
They also identified some diseases and health issues that would not be suitable for SM Net.
These included diseases that can also be addressed at the local MCH or pharmacy, such as
whooping cough, and malaria; health issues, such as female genital mutilation (FGM), that
are cultural practices; and culturally sensitive diseases such as HIV/AIDS, which are very
difficult to address through sensitization in certain communities: “Within nomadic
communities it’s hard to mention HIV and AIDS and other disease like cancer and TB.
Historically the community believe if someone has such a deadly disease, he or she is
cursed.” (male, regional level actor, Dusamareb); “These topics [HIV/AIDS, family planning]
are against the religion so would harm the other initiatives.” (male, Nairobi); “The community
does not know about the virus and they would feel embarrassed to discuss this disease that
is related to sexual intercourse.” (male, vaccinator, Dusamareb).
Overall, 73 percent of partners and coordinators, and 74 percent of vaccinators and DFAs
said that they thought that it will be feasible to add on another health campaign messaging to
the existing polio messaging, and this was similar for all geographical zones. Most
respondents in Puntland and South Central suggested two different types of health
campaign messages can be covered in the same campaign, and in Somaliland, they
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suggested four or five. The top priority was overwhelmingly measles.
The respondents noted that the challenges with any new campaigns will be similar to those
faced by the SM Net programme including the fact that it will take time for communities to
familiarize themselves with the new campaign; there will be a limited budget; lack of
availability of qualified staff and possible distrust from religious and community leaders. The
team will also have to develop new tools for these diseases, including complex visual aids
for illiterate community members, and there may be some aversion to any injectable
vaccinations. To avoid confusion, it was suggested that it is better to deal with one subject at
a time: “Every campaign needs its own timeframe. It won’t be possible to inform someone
about malaria, TB and HIV all at the same time. But it can happen at different times.” (male,
regional level actor, Bosaso); and to also get the government on board: “It would be a good
thing if the government had a lead in the new campaigns to come. The campaigns are
necessary before the intervention.” (female, vaccinator, North Galkayo).
One vaccinator from Somaliland summed up the ways that SM Net could be improved to
make it more suitable for campaigns that cover multiple topics: “1. Numerous awareness and
trainings provided by UNICEF, MoH, WHO to the CMs and the community members; 2.
Prepare enough budget to run the whole programme from the beginning up to the end of the
programme; 3. Hire qualified staff from the local community and the country; 4. Establish
strong connection and communication between the community and the SM Net Team.”
(female, vaccinator, Berbera). An additional suggestion was to investigate other approaches
to informing the public: “Have a different approach in informing the public. There needs to be
more creative avenues that are created to ensure that people receive information from
multiple sources without being confused and bewildered.” (male, regional level actor,
Bosaso).
5.5.5.2 The views of CMs (Group 4)
The CMs overwhelmingly agreed that SM Net could be applied to other health campaigns.
Most agreed that if the approach were to be replicated it should tackle just one health issue
or message at a time as it would be difficult to communicate more than one theme to
community members and that if there were different messages or themes to be covered
these should be covered on different days and possibly be different teams.
“For each campaign it’s better that they have their own time.” (female, CM, Garowe).
“I think it's good if we used the only issue we have that time and focus on that.” (male, CM,
Baidoa)
“... to give information on four different disease at one time … it would be difficult to make
the mother understand. The easy way that the mothers can understand is give awareness
on different days.” (female, CM, Kismayo).
“... every awareness should have a specific day.” (female, CM, Garowe).
“... people are satisfied to meet different mobilizers who work on different disease at different
times.” (male, CM, Mogadishu).
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However, some CMs did say that more than one health awareness could work: “Both of
them can be done, because when you go inside a house and start telling them about polio,
you can also mention about malaria or hepatitis.” (female, CM, Galkayo), but many agreed
that if this is done, it is better to talk about similar issues such as vaccinations that are
required for children after birth or health messages that are related to one another, for
example hygiene and diarrhoea, but not mixing up different issues.
“We can use it [SM Net] more, to make communities understand and make mothers go to
the MCH and give her children all the vaccination that they need.” (female, CM, Borama).
“Two programmes that are related like diarrhoea and hygiene can, but two independent
programme cannot be conducted at the same time. If I say the vaccination for diarrhoea is
coming, or take the medicine for malaria, they are two different programmes.” (male, CM,
Jowhar).
One respondent had experience of another campaign that addressed eight different
diseases and this had worked: “I don't think it's a problem to do more than one [health
message in a campaign]. We were doing awareness five years ago for a programme called
‘days of the health’. This programme combined eight different diseases…so yes it can be
used.” (female, CM, Jowhar).
It was suggested that the choice of health message should depend on need: “It’s better to
focus on the issue that is of most concern at that time … if there is diarrhoea focus on that
and if there is malaria to focus on doing awareness about malaria, that is better.” (male, CM,
Afgoye), and although a wide range of health messages and diseases were suggested
ranging from hepatitis and TB through to FGM, there were a few that came up repeatedly.
These were the diseases of diarrhoea, worms, measles and malaria: “we thank Allah for
eliminating the polio disease, but there are a lot of other diseases that exist in the community
and that we need to eliminate such malaria, whooping cough and measles.” (female, CM,
Dusamareb), and health messaging related to infant vaccinations, nutrition, and hygiene and
sanitation: “Awareness is useful for adults, children, everyone. People should be mobilized
to burn the garbage, to avoid eating with their hands without washing them and to wash their
hands with soap after using the toilet…” (male, CM, Bosaso). It was also noted by some
respondents that some issues were already being covered by others. For example, when
asked about breastfeeding and bed nets they said a lot of work is being done on
breastfeeding advice by other NGOs and that bed nets can be accessed at local MCHs,
though others agreed that messages related to breastfeeding were important when
prompted by the moderator.
In fact, some CMs had already done awareness raising on other diseases on the side during
their house-to-house visits because they thought the information was relevant for the
families they were visiting.
“When we are doing awareness we told them many other things not only about polio. We
told them that pregnant mothers should get vaccinated, and that if a young child gets sick or
has diarrhoea they must be taken to the doctor.” (female, CM, Bosaso).
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“Yes we do, while we are telling them about polio we also add in information on sanitation,
we tell them to wash their hands with soap when they come from the market, and to give the
children warm clean food” (female, CM, Dollow).
The CMs also noted that communities are already asking them about other diseases and
vaccinations but that currently they do not have the knowledge to be able to address these
concerns. One FGD (Berbera, Somaliland) also described how de-worming had already
been included as another awareness raising issue in the last mobilization round and this had
been successful.
The possible challenges the CMs identified in using SM Net for other health awareness
related back to their previous experience with polio including overcoming community trust
issues, and not having access to a vehicle, and insufficient salaries and staff. Most felt that
as long as the programme engaged with community and religious elders, these challenges
related to trust could be overcome. The CMs also said that they would need the relevant
training on these other issues: “I would like to say that taking a microphone is not
awareness… you need to know more about the vaccination and to educate society about
many diseases, including measles, malaria, sanitation.” (female, CM, Galkayo). The CMs
also suggestedthat different health campaigns may take longer than polio does, and that the
community members would want access to medicines as well, not just information.
5.5.5.3 The views of communities (Group 5)
Most community members thought that despite the challenges, SM Net should not just focus
on polio: “It would be better because the children don’t only need treatment for polio”
(female, community member, Hargeisa); and that they would be happy to receive this: “I
would have liked that a campaign is made against diseases that are very dangerous to the
community in here.” (male, community member, Baidoa). Not all FGDs addressed the issue
of whether different health messages could be combined, and those that did had a mixed
response.
Those that suggested that they should deal with one message at a time felt that combining
messages would cause confusion for all concerned. However, they did say that different
messages could be dealt with at different times,and some suggested very short intervals
between messages. One community member from Mogadishu also raised the issue that
different health problems occur at different times of the year so multiple messages in one
campaign did not make sense but they should occur when the health problems occur.
“I will tell you why the two campaigns cannot coincide. Because firstly the person won't
understand the two campaigns and also the mobilizers themselves won't be able to
understand the campaigns enough to get it across.” (female, community member, Garowe).
“Each one is best done separately … otherwise we [the community] will be confused.” (male,
community member, Mogadishu Hodan).
“I think it is good to do one campaign every three months … when they finish that campaign
then they will start the next one.” (female, community member, Kismayo)
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“More than one campaign could be covered but it is better to cover one at a time so the
community may have time to understand it well … otherwise they will not understand and it
will confuse them, for example, if polio is being talked about today and then sanitation should
be talked about tomorrow.” (female, community member, Jowhar Horsed).
Other community members felt that multiple messages were possible, and that this would
make sense as it allows sharing of resources across different campaigns: “I think for those
going to the rural areas with transportation, medicine and a refrigerator they should be
accompanied by other people that treat measles and prevent malaria … so I support
combining them together.” (male, community member, Dollow). Others gave examples of
other programmes that do this: “In my opinion, it is better to cover more than one campaign
on ‘awareness’ because there is what is called the 'Nutrition program', there are 'six killer
diseases' and there is also 'malaria' so SM Net could be used for many programmes and it is
not appropriate to use only one” (male, community member, Afgoye).
As with the CM FGDs, a wide range of diseases and health messaging were suggested, but
the ones most frequently mentioned were measles, malaria, whooping cough, HIV, and
diarrheal diseases, and information on hygiene and sanitation, and nutrition. When prompted
by the moderator they also agreed that breastfeeding and WASH could be issues to include
in sensitization campaigns, though some of this work is already being done in the
community. The FGD participants stressed that CMs should also provide the goods required
to treat or prevent disease or improve sanitation, as there is no point in sensitizing on
something if the community cannot implement it or access treatment. A few respondents
also mentioned that although they would support such additional campaigns, they also have
other pressing health needs such as a health facility as this is needed as much as another
health campaign.
The key challenges in expanding SM Net to other health issues was seen to be the lack of
knowledge and skills of CMs, and that the campaign would need additional financing as well
as highly qualified staff to be able to address all the different diseases at the same time. As
for the CM FGDs, the major challenges will be similar to those faced currently by SM Net,
such as access to vehicles and numbers of staff: “CM will not face challenges... I think they
will only face the challenge of covering a large number of tasks. If the operation is expanded
they need to hire and increase number of staff” (male, community member, Baidoa). The
IDPs in Bosaso had mixed feelings about whether SM Net should continue, and suggested
that if it does expand there should be greater involvement of the MoH and more trained
mobilizers.
Overall, the majority of respondents thought the SM Net approach was sustainable,
particularly the use of CMs and house-to-house visits, though improvements could be
made. There was consensus that the network could be used for other health
campaign messaging.

5.6 ZONAL DIFFERENCES
Although there were no obvious trends by zones and locality in the responses provided by
the CMs and the community members in the FGDs, some notable zonal differences were
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evident in the IDI responses in how the SM Net was rated in terms of relevance,
effectiveness, efficiency, impact and sustainability. Although this has already been alluded to
with respect to the DFAs and vaccinators in raising knowledge and awareness (Section
5.2.1), it is most evident for the partners and coordinators, who were also captured across all
the major themes. As can be seen from Figure 8, there is marked variability by zone in the
percent of partners and coordinators who rated a particular theme as being good or very
good. Overall, partners and coordinators from Puntland tended to rate the performance of
SM Net as good or very good more than the other zones. Respondents in Somaliland had
the lowest ratings for sustainability and relevance, possibly due to the insecurity constraints.
Efficiency and effectiveness tended to be rated lowest by respondents from Somaliland.
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Figure 8. Proportion of partners and coordinators’ who rated different SM Net aspects as ‘good’ or ‘very
good’
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6. CONCLUSIONS AND RECOMMENDATIONS
It is clear from the primary and secondary data that the SM Net programme has been a great
success in the communities it was able to reach. Initial hostility and mistrust have generally
been overcome, coverage rates have increased, and the number of unvaccinated children
has decreased. For example, overall coverage rates increased by 7 percent, from 90 percent
in 2013 to 97 percent in 2016. In addition, in 2016, 3 percent of children were missed by the
vaccination team in the targeted areas. Furthermore, whereas initially 1.2 percent of parents
refused to let their children be vaccinated, by 2016, this fell to 0.6 percent.
Overall, stakeholders agreed that SM Net addressed local context needs, particularly with
regard to the consideration of religion as a key component in the lives of Somalis. The
population’s initial mistrust of the vaccine decreased over time, and this was aided by
engaging CMs from local communities and working with religious and other respected
members of the community. SM Net was seen as effective, in terms of increasing awareness
and behaviour change among targeted communities. Attitudes to the vaccine had improved,
and now people actively seek out the polio vaccine and other healthcare. These
improvements were most evident in urban populations. There still remain groups that are not
reached by the vaccine primarily because of problems of access. These include those living
in remote or insecure areas, or those that are constantly on the move such as nomads.
Although the partners and coordinators thought that generally the SM Net management and
coordination structure was effective, they identified weaknesses in the budget, the
monitoring systems and the lack of government ownership. Overall, the SM Net approach
was seen as being sustainable. There was overwhelming support for using SM Net for other
health messaging, though respondents were clear that if this was to be done, the
programme should first be improved. Generally, their recommendations include the
following:
1. Support CMs with more resources
The CMs are one of the most critical components of the SM Net. Their house-to-house visits
appear to be the most appropriate and effective approach to raising community awareness.
To optimise this work, it is recommended that: CMs are chosen from the same community in
which they work; they are well-resourced in terms of training, incentives, and access to
transport; there are sufficient CMs and adequate time is allocated to cover the target
communities; and teams are comprised of both males and females to facilitate
communication with household members.
2. Engage more with external stakeholders
Given the importance of religion in Somali life, it was not surprising that religious leaders
were key to ensuring community trust and acceptance of SM Net activities. Nurturing these
relationships will be essential for winning over the remaining vaccination refusals, and in
extending coverage to HtR groups. Going forward, it is recommended that other respected
authority figures, such as doctors, traditional medicine practitioners and teachers, are also
included, and that stronger relationships are built with the Ministry of Religious Affairs,
Ministry of Education, MoH and local government.
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3. Tackle refusals by learning why they persist
Although the SM Net programme has increased coverage of OPV in target communities and
reduced refusals, refusals persist despite repeated campaigns. There is a necessity to
address refusals on the base of their respective reasons. It is thus recommended that more
research is undertaken to understand why, and how these can be mitigated in otherwise
well-covered communities.
4. Tackle HtR groups with novel approaches and more local engagement
In remote rural areas, it is recommended that in addition to training select local individuals in
a central location to go back home and spread the word, more resources should be directed
to reaching these locations, and novel approaches to raising awareness in public forums
should be explored. For nomadic pastoralists, the current strategy is to track these groups
using their leaders’ telephone numbers, who are usually elders trained as CMs. In addition to
improving upon this strategy, it is recommended that more research is done to track and
identify when these groups meet at certain water points, and schedule on-site awarenessraising then. It is also recommended that radio be used to reach this particular group. With
both nomads and those in remote areas, it is essential to engage local leaders and
traditional doctors, and develop appropriate visual tools as literacy is low.
With regards to the secondary data that Kimetrica received for the secondary data analysis,
and as outlined in Annex 1, the team encountered several challenges in the analysis given
the format and quality of the data provided. For the purpose of future data collection and
management, Kimetrica recommends the following: maintain consistent forms for all zones
in all years; add new data to a single database so that comparisons over time will be easier;
add logical data checks for the enumerators to ensure that the total number of missed
households and refusals sum up to the total non-vaccinations; and maintain simple, clear
records of when and where the surveys were carried out.
Even with the adoption of the above programme improvements, a bigger question is whether
the SM Net approach will fit in with existing health care delivery systems, both operationally
and politically. Second, what are the implications of the reduced budget for this approach?
The slowdown in campaign activities over the past year, a result of budget cuts, was noticed
by implementers and communities alike. Community members asked why CMs had not
visited their homes recently. There is a risk that slowing or discontinuing SM Net will result in
community backlash, or at the minimum, a loss of trust in CMs and the health messages
they provide.
In Somalia, where there are varied approaches to health delivery ownership, and many
areas where access to health care is limited, it is important to consider an outreach
approach for health care messaging and delivery. Currently, communities have a ‘campaign’
mentality, where the CMs and vaccinators are expected to visit individual households.
Adopting an outreach approach at designated health posts would ensure a shift to a more
demand driven healthcare delivery system, while also addressing the issue of access.
For example, one health priority identified by communities and frontline workers was
measles vaccination. Although giving an injectable vaccine while in residents’ homes is not
feasible, providing outreach vaccination services at defined sites is an option. Now that we
have seen the SM Net approach can be effectively used to positively influence communities
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towards the polio vaccine, the next steps are to assess how its outreach messaging can be
supported by health interventions. This is relevant to the other priority diseases (such as
malaria and whooping cough) and the top health concerns (hygiene and sanitation and
nutrition) that were identified by the stakeholders in this analysis.
Further work is needed to evaluate the cost and cost-effectiveness of using SM Net to
access HtR groups, and to convey other health messaging. It will be important to consider
the costs of supporting health outreach services, and the recommendations made above to
strengthen the effectiveness of the delivery of health messaging by CMs.
Moreover, there are still knowledge gaps in how SM Net could be integrated into an existing
system that may not be able to support the resources required to sustain such an approach,
and how it fits within the four Expanded Programme on Immunization (EPI) strategies in
Somalia (routine immunization, supplementary immunization activities, surveillance and
linking the community to health facilities through creating awareness and health seeking
behaviour). For example, it will be important to build up a portfolio of existing health
interventions in Somalia, to understand how the SM Net could be used in conjunction with
other existing initiatives (such as the acute malnutrition centres around the country).
Similarly, options should be explored on how resources dedicated to the routine
immunization programmes can also be used for the SM Net.
A great deal has been achieved during the last few years in Somalia in building up trust in
the CMs as part of the SM Net approach, and it would be a loss if this system does not
continue. Limiting healthcare outreach messaging to just a few days a year may not be
sufficient, and such an approach should be treated as a continuous need.
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ANNEX 1. SECONDARY DATA ANALYSIS REPORT
1. INTRODUCTION
In 2013, following an outbreak of poliovirus in Somalia, the Social Mobilization Network (SM
Net) was established to help spread awareness and prepare for vaccination campaigns in
which health workers delivered at-home oral polio vaccine (OPV) to children. The education
and coordination efforts made as part of the SM Net programme are called supplementary
immunisation activities (SIA) and are meant to increase the number of children vaccinated
during the campaigns.
Following the establishment of the network in 2013 and the hiring of network coordinators in
2014, seven campaigns were undertaken in 2015, six in 2016, and only five and two
campaigns were planned for 2017 and 2018, respectively. Between 2014 and 2016, the
number of campaigns have varied slightly depending on which of the four geographic zones
was targeted, a choice highly dependent on the security situation at the time of the
campaign. The four zones distinguished in the data were Puntland, Somaliland, South and
Central, as shown in Figure SR1.
During each campaign, data on the vaccinations was recorded by the health workers
delivering the vaccinations (hereafter referred to as administrative data). Following each
campaign, independent monitors from the World Health Organization (WHO) randomly
sampled households from each district and recorded data on the effectiveness of the SM Net
programme (henceforth referred to as independent monitoring (IM) data). As part of
Kimetrica’s evaluation of SM Net, a secondary data analysis of the existing IM data was
proposed, which is the subject of this report.
IM data, rather than administrative, was chosen as the basis for this report because more
detailed information was collected and the random sampling methods were consistent. In
particular, the IM data captured the percentage of people actually vaccinated better because
it reported the total number of people surveyed and the total number vaccinated in each
district. The administrative data, on the other hand, reported the speculated target number of
children to be vaccinated in a district along with the number of children actually vaccinated
during the campaign, which could have fallen short or exceeded the target number. The IM
data also included details about why people refused vaccinations and how they found out
about the vaccination programme, thus providing a number of variables for analysis.
The report is organized as follows: Section 2. Background to the IM data; Section 3.
Research objectives; Section 4. Methodology; Section 5. Main findings; Section 6.
Conclusions; Section 7. Recommendations; Annex SR1. District mappings; Annex SR2.
Discrepancies between total unvaccinated and the sum of misses and refusals; Annex SR3.
District profiles; Annex SR4. Refusals and missed children trends and relationships; Annex
SR5. Sources of awareness; and Annex SR6. Logistic regression model.
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2. BACKGROUND TO THE IM DATA
The IM data were routinely collected by WHO following each campaign. The IM surveys
provided information for a given district on:
• the number of households and children surveyed
• the number of children vaccinated
• the number of children missed, and the reasons why they were missed
• the number of children whose parents refused vaccinations, and the reasons why
• the sources of awareness, or how the household heard about the vaccination campaign
“A missed child” indicates that the responsibility of non-vaccination lies either with the SM
Net team in not mobilizing the household sufficiently and/or the vaccination team for missing
the child, while “refusals” indicate that responsibility lies with the parents and/or the failure of
SM Net to educate them about the benefits of vaccination.
Reasons for a missed child were: the child being a new born; the child being asleep; the
team missing the household; the child being out in the street (as in temporarily not home);
the child being sick; and the child at school, traveling, or not available. Reasons for “refusal”
were: rumour, fatigue, religion, visitor, demand for other services, the decision-maker not
being home, and the parents having no faith in the vaccine. When asked why their child was
missed or why they refused, parents could only select one option from either list of reasons.
The missing category can be further subdivided into two categories: “Team Performance”
and ”Child Not Available”. The “Team Performance” category describes misses due to the
operational execution of the programme by the social mobilisers, meaning they either
missed the household completely or failed to vaccinate a child in accordance with the
programmes’ protocol. Specifically, “Team Missed”, “Child Asleep”, “New Born”, “Visitors”,
“Sick”, and “Available but not Vaccinated” are all included in the “Team Performance”
category. All other reasons for misses are the result of the child or parent not being present
for the vaccination and are included in the “Child Not Available” category. In these cases, the
family missed the vaccination because either a) the mobilizers did not communicate the time
and date of the vaccination effectively or b) the mobilizers did not effectively educate the
parents such that they would prioritize the vaccinations enough to ensure that they would be
present. These misses are due to the communication of the mobilizers and are a reflection of
the effectiveness of the programme. Specifically, the “Child Not Available” includes “Not
Available”, “Child in School”, “Child in the Street/Market”, “Child Traveling”, and “Other”. For
the purposes of this analysis, the missing category was generally kept as one broad
“misses” label, but some analysis was done breaking it into the two subcategories of
“misses”.
“Sources of awareness” were the radio, community mobilizers/megaphones, health
staff/vaccinators, advocacy meetings, TV/newspapers, mosque announcements, SMS
message, mounted car announcement, and religious/clan elders. When asked about their
source of awareness of the vaccination program, parents could choose as many sources as
applicable to their situation.
Households were not linked from question to question, which meant that one could not
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correlate a particular household’s response to the question about “refusal,” to the question
about “source of awareness.” Instead, the aggregate number of households that indicated a
particular response in each district was recorded. No information was available for individual
households.

2.1 DATA MANAGEMENT
The IM data were provided to Kimetrica in the form of individual datasets corresponding to a
given survey in a given location. In total, there were hundreds of individual spreadsheets, of
which several dozen were unique. Often, multiple versions of a dataset for one district in a
year were found, leaving uncertainty over which was the most recent. The first task was
therefore to pull together many disparate sources of data into a single database. All available
IM and administrative datasets were combined into master spreadsheets for each year at the
district level. During this process, district names were standardized by correcting spellings,
and duplicate names were reconciled. These standardized databases will facilitate analysis
and comparisons as more data are collected in the future.
For our analysis, Kimetrica mapped reported districts into a standard set of districts available
in our geographic shapefile data. This process ensured that we could spatially locate each
data point and track data through time with consistent geolocations. The district mappings
were done, despite the limited geographic data available, and the fact that many district
names and borders have changed in Somalia over the past few years. For reference, all of
the used districts are labelled in the map in Figure SR1. Districts reported in the surveys but
unlabelled on the map have been mapped according to the information in Annex SR1.
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Figure SR1. Map of Somalia
Districts are labelled and coloured by region, with similar colour palettes showing the boundaries of the four zones.
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2.2 DATA QUALITY
There were several data quality issues faced by the Kimetrica team.
Firstly, there were several districts in which the total number of vaccinated and unvaccinated
children did not sum to the total population of children surveyed. Annex SR2 summarises the
rounds of data that do not sum correctly within +/-5 percent of the total population, per
district. There were significant geographic patterns in these discrepancies, with a few
regions reporting incorrect data for several rounds of data. Because of these problems and
the absence of a reference to identify which is more reliable, we calculated the percentages
of those vaccinated, missed and refused, individually.
𝑁𝑣𝑎𝑐
(1) 𝑃𝑣𝑎𝑐 =
𝑁
𝑠𝑢𝑟𝑣𝑒𝑦𝑒𝑑

∑𝑟𝑒𝑓𝑢𝑠𝑎𝑙𝑠 𝑁

(2)

𝑃𝑟𝑒𝑓 =

(3)

𝑃𝑚𝑖𝑠𝑠 =

𝑁𝑠𝑢𝑟𝑣𝑒𝑦𝑒𝑑
∑𝑚𝑖𝑠𝑠𝑒𝑠 𝑁
𝑁𝑠𝑢𝑟𝑣𝑒𝑦𝑒𝑑

Therefore, the proportion of unvaccinated often does not equal the sum of those who
refused and were missed. We note this caveat in all plots, graphs, and discussions. When
calculating the percentage of people who refused vaccinations due to each reason listed, the
sum of all the refusal fields was the denominator. The same method was used for the
reasons why vaccinations were missed.
Secondly, we found multiple reports for the same district for the same month in the same
year. Since we had no reference as to which was the most up to date or correct, we used the
version with the most participants, assuming that if they represented data that had been
recorded iteratively, then the records with the most participants were the most up-to-date.
Data from one survey round sometimes appeared twice, in spreadsheets that reported two
different months. For example, in 2015, the Central Zone has two different records for
August and September, but it appears that the data are from the same round, at different
stages of data entry.
Thirdly, the data entry fields varied from survey to survey, and at times they combined
multiple options. For example, while most surveys kept ‘Mosque Announcements’ and
‘Religious/Clan Leaders’ as separate fields, the surveys in Puntland and the South Zone in
2015 combined the above fields into, ‘Mosque Announcements/Religious Leaders’. For our
evaluation, we assigned this field to both ‘Mosque Announcements’ and ‘Religious/Clan
Leaders’, therefore erring on the side of over-counting. Similarly, the 2015 Somaliland
survey split the otherwise combined ‘TV/Newspapers’ field into two distinct categories. We
added the two fields together, again potentially over-counting the new category.
Lastly, it is noted that in the 2016 survey under the category, “Reasons why a vaccine was
missed,” new data entry fields were added. These include ‘Child at school’, ‘Child in the
Street/Market’, and ‘Traveling,’ It is important to note that participants marked as ‘Missed’ in
one of these categories would have been marked in a different ‘Missed’ category in previous
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years, potentially artificially deflating the 2016 values reported for those other categories.
Maintaining a consistent survey and set of variables is very important when comparing data
from different zones in different years.

2.3 DATA AVAILABILITY
As noted above, the data were only available at the district level, and not linked to individual
households or to households that were vaccinated. As the data were also provided
separately for Puntland, Somaliland, Central, and South, we maintained these four distinct
zones rather than combining South and Central, given the data quality problems outlined
above.
Figure SR2 provides a breakdown of the number of available surveys that were analysed for
this report. Any gaps in between surveys shown in Figure SR2 may be due to lack of
vaccination or independent monitoring, or poor data storage.
There were a few obvious trends. Firstly, there were only a few time points when surveys
were available for all four regions (five out of the 24 IM surveys), mostly in the latter years.
Secondly, the total number of IM surveys varied by zone, with 16 for Puntland, 15 in South,
13 in Central, and 11 in Somaliland.

Figure SR2. The IM reporting frequency by zone from 2013-2016

The June and August 2016 surveys were designated as Hard to Reach (HtR), and targeted
nomadic populations. In the HtR campaigns, the community mobilizers have much less
influence as nomadic populations cannot be tracked and targeted for education. Thus, the
HtR campaigns are only focused on getting children vaccinated.
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3. RESEARCH OBJECTIVES
In the inception report, the main research objective of the secondary data analysis was to
evaluate the impact of the SM Net campaign on coverage rates, refusals and missed
children, through time and space. The three guiding research questions were:
1) Has the SM Net programme been effective in increasing vaccination rates?
2) Along which specific pathways does SM Net most effectively operate?
3) In what conditions is SM Net most effective and what factors are most important when
considering future vaccination education programmes?
In addressing the first two questions, the aim was to understand if the programme effectively
reduced missed, refused, or both types of non-vaccinations. Then, determine which types of
refusals or missed vaccinations are best mitigated by the programme.
The second question is also important when considering the implementation of future
programmes similar to SM Net. To better understand the context in which a programme such
as SM Net would be successful, Kimetrica investigated which type of information source is
most likely to result in compliance with immunization and explored how population density
and accessibility (remoteness) affect the implementation and effectiveness of the
programme.
In exploring these research questions, it is important to note that programme effectiveness
could vary not only due to exogenous factors such as accessibility, cultural norms, or
geographic area, but also the internal structuring and logistical management of the
programme. While we do not explore the latter question in this secondary analysis due to
data limitations, the primary data analysis will partly explore how internal aspects of the
programme influence its effectiveness.
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4. METHODOLOGY
4.1 DATA COMPILATION AND DATA CLEANING
The data were compiled by year, with one spreadsheet for IM and one spreadsheet for
administrative data for each year. Limited knowledge of the data collection process meant
that the data cleaning process was fairly conservative. The data were checked to verify that
the number of vaccinations did not exceed the total number of children surveyed, resulting in
a coverage rate greater than 100percent. There were several 2013 surveys in Puntland,
particularly in October, that violated this rule, but they were included in a set of surveys
labelled “PCE”. Ultimately the PCE data were excluded, as the analysis focused on IM data
to ensure consistent methods and practices for all years.

4.2 ADDITIONAL DATA SOURCES
We used two sources of external secondary data: accessibility data5 and population
density.6 The accessibility data, developed at the European Commission Joint Research
Centre, represents the cost required to travel across grid cells based on the “friction
surface”. The friction surface contains information on the transport network as well as slope
and elevation of the terrain. The measure used in this analysis was the time, in minutes, to
travel to the nearest city of at least 50,000 people. For population density, we used
Worldpop which reports the number of people at a 100m resolution. We overlaid our
geographic shapefiles on these datasets to obtain district-level average values for both
accessibility and population density.

4.3 DATA ANALYSIS
To understand how SM Net varied through time (years) and space (geographic regions),
overall trends in vaccination coverage rates between 2013 and 2016 were explored through
time series plots and maps. Total vaccination rate, total non-vaccination rate, and average
district-level refusal rates were considered. The discrepancy between non-vaccination
households due to refusals and missed households was also analysed to better understand
why children were not immunized. Focusing on 2016, the percentages of refusals and
missed households were regressed against all sources of awareness to determine which
was most effective in mitigating refusals and missed households. Additionally, the surveys
from the HtR campaign were extracted to compare vaccination rates in the nomadic
communities with typical survey populations.
The type of data availableconstrained and defined the higher-level analysis that could be
undertaken. The initial intention was to use logistic regression to calculate the probability that
a child would be vaccinated given several factors including geographic location, remoteness
5

Nelson, A. (2008). Travel time to major cities: A global map of Accessibility. Office for Official Publications of the
European Communities, Luxembourg. DOI:10.2788/95835, ISBN: 978-92-79-09771-3.
6
Linard, C., Gilbert, M., Snow, R. W., Noor, A. M. and Tatem, A. J. (2012). Population distribution, settlement
patterns and accessibility across Africa in 2010. PLoS ONE, 7(2): e31743.
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of that location, and source of information through which the household learned of
vaccination. Logistic regression models the probability of achieving a positive, binary
outcome given a set of continuous or categorical variables. Ideally, the binary outcome in
this study would have been at the individual household level: Did the child get vaccinated or
not? However, because vaccinations were not reported at the household level and instead,
aggregated as district percentages, the model predicts the probability of achieving a certain
rate of vaccination at the district level.
The district-level vaccination percentage was converted into a binary outcome variable by
assigning a value of one to districts achieving a vaccination percentage higher than 95
percent, and zero to districts below the 95 percent threshold. The dependent variables
included population density, accessibility, zone, year, and the prevalence of each of the
sources of awareness. The output of this model explains how a unit change in any of the
dependent variables affects a district’s probability of obtaining a vaccination rate above 95
percent. A 95 percent threshold was chosen to ensure there was adequate data above and
below the threshold for training the model.
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5. MAIN FINDINGS
5.1 PROGRAMME OVERVIEW
5.1.1 VACCINATION RATES THROUGH TIME
The SM Net programme increased vaccination coverage throughout all four regions since its
inception in 2013. Overall, rates increased from 84 to 96 percent in Somaliland, 93 to 97
percent in Puntland, 90 to 97 percent in Central, and 92 to 95 percent in South. Figure SR3
shows a time series of all the data, with each point corresponding to a single district at one
point in time. Data are initially sparse and highly variable in 2013-2014. Subsequently,
coverage rates increase and the variability tightens, until mid-2015, when the average district
vaccination rate reaches between 90 and 95 percent. After June 2015, the increase in
coverage plateaus, as there seems to be a threshold vaccination rate that most districts are
unable to rise above. This plateau is not the same in each zone, with South and Central
consistently recording lower vaccination rates than Puntland and Somaliland. There is also a
noticeable drop in vaccinations in the Central Zone in mid-2016 as several districts fall below
the plateau of 90 percent.

Figure SR3. A time series of the percent vaccinated in each district coloured by their corresponding zone, for all data
collected
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5.1.2 VACCINATION RATES ACROSS SPACE
Heterogeneity in coverage rates is also evident by district. In 2016, as seen in Figure SR4,
most districts in Puntland and Somaliland are close to 100 percent coverage, there are some
districts that still only reach values in the mid-nineties. Similarly, the lower coverage rates
(90-92 percent) are not uniform across South and Central as some districts are nearly 100
percent. The coverage rate, which increases since 2013, are also not homogeneous across
the districts (see left panel of Figure SR4). Although most districts increased coverage, in a
few, coverage remained unchanged or marginally decreased. Note that for many districts in
the Central and South zones, no data were available for 2013. Districts with large increases
in coverage are concentrated in Somaliland and South, while Central districts show large
decreases in coverage rates. Those drops reflect the drop seen in Figure SR3.

Figure SR4. Vaccination coverage rates by district
The Right Panel Shows the Percent Vaccinated in 2016. The Left Panel Shows the Change in percent coverage from 2013 to
2016. The brown colour indicates data were unavailable.

5.1.3 A REPRESENTATIVE SAMPLE OF DISTRICT PROFILES
Primary data is being collected from Focus Group Discussions (FGDs) and Key Informants
(KIs) from 14 districts across the zones. These findings will be presented in the Final Report.
An analysis here of the secondary data from these 14 districts suggests that these form a
representative sample of the districts with respect to the vaccination profiles observed. When
examining the vaccination rate time series for these districts, three distinct types emerged,
as illustrated in Annex SR3. The most common is the Plateau type, where coverage rates
increase from 2013 until hitting a threshold of ~90-95 percent in 2016. The Ideal type
describes the few districts that achieve essentially 100 percent coverage, while the Dip type
describes those districts whose coverage rates dip, in 2016, below 90 percent.
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The similarities in the trajectory of coverage rates for districts within a type suggests
structural similarities among their programmes. Summary tables in Annex SR3 outline the
major differences in missing and refusal rates among the three types. These first-order
observations highlight the importance of the missing rate. The Plateau and Ideal types have
similar refusal rates, but it is the Ideal type districts’ abilities to minimize missed rates that
increase their vaccination rate to 100 percent. This discrepancy between refusal and missed
rates is explored in more detail in section 5.2.2. The more detailed reasons for the
underlying similarities of districts in each type will be explored in the final report, alongside
findings from the primary data analysis.

5.2 REASONS FOR NON-VACCINATIONS
5.2.1 REFUSALS AND MISSED HOUSEHOLDS
The total rates of refusal and missed households declined significantly between 2013-2016,
as outlined in Annex SR4. The most significant decreases occurred in South and
Somaliland, while Central and Puntland saw moderate declines. In all zones, there are far
more missed households than households that refused vaccination.

5.2.2 RELATIVE CONTRIBUTIONS OF MISSES AND REFUSALS TO NONVACCINATIONS
As discussed in previous sections, there are two reasons for children not being vaccinated:
either their caregivers had refused or the vaccination team “missed” children. To
understand the relative contribution of both reasons, Kimetrica calculated a variable that
reflects the difference between the percentage of missed and refusal participants. In Figure
SR5, this variable is plotted for each district as a function of overall vaccination coverage.
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Figure SR5. The difference between the percentage of participants who were missed and the percentage of
participants who refused vaccination versus the percent vaccinated

Each point represents a district from a specific round of data collection, colour coded by
zone. The dashed line represents a difference of zero, where the total non-vaccinations are
evenly split between misses and refusals. Positive values--those above the dashed line-indicate that the percentage of missed children was greater than the percentage of
refusals, and similarly, negative values indicate that refusals were greater than missed
children. Essentially, a positive value indicates a bias towards missed households while
negative values indicate bias towards refusals as a cause for non-vaccinations. For most
data points, missed children are greater than refusals. This effect is not equal across all
zones. In Puntland, the data points are almost equally distributed above and below the
dashed line, indicating a constant miss-to-refusal ratio across the vaccination spectrum. In
Central, low coverage rates are defined by a very high miss-to-refusal ratio, indicating that
missed vaccinations are the dominant cause for non-vaccinations. Trendlines, fitted using
ordinary least squares, are plotted for each zone, with the Puntland and Central Zone lines
presented in bold.

5.2.3 SPECIFIC REASONS FOR MISSED AND REFUSED VACCINATIONS
Figure SR6 shows the breakdown between the two subcategories of misses. Both “Team
Performance” and “Child Not Available” decline between 2013 and 2016, with the most
significant improvement happening between 2014-2015 and relatively little change between
2015-2016. The total number of misses was split roughly equally between the two categories
for each zone in each year, with “Team Performance” showing slightly more improvement.
As both contribute significantly to the total misses, it will be very important to minimize the
causes of both types of misses in the future.
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Although there was a general trend of missed vaccinations rather than refusals that
accounted for lower vaccination rates in all zones except Puntland, refusals still contributed
to non-vaccination rates. In Somaliland, refusals were responsible for 22 percent of nonvaccinations in 2016, compared to 13 percent in 2013. Table SR1 categorized missed
households and refusals in 2013 and 2016.

Figure SR6. The decomposition of missed vaccinations into “Team Performance” and “Child not Available”
categories.
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Table SR1. Refusal and missed children rates by zone

Percent refused and percent missed give the percentage of children who refused or missed the vaccination. The
subcategories for each, lists the percentage of refusals or missed due to each reason.
Somaliland

Puntland

South

Central

2013

2016

2013

2016

2013

2016

2013

2016

Percent Not
Vaccinated

16%

3.6%

7.5%

2.8%

8.2%

4.9%

9.6%

2.9%

Percent Refused

1.9%

0.6%

1.7%

1.1%

1.3%

0.8%

0.9%

0.5%

Religion

18%

26%

39%

47%

30%

42%

24%

35%

Decision Maker not
Home

0.0%

13%

2.4%

14%

2.7%

0.0%

8.7%

24%

No Faith in Vaccine

0.0%

13%

1.0%

9.8%

6.1%

0.0%

23%

0.7%

Rumour

41%

12%

25%

13%

16%

16%

14%

16%

Fatigue

28%

26%

23%

16%

28%

33%

22%

25%

Demand

13%

11%

10%

0.0%

17%

8.6%

7.5%

0.0%

13%

2.8%

3.9%

1.8%

7.7%

4.3%

7.0%

2.5%

Not Available

53%

54%

54%

52%

63%

60%

60%

56%

Team Missed

27%

6.0%

12%

3.2%

16%

12%

21%

13%

Sick

3.9%

8.1%

7.6%

22%

3.9%

8.4%

3.0%

5.0%

Child Asleep

11%

17%

7.6%

4.2%

6.3%

11%

4.4%

5.2%

New Born

4.7%

11%

6.9%

12%

5.4%

8.4%

3.9%

4.3%

Visitors

0.0%

0.0%

1.2%

0.0%

2.5%

0.0%

3.7%

0.0%

Travel

0.0%

0.0%

0.0%

1.3%

0.0%

0.0%

0.0%

2.2%

Child in the
Street/Market

0.0%

0.0%

0.0%

1.3%

0.0%

0.0%

0.0

2.3%

Child at School

0.0%

0.0%

0.0%

3.9%

0.0%

0.0%

0.0%

9.7%

Percent Missed

The percentage of missed and refused vaccinations dropped in every zone between 2013
and 2016. As previously discussed, the missed vaccinations greatly outweighed refusals.
That means that minimizing the number of missed vaccinations was the most effective way
to achieve higher vaccination rates.
In each zone, the single reason for a missed household that contributed the most to the
reduction of missed households from 2013 to 2016 was “Team Missed”. The “Not Available”
category was the largest cause of missed vaccinations from 2013 to 2016 in all zones,
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indicating a need for the programme to focus on how it can improve to minimize the “Not
Available” misses. While refusals make up a smaller portion of the non-vaccinated pool,
there was a significant increase in the percentage of refusals due to “Decision Maker Not
Home” in Somaliland, Puntland, and Central. This notable phenomenon will be further
explored in the primary data analysis report.
The effectiveness of SM Net in mitigating each type of miss or refusal was further explored
by focusing on the data from 2016, as the programme was fully implemented by then. The
prevalence of each reason for missing or refusing a vaccination was regressed against the
percentage of households that indicated they were aware of the programme in each district.
While complete results are detailed in Annex SR4, the programme is shown to be most
effective in mitigating refusals due to “Rumour” and “Fatigue”, and misses due to “New
Born”, “Child Asleep”, and “Not Available.” “Decision Maker Not Home” and “No Faith in
Vaccine” unexpectedly reported significant positive correlation with programme awareness,
indicating that these reasons for non-vaccination increased with increased programme
awareness.
It is important to note that an increase in the percentage of missed households due to these
two reasons was not caused by an increase in the number of households recording these
reasons, but was rather due to the drastic decrease in the percentage of households that
marked “Team Missed”. This result tells us that the programme is extremely effective in
mitigating the number of households missed due to “Team Missed”, but is not effective in
curtailing the number of households missed due to “Decision Maker Not Home” or “No Faith
in Vaccine”. Using the primary data, we will explore why those reasons for missed vaccines
are not targeted and impacted by the programme.
Overall the programme seems to have gotten better and more efficient, with community
mobilizers (CMs) reaching more households resulting in more vaccinations. The programme
is effective in empowering those households that want their child to be vaccinated with the
information necessary to do so.

5.2.4 HARD TO REACH CAMPAIGNS
The HtR campaigns can be thought of as a control, as the SM Net programme is not
implemented in these communities before the vaccinations. As is clear from Table SR2, far
fewer people are aware of the vaccination program, which results in more missed and
refused vaccinations. The number of people who heard about the vaccination campaign from
community mobilizers was 16 percent in HtR districts, compared to 43 percent in those
districts that had the routine SM Net campaign. It is also important to note that low HtR
vaccination rates are responsible for the drop-in coverage rates in Central (Figure SR3).
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Table SR2. HtR campaigns versus normal campaigns

2016

Number of
Surveys

Awareness of Program

Total Refusals

Total missed

Vaccination Rate

HtR

51

49%

1.0%

7.3%

91%

Normal

222

86%

0.53%

2.4%

97%

5.3 HOW SM NET IS WORKING
To understand how SM Net is best reaching households, the prevalence of each “source of
information” was regressed against the vaccination rate for each district. The results of these
regressions, separated by zone and for all districts, are in Annex SR5. The only source of
information that exhibited a significant positive correlation with vaccination rate, was the
community mobilizers. Some sources, including health staff, mosque announcements, clan
elders, and SMS/Mobile, exhibited significant negative correlations with vaccination rates.
This indicates that if households heard about the programme through those sources they
were much less likely to have their children vaccinated than if they had heard about the
programme through the CMs. This finding points to community mobilizers as the most
effective way to spread awareness of the vaccination programme.
Figure SR7 shows the correlation between the “prevalence of awareness” through CMs and
vaccination rates, with each dot corresponding to one survey from one district, coloured by
zone. The geographic bias is clear, with the higher end of the coverage spectrum composed
of districts in Puntland and Somaliland while districts in South and Central fall on the lower
end. Isolated by zone, only South exhibits a significant relationship, suggesting that is where
the programme is most effective and has the largest impact.
Interestingly, when the refusal and missed rates are plotted against the percentage of
households reporting awareness from community mobilizers, only the missed rates show
any significant correlation (see Annex SR5). This finding echoes the previous analysis,
which suggests that community mobilizers seem to be much more effective in lowering rates
of missed households than refusals. The logistic regression analysis in section 5.4 further
explores the relationship between various sources of information and vaccination rates.
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Figure SR7. The correlation between the percent of people who heard about the vaccination through the community
mobilizers and the coverage rate for 2016

5.4 THE LOGISTIC REGRESSION MODEL
The model was built to predict the probability that a district would achieve above 95 percent
vaccination coverage (value = 1), with the null hypothesis being that the district would fall
short of 95 percent coverage (value = 0). The model was fitted to the data once without
interaction terms and once with interaction terms between the sources of awareness and the
zones, attempting to isolate the effect of different sources in each zone. More details on the
model assumptions as well as figures detailing model performance are provided in Annex
SR6.
The main finding was that the community mobilizers are the most effective source of
awareness, as the CM’s were the only source of awareness to achieve a p value less than
0.05 (meaning there is at least a 95 percent chance that the result is significant). A district
that experienced a 10 percent increase in prevalence of awareness due to community
mobilizers was 5.7 percent more likely to achieve 95 percent vaccination coverage. When
broken out by zones using interaction terms, this effect was strongest in South, Central and
Puntland, where a district in each was 11, 8.1, and 7.4 percent more likely, respectively, to
achieve 95 percent vaccination.
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5.5 CONSIDERATIONS FOR FUTURE PROGRAMMES
The final question to be addressed is what are the major limitations of a programme like SM
Net? Kimetrica will continue to explore this question using the primary data, but here we
explore accessibility as a possible limiting factor. Figure SR8 shows the accessibility map as
well as the difference in awareness from CMs between 2013 and 2016. Blue districts saw an
increase in awareness due to CMs while red districts saw a decrease.
It is clear that districts in Puntland, while the least accessible, saw the largest widespread
increase in awareness due to community mobilizers. More accessible regions in SouthCentral did not see the same increase. This finding suggests that SM Net can be very
effective in remote regions, but there is another limiting factor in South-Central. The obvious
explanation would be that SM Net is hampered by Al-Shabab activity in South-Central,
meaning the success of an SM Net type programme would be limited in conflict-prone areas.

Figure SR8. Accessibility and prevalence of awareness through CMs

The left panel shows the accessibility map, with darker colours representing less accessible districts.
The right panel shows the difference between 2016 and 2013 in the percentage of people who heard
of the vaccination program through CMs. Brown districts reflect missing data.
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6. CONCLUSIONS
Despite the limitations of the data, Kimetrica undertook a range of analyses, and uncovered
interesting findings, including that SM Net has increased vaccination coverage since its
inception in 2013.
Firstly, SM Net is most effective when deployed by CMs to communities in advance of
national vaccination days. The programme increases vaccination rates by facilitating the
spread of information and coordination between health staff and community members,
therefore decreasing the number of missed households. Reducing these missed households
is the best way to increase the vaccination rate as they comprise the majority of nonvaccinations, as opposed to refusals. This suggests that most Somalis want access to
vaccinations and will take the opportunity if they are armed with the proper knowledge and
information. Simply reducing the number of “Team Performance” misses, which is
completely in the hands of the programme implementers and vaccinators, would significantly
improve the percentage of children being vaccinated. SM Net should continue to focus on
moving the percent of all types of missed households to zero.
Secondly, it is evident that SM Net can be deployed in remote areas, as evidenced by the
extremely effective coverage obtained in Puntland, the zone in Somalia with the lowest
population density. Limited accessibility does not inhibit the effectiveness of the programme.
The programme was most inhibited in the zones where violence and Al-Shabab are present,
suggesting the programme struggles to operate most in regions where conflict is present.
We will continue to explore this idea in our analysis of the primary data.
Finally, the Central Zone saw reduced SM Net activity in 2016 as CMs were not able to
access many regions due to local violence. Without the proper education, more people opt
out of the vaccinations. Without SM Net, the relatively small decrease in vaccinations
witnessed during 2016 in the Central Zone could turn into a dangerous trend.
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7. RECOMMENDATIONS
The main recommendations relate to future data collection and management. During this
secondary analysis, a significant amount of time was spent to clean the data, and some
issues remain unresolved. Kimetrica is providing UNICEF with a combined dataset, but
would also recommend the following in future data collection: maintain consistent forms for
all zones in all years; add new data to a single database so that comparisons over time is
easier; add logical data checks for the enumerators to ensure that the total number of
missed households and refusals sum to the total non-vaccinations; and keep simple, clear
records of when and where surveys are done.
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ANNEX SR1. DISTRICT MAPPINGS
Table SRA1 summarises the district mappings for a range of names provided in the survey.
Districts were matched using information provided by UNICEF in response to our inquiry.
Any districts that could not be matched by UNICEF were correlated using the best available
GPS coordinates.
Table SRA1. District mappings for survey names

District Name in Survey

District Name Mapped to:

Awdegle

Afgoye

Ainabo

Caynaba

Awdhegle

Afgoye

Balambale

Abudwaq

Bardale

Baidoa

Bargal

Bosaso

Burdubo

Garbahare

Daadyar

Buhodle

Dangoranyo

Gardo

Eldhere

Dusamareb

Elgaras

ElBur

G/WEYNE

Dolo

Galad

Hobyo

Galhareri

Afgoye

Galinsor

Adado

Galshaale

Buhodle

Gedwein

Dolo

Gelinsor

Adado

Guriel

Abudwaq

Hafun

Iskushuban

Hager

Hobyo

Hubarea

Erigavo

Hylaamo

Erigavo

Mahaday

Jowhar

Mataban

BeletWeyne

Mahaday

Jowhar

76

Mahas

BuloBurti

Qudhacyadher

Buhodle

Rako

Gardo

Rabdure

Biyoley

Rabdhure(Yeed)

Biyoley

RagaElle

Adale

Shimbirale

Garowe

Ufayn

Bosaso

Waiye

Gardo

Warsheikh

Balad

XabaaloCawl

Erigavo

Ximan

Sheikh

South-Hobyo

Adado (when in Central)

South-Hobyo

Hobyo (when in PL)
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ANNEX SR2. DISCREPANCIES BETWEEN TOTAL
UNVACCINATED AND THE SUM OF MISSES AND
REFUSALS
The rounds of data that had a discrepancy between the sum of misses and refusals and the
total number of unvaccinated children that exceeded five percent of the total population
surveyed is summarized in Table SRA2.
Table SRA2. Discrepancies of less than five percent between total unvaccinated and the sum of misses and refusals

Year

Month

Zone

Region

District

2013

NOV

SOUTH

Lower Juba

Afmadow

2013

NOV

SOMALILAND

Togther

Burao

2013

NOV

SOMALILAND

Togther

Ainabo

2013

NOV

SOUTH

Lower Juba

Badade

2013

NOV

SOUTH

Bay

Qansahdere

2013

NOV

SOUTH

Bakool

Elberde

2013

NOV

SOUTH

Gedo

Garbaharre

2013

OCT

SOUTH

Gedro

Dolo

2013

SEP

CENTRAL

Banadir

Hodan

2013

SEP

CENTRAL

Banadir

H/wadaag

2013

SEP

CENTRAL

Banadir

Shibis

2013

SEP

CENTRAL

Banadir

H/weyne

2013

SEP

CENTRAL

Banadir

W/dhigley

2013

SEP

CENTRAL

Banadir

B/dheerre

2013

SEP

CENTRAL

Banadir

Wadajir

2013

SEP

CENTRAL

L. Shebelle

Afgoye

2013

SEP

CENTRAL

L. Shebelle

Wanlaweyn

2013

SEP

SOUTH

Gedro

G/WEYNE

2013

SEP

SOUTH

Gedro

DOLOW

2013

SEP

SOUTH

Gedro

B/HAWA

2013

JUN

PUNTLAND

Bari

Ufayn

2014

FEB

CENTRAL

M. Shebelle

Warsheikh

2014

FEB

CENTRAL

Banadir

Madiina

2014

FEB

SOUTH

Gedo

Gedwein

2014

MAY

PUNTLAND

Karkar

Qardho
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2016

JUN

SOUTH

Lower Juba

Afmadow

2016

JUN

SOUTH

Lower Juba

Badade

2016

JUN

SOUTH

Bay

Burhakaba

2016

JUN

SOUTH

Gedo

Beled-xawo

2016

AUG

SOUTH

Gedo

Luuq
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ANNEX SR3. DISTRICT PROFILES
The primary data collection outlined in the inception report was to focus on 14 districts
across Somaliland, Puntland and South Central. For the purposes of comparison between
the secondary data here and findings from the primary data analysis, the time series of
coverage rates for each of the 14 districts were assessed and classified into one of three
types (see Figure SRA1):
1. Plateau: This was evident for half of the districts in the primary data collection, and
presented as an increase reaching a plateau which varies between 90 to 99 percent.
2. Ideal: This was only observed in four districts (Mogadishu in Central, Bosaso in
Puntland, and Borama and Berbera in Somaliland), and presents as increase in
vaccination coverage to ideal rates of between 97 and 100 percent.
3. Dip: This was only evident in South and Central zones and presented as an increase
and then a plateau with a dip in 2016.

80

Figure SRA1. Classification of the time series vaccination coverage rates for the 14 primary data collection districts
into three types of patterns
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Tables SRA3-A5 summarise the percentage of missed and refused vaccinations in 2013 and
2016 for each district profile type.
Table SRA3. The overall percentage of missed and refused vaccinations in 2013 and 2016 for districts in the plateau
type group

Garowe

Galkayo

Burco

Hargeisa

Kismayo

Baidoa

Dolo

Plateau
Type
2013

2016

2013

2016

2013

2016

2013

2016

2013

2016

2013

2016

2013

2016

Total
missed

3.4%

1.3%

6.4%

4.2%

17%

4.1%

24%

2.3%

4.7%

4.1%

7.4%

4.0%

8.3%

3.7%

Total
Refusal

2.1%

0.8%

1.1%

1.6%

0.3%

0.6%

3.2%

0.7%

2.1%

0.8%

0.5%

0.7%

1.3%

0.3%

Table SRA4. The overall percentage of missed and refused vaccinations in 2013 and 2016 for districts in the ideal type
group

Mogadishu

Bosaso

Berbera

Borama

Ideal Type
2013

2016

2013

2016

2013

2016

2013

2016

Total
missed

6.7%

0.2%

4.8%

0.8%

0.7%

0.6%

3.3%

1.1%

Total
Refusal

1.2%

0.5%

1.4%

0.6%

3.1%

0.9%

0.6%

0.0%

Table SRA5. The overall percentage of missed and refused vaccinations in 2013 and 2016 for districts in the dip type
group

Afgoye
Dip
Type

Dusa Mareb

Luuq

2013

2016

2013

2016

2013

2016

Total
missed

12%

8.5%

9.2%

5.7%

6.9%

3.1%

Total
Refusal

1.1%

0.9%

0.5%

0.3%

2.3%

1.1%
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ANNEX SR4. REFUSALS AND MISSED CHILDREN TRENDS
AND RELATIONSHIPS
The total rates of refusal and both categories missed households between 2013-2016 are
shown in Figure SRA2. It is evident that the sharp decrease in coverage observed in the
Central Region in 2016 in Figure SR3 is not marked as a sharp increase in refusals/missed
households in Figure SRA2. Both “Team Performance” and “Child Not Available” misses
outweigh the percentage of refusals. Figure SRA2 was computed by adding the total number
of refusals plus the total number of missed households and dividing by the total number of
people surveyed in the zone. This method gives more weight to larger districts in which more
people were surveyed.

Figure SRA2. The decline in rates of refusals and missed households over time, colour coded by zone

In Figure SRA3, the percent of non-vaccinations from each district is averaged over a zone
to get the average non-vaccination rate. In this visualization, the sharp rise in nonvaccinations is once again visible in the Central Region in 2016. Besides that sharp
increase, all other zones show a steady decrease in average non-vaccination rate. Because
the increase in refusal rates in the Central Zone in 2016 is not visible in Figure SRA2 where
smaller populations are essentially weighted less, it appears to be due to an increase in
refusals in a few, smaller population districts.
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Figure SRA3. The average district rate of non-vaccination per zone through time

Tables SRA6 and SRA7 detail the results of regressing the prevalence of each reason for
missed or refused vaccine against the percentage of households aware of the vaccination
programme in each district for 2016. 2016 was chosen specifically to understand the
effectiveness of the programme once it had been fully implemented. For each regression,
the R value, a measure of the strength of the correlation, and the p value, a measure of the
significance of the correlation, are reported. The rows in bold indicate significant correlations
with p values less than or equal to 0.05, meaning those correlations have a 95 percent
chance of being significant.
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Table SRA6. The regression results for reasons missed vs. program awareness. bold rows indicate significant
correlations

Central

Puntland

Somaliland

South

Total

R-Val

p-val

R-Val

p-val

R-Val

p-val

R-Val

p-val

R-Val

p-val

Other

-0.147

0.561

-0.390

0.188

0.164

0.477

0

1

0.160

0.139

No Faith in
Vaccine

-0.010

0.967

-0.608

0.028

0.387

0.083

0

1

0.222

0.039

Visitors

0

1

0

1

0

1

0

1

0

1

Travel

-0.339

0.169

-0.122

0.691

0

1

0

1

0.100

0.355

School

-0.291

0.242

0.224

0.462

0

1

0

1

0.141

0.194

New Born

-0.330

0.181

-0.126

0.682

-0.182

0.429

0.411

0.014

-0.333

0.002

Available, not
vaccinated

0

1

0

1

0

1

0

1

0

1

Child Asleep

-0.353

0.151

0.271

0.371

-0.333

0.140

0.213

0.220

-0.371

0.000

Team Missed

-0.086

0.735

-0.344

0.250

0.0472

0.839

0.0240

0.891

-0.113

0.297

Not Available

-0.244

0.328

-0.237

0.437

-0.523

0.015

-0.0482

0.783

-0.411

0.000

Table SRA7. The regression results for reasons refusals vs. program awareness. bold rows indicate significant
correlations

Central

Puntland

Somaliland

South

Total

R-Val

p-val

R-Val

p-val

R-Val

p-val

R-Val

p-val

R-Val

p-val

Rumour

0.185

0.461

0.217

0.477

-0.461

0.035

-0.324

0.058

-0.305

0.004

Fatigue

-0.239

0.339

0.252

0.406

-0.015

0.948

0.025

0.887

-0.226

0.036

Religious

-0.027

0.915

-0.255

0.400

0.147

0.525

0.415

0.013

0.012

0.912

Sick

-0.222

0.375

0.194

0.525

-0.057

0.806

0.426

0.011

-0.094

0.387

Decision
Maker Not
Home

-0.013

0.958

0.113

0.713

0.330

0.144

0.000

1.000

0.302

0.004

Demand

0.000

1.000

0.000

1.000

-0.235

0.306

-0.508

0.002

-0.551

0.000

85

Table SRA8. The relative contribution of different reasons to the "Child not available" category

Not Available

School*

Street/Market*

Travel*

Other

2013

2016

2013

2016

2013

2016

2013

2016

2013

2016

Central

99%

76%

-

13%

-

3.0%

-

3.0%

1.0%

4.3%

Puntland

98%

88%

-

6.6%

-

2.2%

-

2.2%

2.0%

0%

Somaliland

100%

91%

-

0%

-

0%

-

0%

0%

9.0%

South

99%

100%

-

0%

-

0%

-

0%

1%

0%

*Travel, school, and street/market were not options for 2013 surveys, they were added in 2016.

The “Child not available” category was not disaggregated in the questionnaire until 2016,
making assessment of these variables very limited. Adding these categories breaks up the
“Not Available” response into more detailed reasons, but do not capture all of the reasons for
the child not being available. In 2016, the overwhelming majority of responses were still in
the general “Not Available” category, meaning either the questionnaire is not capturing the
range of reasons for the child or parents being unavailable or there is a failure of
communication between the parents and the enumerator to obtain more detailed information.
Of all the detailed categories, “School” reported the highest percentage of respondents in
Central in 2016. The number of misses due to school were not concentrated in a particular
month or region, suggesting that the problem of missing children who are at school is
pervasive throughout the zone and throughout the year. Vaccination campaigns should be
carefully scheduled to avoid conflicting with the school schedule. Somaliland saw a large
increase in misses due to “Other”, from 0 percent in 2013 to 9 percent in 2016. The
phenomenon was particularly notable in Gabiley and Hargeisa, where 20-40 percent of
cases in which the child was not available recorded “Other” as their reason in April, August,
and November of 2016. Such high percentages suggest there may be an underlying reason
that is not being recorded but should be investigated and added to the survey.
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ANNEX SR5. SOURCES OF AWARENESS
Sources of awareness included radio, community mobilizers, health staff, advocacy
meetings, TV/newspapers, SMS/mobile, mounted car announcements, and clan elders. The
measure for each source of awareness is the percentage of households who were aware of
the vaccination programme through that source. The prevalence of each source was
regressed against the vaccination rate for each district for the year 2016. Table SRA9 shows
the results by zone as well as for all districts in all zones. The bolded rows indicate
correlations with a p-value less than or equal to 0.05, meaning there is a 95 percent chance
that they are significant. Of all the significant relationships, the community mobilizers have
the strongest correlation to increasing vaccination rates. The other significant relationships
indicate negative correlations, meaning if a larger percentage of a district became aware of
the programmethrough the health staff, mosque announcements, SMS/mobile, or clan elders
they were actually less likely to have high vaccination rates. This finding indicates that the
programmeis by far most effective when community mobilizers are the source by which
households become aware of the vaccination programme.
Table SRA9. The regression results for sources of awareness versus vaccination rates. the rows in bold indicate
statistically significant results

Central

Puntland

Somaliland

South

All Zones

R-Val

p-val

R-Val

p-val

R-Val

p-val

R-Val

p-val

R-Val

p-val

Radio

0.28

0.261

-0.202

0.508

-0.352

0.118

0.124

0.477

-0.075

0.488

Community
Mobilizers

0.136

0.59

0.061

0.843

0.208

0.365

0.654

0.00

0.491

0.00

Health Staff

0.023

0.928

0.026

0.932

-0.252

0.27

-0.209

0.227

-0.303

0.004

Advocacy Meetings

-0.499

0.035

-0.365

0.221

0.449

0.041

0.403

0.016

-0.152

0.16

TV/News

-0.02

0.936

0.292

0.333

-0.252

0.27

0.00

1.00

0.027

0.803

Mosque
Announcement

-0.27

0.278

-0.201

0.51

0.353

0.116

0.00

1.00

-0.267

0.012

SMS/Mobile

-0.43

0.075

0.00

1.00

-0.063

0.785

0.00

1.00

-0.399

0.00

Mounted Car
Announcement

0.366

0.135

-0.453

0.12

-0.428

0.053

0.00

1.00

0.157

0.148

Clan Elders

-0.438

0.069

0.00

1.00

0.375

0.094

0.00

1.00

-0.4

0.00

Others

-0.402

0.098

0.143

0.642

-0.348

0.122

0.00

1.00

-0.313

0.003

Figure SRA4 decomposes the relationship between community mobilizers and nonvaccination rates to look at the discrepancy between refusals and misses. The correlation
between community mobilizers and missed households is much stronger than refusals,
indicating that community mobilizers were much more effective in decreasing the number of
households missed than they were at mitigating the number of refusals.
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Figure SRA4. Comparison of the rate of refusals and missed vaccinations versus the percentage of people whose
source of information was the CMs
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ANNEX SR6. LOGISTIC REGRESSION MODEL
The dependent variables were the prevalence of each source of awareness (as a
percentage of households in the district who had heard of the programme through each
source), normalized accessibility and population density, and the year and the zone,
included as dummy variables.
The model was built using 706 unique data points, with each data point corresponding to a
survey in one district from one month. The data were split into a training set, with 75 percent
of the 706 data points, and a test set, with the remaining 25 percent. On average, the model
classified the testing data correctly 59 percent of the time. Figure SRA5 shows the confusion
matrix, which has the model predicted classification on the x-axis and the actual, true
classification on the y-axis. The top left box indicates the 63 percent of districts in which the
model predicted class 0 (less than 95 percent coverage) was the true value for the district.
The bottom right box indicates that 54 percent of districts were predicted to be class 1
(greater than 95 percent coverage) and that was in fact true. The other two boxes indicate
the percent of false classifications.

Figure SRA5. The logistic regression model performance shown as a confusion matrix
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Figure SRA6. The model performance of our logistic regression

A ROC curve is an additional way to visualize model performance (see Figure SRA6). The
threshold percentage that determines how a value will be classified into the binary outcome
variable is varied, and the resultant false positive rate is plotted vs. the true positive rate. If a
random classifier was to choose each class 50 percent of the time, it would perform as the
grey dashed line, always classifying false and true positives at the same rate. The farther an
ROC curve bends up towards the top left corner, the better the model performance. The
AUC is the value under the blue curve, 1.0 would be a perfect model while 0.50 would be a
random classifier.
While not perfect, the model does a fairly good job predicting a district’s classification as
having above or below 95 percent coverage. The model outputs coefficients or weightings
for each dependent variable, telling us how much of an impact each has on the outcome
classifications. The weightings correspond to an increase or decrease in the likelihood that a
district achieves over 95 percent vaccination coverage given a unit change in the dependent
variable. For example, if 10 percent more people had heard of the programme through the
community mobilizers, the model predicted that the district would be 5.7 percent more likely
to have achieved 95 percent vaccination. For advocacy meetings and radio, it was 2.9
percent and 7.0 percent respectively. By far the variable that had the most control was
geography. Districts in Puntland and Somaliland were 13 percent and 5.1 percent,
respectively, more likely to achieve 95 percent coverage than in Central, while a district in
South was 10 percent less likely. Time was also a big control, with a district in 2016 being
8.9 percent more likely to achieve 95 percent coverage than a district in 2013. Accessibility
and population density were also moderate controls, where a 10 percent increase in each
yielded a 2.3 percent and 4.5 percent greater chance of achieving 95 percent coverage,
respectively. The full tables of results are provided in Table SRA10 and SRA11.
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Table SRA10. Logistic regression output without most interaction terms

The null case is a district in the central zone in 2013, any percentage change indicates a deviation from that
case. The percent increase refers to the percent chance increase that a district will have above 95 percent
vaccination rate if the corresponding dependent variable is increased by 10 percent. Bold rows indicate
significant relationships.
Regression Results

Model Coefficient

Odds Ratio

Percent Increase

p-value

Intercept

-0.612506

0.940587

-5.79%

1.000

Year 2014

-0.107071

0.98935

-1.06%

.1431

Year 2015

0.335832

1.034153

3.42%

.8604

Year 2016

0.851135

1.088841

8.88%

.0322

Zone Puntland

1.236228

1.131589

13.16%

0.000

Zone Somaliland

0.49479

1.050724

5.07%

.0591

Zone South

-1.078574

0.897756

-10.22%

0.000

Radio

0.672442

1.069557

6.96%

.2440

Community Mobilizers

0.551988

1.056751

5.68%

.008

Health Staff/ Vaccinators

0.287362

1.029153

2.92%

.6627

Advocacy Meeting

-0.042557

0.995753

-0.42%

.6620

TV/Newspapers

-0.982369

0.906434

-9.36%

.6108

Mosque Announcements

0.261972

1.026543

2.65%

.5061

SMS/Mobile

0.436327

1.044599

4.46%

.7072

Mounted Car Announcement

-0.229873

0.977275

-2.27%

.2703

Religious Leaders

0.220696

1.022315

2.23%

.3124

Other

-0.264194

0.973927

-2.61%

.6426

Normalized mean accessibility

0.231024

1.023371

2.34%

.6545

Mean Accessibility:Population
Density

0.002055

1.000206

0.02%

.9671

Normalized Population Density

0.442218

1.045214

0.04521416

.3925
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Table SRA11. Logistic regression output with all interaction terms

The null case is a district in the Central Zone in 2013, any percentage change indicates a deviation from that
case. The percent increase refers to the percent chance increase that a district will have above 95 percent
vaccination rate if the corresponding dependent variable is increased by 10 percent. Bold rows indicate
significant relationships.
Regression with Interactions

Model Coef.

Odds Ratio

Percent
Change

p-value

Intercept

-0.62

0.94

-5.98%

1.0000

2014

-0.09

0.99

-0.85%

0.1431

2015

0.54

1.06

5.54%

0.8605

2016

0.97

1.10

10.15%

0.0322

Puntland

0.93

1.10

9.80%

0.0000

Somaliland

0.32

1.03

3.23%

0.0591

South

-0.86

0.92

-8.28%

0.0000

Radio

1.10

1.12

11.62%

0.2440

Radio:Puntland

0.49

1.05

5.03%

0.1226

Radio:Somaliland

-1.15

0.89

-10.90%

0.4017

Radio:South

-0.20

0.98

-2.03%

0.4972

Community Mobilizers

0.77

1.08

8.05%

0.0075

Community Mobilizers:Puntland

-0.07

0.99

-0.65%

0.0000

Community Mobilizers:Somaliland

-0.43

0.96

-4.18%

0.1372

Community Mobilizers:South

0.30

1.03

3.02%

0.0038

Health Workers

0.16

1.02

1.62%

0.6627

Health Workers:Puntland

0.07

1.01

0.68%

0.0237

Health Workers:Somaliland

0.88

1.09

9.16%

0.0760

Health Workers:South

-0.69

0.93

-6.66%

0.0000

Advocacy Meetings

0.18

1.02

1.85%

0.6620

Advocacy Meetings:Puntland

-0.20

0.98

-2.01%

0.6731

Advocacy Meetings:Somaliland

0.16

1.02

1.61%

0.5815

Advocacy Meetings:South

-0.41

0.96

-4.05%

0.1368

TV/News

-0.53

0.95

-5.12%

0.6108

TV/News:Puntland

0.56

1.06

5.80%

0.2095

TV/News:Somaliland

-1.17

0.89

-11.08%

0.2464

TV/News:South

-0.10

0.99

-0.95%

0.4393

Mosque Announcements

0.19

1.02

1.96%

0.5061
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Mosque Announcements:Puntland

0.06

1.01

0.58%

0.3169

Mosque
Announcements:Somaliland

-0.12

0.99

-1.20%

0.7917

Mosque Announcements:South

0.04

1.00

0.42%

0.7622

SMS/Mobile

0.32

1.03

3.24%

0.7072

SMS/Mobile:Puntland

0.38

1.04

3.90%

0.2032

SMS/Mobile:Somaliland

-0.37

0.96

-3.63%

0.4361

SMS/Mobile:South

0.17

1.02

1.70%

0.7964

Mounted Car Announcement

-0.15

0.99

-1.48%

0.2703

Mounted Car
Announcement:Puntland

-0.46

0.95

-4.54%

0.7312

Mounted Car
Announcement:Somaliland

0.09

1.01

0.87%

0.3092

Mounted Car Announcement:South

0.00

1.00

0.00%

Clan Elders

0.16

1.02

1.64%

0.3124

Clan Elders:Puntland

0.47

1.05

4.86%

0.1129

Clan Elders:Somaliland

0.01

1.00

0.09%

0.8925

Clan Elders:South

0.00

1.00

0.00%

Other

-0.49

0.95

-4.78%

0.6426

Mean Accessibility

0.23

1.02

2.38%

0.6545

Mean Accessibility: Population
Density

0.00

1.00

0.03%

0.9671

Population Density

0.75

1.08

7.84%

0.3925

The model was also fitted using annual averages of vaccination coverage in each district
instead of individual monthly data, meaning there were 226 total data points. This model
achieved a better average accuracy rate of 67 percent and output slightly different
coefficients for each dependent variable. However, both the signs (positive/negative) and
relative magnitudes of the coefficients were similar, giving us confidence that the results give
a good big-picture view of how each dependent variable impacts vaccination rates.
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ANNEX 2. THEORY OF CHANGE
A ToC is a visual diagram that articulates the assumptions about how short, medium and
long-term change occurs as a result of programme intervention and how these changes
inter-relate and ultimately lead to the overall goals of the intervention.
A ToC was developed for the evaluation to articulate how interventions by the SM Net
programme may lead to its overall goals (see Figure 9). It was also used as a framework to
refine the research questions, and to develop the key themes.

Figure 9. SM Net ToC

The four types of intervention outlined in the ToC involve advocacy activities, community
engagement, capacity building of CMs, and mass media messaging. The assumed outputs
of these interventions are enhanced knowledge and awareness; a communication campaign
that reaches the target population; increased engagement and collaboration between
partners; and a functioning infrastructure for effective community mobilization. Together
these would result in improved trust and positive attitude towards OPV and the frontline staff;
increased coverage of OPV and reduced refusal rates; and increased prioritisation of polio
vaccine at the regional and national level. These would all impact on the overall goal of the
Global Polio Eradication Initiativeof eradicating polio and acute flaccid paralysis(AFP) in
Somalia. An additional outcome is that the SM Net model is then applied to other health
campaigns as it represents best practice and an approach which is sustainable, relevant and
replicable.
Movement through this ToC is, of course, highly dependent on a number of assumptions.
These include logistical assumptions such as the cold chain being guaranteed, and the
assumption that increased knowledge, skill and capacity development will translate into longterm behavioural change. Political will as well as the will of key influencers such as local
community and religious leaders is also key, as well as overcoming any barriers to
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accessing and influencing specific population groups such as nomadic pastoralists. Issues
around knowledge and attitudes towards OPV remain among the main bottlenecks to
improving immunization coverage in Somalia.
SM Net may have led to unintended outcomes as observed in other evaluations of similar
programmes. One outcome which may be either positive or negative are changes that SM
Net has had on local and national health service provision, including possible positive or
negative effects on human resourcing, the cold chain or government priorities in relation to
health or immunization. Moreover, SM Net may have also had unintended outcomes on the
overall trust in health providers and health campaigns. Any negative experience may impact
negatively on other health programmes, but similarly a positive experience may result in
increased trust and use of other health interventions. There are also a number of risks and
contextual factors that may affect programme delivery, and these are discussed below.

A2.1 RISK FACTORS THAT MAY AFFECT PROGRAMME
DELIVERY AGAINST PROPOSED OBJECTIVES
Several factors both internal and external to the programme have the potential to affect the
delivery of outputs and outcomes within the defined ToC. The two most important factors in
Somalia are related to the political and security situation. Changes in government during the
programme cycle could have important implications for programme deliverables. First, they
may change the level of access to different geographical areas. Second, the investments
made in engaging certain political leaders in the polio campaign may be lost as government
officials are replaced. This effect may also spin off into the local implementing partners in
South Central zone who are linked closely with local and national government. With
changing governments, there is the risk that local implementing partners will change as well,
leading to a loss in capacity in these districts to implement the programme activities.
Insecurity may also lead to changes in the accessibility of certain geographical areas,
affecting the programme’s ability to achieve targets and deliverables in certain areas.
Insecurity in the region may also lead to displacement of target population groups, making it
harder to implement immunization campaigns and monitor programmes effectively.
Another externality which could impact the ToC would be any natural disasters which may
result in the reprioritization of the programme to deal with this competing emergency.
A further risk is that SM Net will be unable to build the cross-sectoral collaboration and
conduct the advocacy needed to raise awareness and profile of polio immunization across
the three zones in Somalia. This may be due to inadequate funding or political will and
priorities.
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A2.2 OTHER CONTEXTUAL FACTORS WHICH MAY
INFLUENCE APPROACHES AND OUTCOMES
There are several contextual factors that may influence how activities are implemented on
the ground, and possible outcomes. One of the most important is the administrative location.
The programme is being implemented in three different zones in Somalia: South Central,
Puntland and Somaliland.
The greatest challenge in South Central is insecurity and instability. There is ongoing
political fighting and three government changes in the past three years. Targeted attacks on
civilians and humanitarian workers are common. As a result, many areas have not been
accessed by SM Net. The south of this zone is particularly vulnerable to food shortages and
flooding. Puntland is a disaster-prone area affected by drought and some conflict, mainly in
the state borders with Somaliland and South Central. Cyclones also affect the country.
Puntland operates as a member state of Somalia with a high degree of decentralisation of
powers, that has translated into a quite vibrant dynamic and a proliferation of new ventures,
such as universities, new businesses, as well as presence of local and international NGOs.
Somaliland claims status as an independent state with all its powers, institutional systems
and tools in place without international recognition. Security is quite acceptable, and
Somaliland lives in a tense calm with its neighbour Puntland with whom it disputes territories
of Sanaag and Sool provinces. Somaliland capacity and humanitarian access is the highest
in the Somali territories. These differences in governance and insecurity will also affect the
ways in which SM Net is implemented in each zone, with cases of best practice in one zone
not necessarily being replicable across the other two zones.
Similarly, the target population for immunization is not homogenous in its characteristics and
is spread across rural, semi-urban and urban communities as well as between those that are
classified as nomadic and those that are semi-permanent and permanent households. The
knowledge, attitudes and practices, as well as the approach towards each of these
population groups will be different and needs to be considered by the programme for
effective service delivery. As outlined in the Inception Report, the demographic structure of
the population also varies across the zones, with most IDPs being in South Central, and over
a third of Somaliland residents being nomads. However, within zones there is also marked
variations in the numbers of urban, rural, nomadic and IDP populations.
Although identified as a decreasingly important issue in accessible areas, the Harvard KAP
study in 20147 found that there were still a small percentage of people who did not want to
take the polio vaccine because of religious reasons or because they did not trust the
contents of the OPV. As a result, understanding and working with religious leaders was a
key aspect of the SM Net programme communication campaign. This KAP study also found
that primary caregivers for children receiving the OPV were most likely not the decision
makers in the household on whether the child received OPV or not. Generally, this would be
the father or an elderly relative in the household. Furthermore, both primary caregivers and
decision makers were influenced by a broad range of sources, most commonly neighbours,
but also health workers, traditional birth attendants, religious and community leaders. As
7 Harvard Opinion Research Programme(2014). A poll supporting polio vaccination: Knowledge, Attitudes and

Practices in Somalia. (Unpublished).
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such it was important for SM Net to implement communication campaigns and approaches
that would reach a variety of influencers in local communities. In addition to complexities at
the community level the differences between the three zones in Somalia in terms of
administrative and political structures also suggests that communication campaigns
implemented by SM Net will have to be flexible to these differences. The evaluation will look
to examine these in more detail.
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ANNEX 3. DATA COLLECTION TOOLS
The four data collection tools are provided below.

A3.1 TOOL 1: IDI QUESTIONNAIRE FOR GROUP 1 AND
GROUP 2 RESPONDENTS
1. Identifying
information

x101. Name of Interviewer
x102. Date of Interview (dd.mm.yy)
x103. Zone of operation: (1=South Central, 2=Somaliland,
3=Puntland)
x104. Region of operation: (if South Central, 1=Bay,
2=Galgadud, 3=Lower Juba, 4=Banadir, 5= Lower Shabelle,
6=Middle Shabelle, 7=Gedo;
If Somaliland, 1=Sahel and MaroodiJeex, 2=Togdheer,
3=Awdal;
If Puntland, 1=Bari, 2=North Mudug, 3=Nugall)
x105. District of operation: (if South Central, 1=Baidoa,
2=Dusamareb, 3=Kismayo, 4=Mogadishu, 5= Afgoye,
6=Jowhar, 7=Dollow;
If Somaliland, 1=Berbera, 2=Hargeisa, 3=Burao, 4=Borama;
If Puntland, 1=Bosaso, 2=North Galkayo, 3=Garowe)
x106. Village(s)/town(s) of operation: (text)
x107. Name of respondent: (text)
x107b. Sex of respondent (1=male, 2=female)
x108. Type of stakeholder: (1=UNICEF, 2=MoH, 3=WHO,
4=NGO (specify), 5=DSMC, 6=DPO, 7=RSMC, 8=RPO,
9=RMO, 10=ZSMC)
x109. Organization: (1= UNICEF, 2= MoH, 3=WHO, 4=NGO
(specify), 5=other (specify))
x110. Position within organization: (text)
x111. Part-time or full time (1=full time, 2= part-time)
x111b. If full-time, years in this position: (numeric)
x111c. If part-time, days worked in 2016: (numeric)
x111d. If part-time, describe any other positions you have: (text)
x111. What is your main role within the SM Net:
(1=coordination, 2= advisory, 3=management, 4=combination of
these (specify the code numbers), 5=other (specify))
x112. At which level do you mostly work? (1=National – Federal
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Somalia, 2= Zonal, 3= Regional, 4=District, 5=Other (specify))
2. Compatibility of
SM Net with
programme needs

x201. In your opinion what were the main programme needs
of SM Net? (text)
x202. How did SM Net address those needs? (text)
x203. Overall, on a scale of 1 to 5, where 1 is the lowest and 5
is the highest, how would you rate the performance of SM Net
in meeting these needs? (1=very poor, 2=poor, 3= average,
4=good, 5=very good)
x204. In your opinion, what gaps are there in SM Net
interventions in meeting these needs? (text)
x205. How could SM Net be improved to fill these gaps? (text)

3. Appropriateness
of SM Net to the
local context

x301. In your opinion, what are the most important contextual
factors (e.g. related to religion, culture, geography) that need to
be taken into account for SM Net operation? (1=religion,
2=culture, 3= geography, 4=combination of these (specify the
code numbers), 5=other (specify))
x301b. Please explain the reasons for your answer. (text)
x302. Overall, on a scale of 1 to 5, where 1 is the lowest and 5
is the highest, how would you rate the appropriateness of SM
Net to the local context? (1=very poor, 2=poor, 3=average,
4=good, 5=very good)
x303. How could SM Net be improved to be more reflective (or
considerate) of contextual factors? (text)

4. Constraints and
difficulties in
implementation

x401. What were the major constraints and difficulties faced
in the implementation of SM Net? (text)
x402. What were the processes put in place to overcome
these? (text)
x403. What were the constraints or difficulties that could not be
overcome? (text)
x404. Why could these constraints or difficulties not be
overcome? (text)
x405. How could these constraints or difficulties be overcome in
the future? (text)
x406. Overall, on a scale of 1 to 5, where 1 is the lowest and 5
is the highest, how would you rate the ability of SM Net to
overcome these constraints? (1=very poor, 2=poor, 3=
average, 4=good, 5=very good)

5. Adaptability to
programme changes

x501. What were the main changes in priorities or
programme strategies since the start of SM Net in Somalia?
(text)
x502. Overall, on a scale of 1 to 5, where 1 is the lowest and 5
is the highest, how would you rate the ability of SM Net to
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respond to these changes? (1=very poor, 2=poor, 3=
average, 4=good, 5=very good)
x503. Can you give any examples of when SM Net failed to
adequately respond to changes? (text)
x504. How could SM Net improve its ability to adapt to changes
in priorities or programme strategies? (text)
6. Engagement and
collaboration with
external
stakeholders

x601. Who are the most important external stakeholders that
have collaborated or could collaborate with the SM Net
programme? (text)
x602. Overall, on a scale of 1 to 5, where 1 is the lowest and 5
is the highest, how would you rate the effectiveness of the
collaborations between external stakeholders and SM Net?
(1=very poor, 2=poor, 3=average, 4=good, 5=very good)
x603. Which were the collaborations that were the
mosteffective? (text)
x603b. Why were they the most effective? (text) Note for each
collaboration separately
x604. Which were the collaborations that were the
leasteffective? (text)
x604b. Why were they the least effective? (text) Note for each
collaboration separately
x605. How do you think ineffective collaborations can be
improved in the future? (text)

7. Management and
coordination
structure

x701. Overall, on a scale of 1 to 5, where 1 is the lowest and 5
is the highest, how would you rate the effectiveness of the
management and coordination structure of SM Net? (1=very
poor, 2=poor, 3=average, 4=good, 5=very good)
x702. What do you consider to be the main strengths of the
management and coordination structure? (text)
x703. What do you consider to be the main weaknesses of the
management and coordination structure? (text)
x704. How do you think these weaknesses could be improved
in the future? (text)

8. Resource
allocation and
efficiency

x801. Overall, on a scale of 1 to 5, where 1 is the lowest and 5
is the highest, how would you rate the Value for Money (i.e.
maximising impact given existing financial resources) of the
overall SM Net programme? (1=very poor, 2=poor,
3=average, 4=good, 5=very good)
x802. Overall, on a scale of 1 to 5, where 1 is the lowest and 5
is the highest, how would you rate the efficiency (ie.
optimisation of resources, both time and money, in meeting
objectives) of SM Net in allocating resources? (1=very poor,
2=poor, 3=average, 4=good, 5=very good)
x803. What were the activities/resource allocations which were
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mostefficient? (text)
x803c. Why were these activities/resource allocations the most
efficient? (text)
x804. What were the activities/resource allocations which were
most inefficient? (text)
x804c. Why were these activities/resource allocations the most
inefficient? (text)
x805. How do you think these inefficient resource allocations
could be improved in the future? (text)
9. Reaching the
most excluded
communities

x901. In your opinion who are the most excluded
communities or hard to reach groups for SM Net? (text)
x902. Overall, on a scale of 1 to 5, where 1 is the lowest and 5
is the highest, how would you rate the efficiency (ie.
optimisation of resources, both time and money, in meeting
objectives) of SM Net in reaching these excluded
communities? (1=very poor, 2=poor, 3=average, 4=good,
5=very good)
x903. What strategies used by SM Net have been most
effective in reaching the most excluded communities? (text)
x904. What are alternative strategies that could be used to
reach these excluded communities? (text)
x905. How would the costs of these alternative strategies
compare with the ones that were used by SM Net? (1=higher,
2=lower, 3=the same, 4=don’t know)
x906. How would the benefits of these alternative strategies
compare with the ones that were used by SM Net? (1=higher,
2=lower, 3=the same, 4=don’t know)

10. Impact on polio
vaccination
coverage (the
proportion of
children vaccinated)
and refusal rates

x1001. Overall, on a scale of 1 to 5, where 1 is the lowest and 5
is the highest, how would you rate the impact of SM Net on
increasing polio vaccination coverage (the proportion of
children vaccinated) throughout the region? (1=very poor,
2=poor, 3=average, 4=good, 5=very good)
x1002. Were there geographical areas or specific groups where
polio vaccination coverage (the proportion of children
vaccinated) increased significantly more than in other
areas/groups? (1=yes and 0=no)
x1002b. If yes, which geographical areas or specific groups?
(text)
x1002c. If yes, why did polio vaccination coverage increase
significantly more in these areas/groups than in others? (text)
Note for each group/area separately
x1003. Were there geographical areas or specific groups where
polio vaccination coverage (the proportion of children
vaccinated) increased more slowly or not at all? (1=yes and
0=no)
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x1003b. If yes, which geographical areas or specific groups?
(text)
x1003c. If yes, why did coverage increase more slowly or not at
all in these areas? (text) Note for each group/area separately
x1004. How do you think coverage could be improved in the
future? (text)
x1005. Overall, on a scale of 1 to 5, where 1 is the lowest and 5
is the highest, how would you rate the impact of SM Net on
reducing refusal rates throughout the region? (1=very poor,
2=poor, 3=average, 4=good, 5=very good)
x1006. Were there geographical areas or specific groups where
refusal rates dropped significantly more than in other
areas/groups? (1=yes and 0=no)
x1006b. If yes, which geographical areas or specific groups?
(text)
x1006c. If yes, why did they refusal rates in these areas or
groups drop more significantly than in others? (text) Note for
each group/area separately
x1007. Were there geographical areas or specific groups where
refusal rates dropped more slowly or not at all? (1=yes and
0=no)
x1007b. If yes, which geographical areas or specific groups?
(text)
x1007c. If yes, why did the refusal rates drop more slowly or not
at all in these areas/groups? (text) Note for each group/area
separately
x1008. How do you think refusal rates could be reduced more in
the future? (text)
11. Impact on polio
profile and
prioritisation

x1101. Overall, on a scale of 1 to 5, where 1 is the lowest and 5
is the highest, how would you rate the impact of SM Net on
raising the profile of polio (i.e. increasing the attention
polio gets) and prioritisation of polio eradication in the
region? (1=very poor, 2=poor, 3=average, 4=good, 5=very
good)
x1102. Were there areas or specific groups where the polio
profile and prioritisation increased significantly more than in
other areas/groups? (1=yes and 0=no)
x1102b. If yes, which geographical areas or specific groups?
(text)
x1102c. If yes, why did the polio profile and prioritisation
increase more significantly in these areas/groups? (text) Note
for each group/area separately
x1103. How was the SM Net success most visible (eg.
increased funding, support)? (text)
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x1104. Were there areas or specific groups where the polio
profile and prioritisation increased more slowly or not at all?
(1=yes and 0=no)
x1104b. If yes, which geographical areas or specific groups?
(text)
x1104c. If yes, why did the polio profile and prioritization
increase more slowly or not at all in these areas/groups? (text)
Note for each group/area separately
x1105. How do you think the polio profile and prioritisation in
these areas/groups could be improved in the future? (text)
12. Sustainability and applicability to other campaigns
Sustainability

x1201. Overall, on a scale of 1 to 5, where 1 is the lowest and 5
is the highest, how would you rate the overallsustainability
(i.e. the ability to be maintained) of SM Net? (1=very poor,
2=poor, 3=average, 4=good, 5=very good)
x1202. What were the parts of the SM Net model which are
most financially sustainable (i.e. able to be maintained at
same cost)? (text)
x1202b. Why were they the most financially sustainable? (text)
x1203. What were the parts of the SM Net model which are the
least financially sustainable? (text)
x1203b. Why were they the least financially sustainable? (text)
x1204. How do you think these least financially sustainable
aspects of SM Net could be improved in the future? (text)
x1205. What were the parts of the SM Net model which are
most operationally sustainable (i.e. structures that would
enable continuity)? (text)
x1205b. Why were they the most operationally sustainable?
(text)
x1206. What were the parts of the SM Net model which are the
least operationally sustainable? (text)
x1206b. Why were they the least operationally sustainable?
(text)
x1207. How do you think these least operationally sustainable
aspects could be improved in the future? (text)

Applicability

x1208. Is the SM Net approach suitable for other health
campaign messaging (in isolation or with polio)? (1=yes and
0=no)
x1208b. Which campaign topics do you think it would be
mostsuitable for? (text)
x1208c. Why would it be most suitable for these campaign
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topics? (text)
x1208d. Which campaigns topic do you think it would be
leastsuitable for? (text)
x1208e. Why would it be least suitable for these campaign
topics? (text)
x1208f. Do you think it will be feasible to add on another health
campaign messaging to the existing polio messaging? (1=yes
and 0=no)
x1208g. If yes, how many different types of health campaign
messages can be covered in the same campaign? (numeric)
x1208h. Please list what the top priorities would be. (text)
x1209. What are likely to be the major challenges faced in using
SM Net for other campaigns? (text)
x1210. What aspects of the SM Net system could be improved
to make it more suitable for campaigns that cover multiple
topics? (text)
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A3.2 TOOL 2: IDI QUESTIONNAIRE FOR GROUP 3
RESPONDENTS
1. Identifying
information

y101. Name of Interviewer
y102. Date of Interview (dd.mm.yy)
y103. Zone of operation: (1=South Central, 2=Somaliland,
3=Puntland)
y104. Region of operation: (if South Central, 1=Bay, 2=Galgadud,
3=Lower Juba, 4=Banadir, 5= Lower Shabelle, 6=Middle
Shabelle, 7=Gedo;
If Somaliland, 1=Sahel and MaroodiJeex, 2=Togdheer, 3=Awdal;
If Puntland, 1=Bari, 2=North Mudug, 3=Nugall)
y105. District of operation: (if South Central, 1=Baidoa,
2=Dusamareb, 3=Kismayo, 4=Mogadishu, 5= Afgoye, 6=Jowhar,
7=Dollow;
If Somaliland, 1=Berbera, 2=Hargeisa, 3=Burao, 4=Borama;
If Puntland, 1=Bosaso, 2=North Galkayo, 3=Garowe)
y106. Village(s)/town(s) of operation: (text)
y107. Do you work in other villages or districts or regions than
those mentioned above? (1=yes and 0=no)
y107b. If yes, please specify (text).
y108. Name of respondent: (text)
y108b. Sex of respondent (1=male, 2=female)
y109. Type of stakeholder: (11=DFA, 12=vaccinator)
y110. Part-time or full time (1=full time, 2= part-time)
y110b. If full-time, years in this position: (numeric)
y110c. If part-time, days worked in 2016: (numeric)
y110d. If part-time, describe any other positions you have (text)
y111. What is your main role within the SM Net: (1=coordination,
2= supervision of vaccinators and vaccination campaigns,
3=management, 4=combination of these (specify the code
numbers), 5=other (specify))

2. Appropriateness
of SM Net to the
local context

y201. In your opinion, what are the most important contextual
factors (e.g. related to religion, culture, geography) that need to
be taken into account for SM Net operation? (1=religion,
2=culture, 3= geography, 4=combination of these (specify the
code numbers), 5=other (specify))
y202b. Please explain the reasons for your answer. (text)
y202. Overall, on a scale of 1 to 5, where 1 is the lowest and 5 is
the highest, how would you rate the appropriateness of SM Net
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to the local context? (1=very poor, 2=poor, 3=average, 4=good,
5=very good)
y203. How could SM Net be improved to be more reflective (or
considerate) of contextual factors? (text)
3. Constraints and
difficulties in
implementation

y301. What were the major constraints and difficulties faced in
the implementation of SM Net? (text)
y302. What were the processes put in place to overcome these?
(text)
y303. What were the constraints or difficulties that could not be
overcome? (text)
y304. Why could these constraints or difficulties not be
overcome? (text)
y305. How could these constraints or difficulties be overcome in
the future? (text)
y306. Overall, on a scale of 1 to 5, where 1 is the lowest and 5 is
the highest, how would you rate the ability of SM Net to
overcome these constraints? (1=very poor, 2=poor, 3=average,
4=good, 5=very good)

4. Knowledge and awareness of community
Polio, the disease

y401. Overall, on a scale of 1 to 5, where 1 is the lowest and 5 is
the highest, how would you rate the effectiveness of SM Net in
increasing the knowledge and awareness of communitieson
polio, the disease? (1=very poor, 2=poor, 3=average, 4=good,
5=very good)
y402. Were there geographical areas or specific population
groups where knowledge and awareness on polio, the disease
was increased significantly more than others? (1=yes and 0=no)
y402b. If yes, which geographical areas or specific groups? (text)
y402c. If yes, why did knowledge and awareness on polio, the
disease, increase significantly more in these areas/groups? (text)
Note for each group/area separately
y403. Were there geographical areas or specific population
groups where knowledge and awareness on polio, the disease
increased more slowly or not at all? (1=yes and 0=no)
y403b. If yes, which geographical areas or specific groups? (text)
y403c. If yes, why did knowledge and awareness on polio, the
disease, increase more slowly or not at all in these areas/groups?
(text) Note for each group/area separately
y404. How do you think knowledge and awareness on polio, the
disease, can be improved in these specific groups or
geographical areas in the future? (text)

Polio Immunisation

y405. Overall, on a scale of 1 to 5, where 1 is the lowest and 5 is
the highest, how would you rate the effectiveness of SM Net in
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increasing the knowledge and awareness of communitieson
polio immunisation? (1=very poor, 2=poor, 3=average, 4=good,
5=very good)
y406. Were there geographical areas or specific population
groups where knowledge and awareness on polio
immunisation was increased significantly more than others?
(1=yes and 0=no)
y406b. If yes, which geographical areas or specific groups? (text)
y406c. If yes, why did knowledge and awareness on polio
immunisation increase significantly more in these areas/groups?
(text) Note for each group/area separately
y407. Were there geographical areas or specific population
groups where knowledge and awareness on polio
immunisation increased more slowly or not at all? (1=yes and
0=no)
y407b. If yes, which geographical areas or specific groups? (text)
y407c. If yes, why did knowledge and awareness on polio
immunisation increase more slowly or not at all in these
areas/groups? (text) Note for each group/area separately
y408. How do you think knowledge and awareness onpolio
immunisation can be improved in these specific groups or
geographical areas in the future? (text)
Polio Campaign

y409. Overall, on a scale of 1 to 5, where 1 is the lowest and 5 is
the highest, how would you rate the effectiveness of SM Net in
increasing the knowledge and awareness of communitieson
the local polio campaign and immunisation rounds? (1=very
poor, 2=poor, 3=average, 4=good, 5=very good)
y410. Were there geographical areas or specific population
groups where knowledge and awareness of the local polio
campaign and immunisation rounds was increased
significantly more than others? (1=yes and 0=no)
y410b. If yes, which geographical areas or specific groups? (text)
y410c. If yes, why did knowledge and awareness of the local
polio campaign and immunisation rounds increase significantly
more in these areas/groups? (text) Note for each group/area
separately
y411. Were there geographical areas or specific population
groups where knowledge and awareness of the local polio
campaign and immunisation rounds increased more slowly or
not at all? (1=yes and 0=no)
y411b. If yes, which geographical areas or specific groups? (text)
y411c. If yes, why did knowledge and awareness of the local
polio campaign and immunisation rounds increase more slowly or
not at all in these areas/groups? (text) Note for each group/area
separately
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y412. How do you think knowledge and awareness of the local
polio campaign and immunisation rounds can be improved in
these specific groups or geographical areas in the future? (text)
Roles of vaccinators
and community
mobilizers

y413. Overall, on a scale of 1 to 5, where 1 is the lowest and 5 is
the highest, how would you rate the effectiveness of SM Net in
increasing the knowledge and awareness of communitieson
the roles of the vaccinators and community mobilizers?
(1=very poor, 2=poor, 3=average, 4=good, 5=very good)
y414. Were there geographical areas or specific population
groups where knowledge and awareness on the roles of the
vaccinators and community mobilizers was increased
significantly more than others? (1=yes and 0=no)
y414b. If yes, which geographical areas or specific groups? (text)
y414c. If yes, why did knowledge and awareness on the roles of
the vaccinators and community mobilizers increase significantly
more in these areas/groups? (text) Note for each group/area
separately
y415. Were there geographical areas or specific population
groups where knowledge and awareness on the roles of the
vaccinators and community mobilizers increased more slowly
or not at all? (1=yes and 0=no)
y415b. If yes, which geographical areas or specific groups? (text)
y415c. If yes, why did knowledge and awareness on the roles of
the vaccinators and community mobilizers increase more slowly
or not at all in these areas/groups? (text) Note for each
group/area separately
y416. How do you think knowledge and awareness on the roles
of the vaccinators and community mobilizers can be
improved in these specific groups or geographical areas in the
future? (text)

Hard to reach
groups

y417. In addition to the above, are there any specific differences
in the knowledge and awarenessof accessible populations
compared to the hard to reach groups, such as nomads or
other excluded groups? (text)
y418. What are the specific challenges in increasing knowledge
and awareness of these hard to reach groups? (text)
y419. What could be done to overcome these challenges? (text)

5. Attitudes and positive behaviours of community
Attitudes (positive
and negative)

y501. Overall, on a scale of 1 to 5, where 1 is the lowest and 5 is
the highest, how would you rate the effectiveness of SM Net in
increasing positive attitudes of communitiesto polio
vaccination?(1=very poor, 2=poor, 3=average, 4=good, 5=very
good)
y502. Were there geographical areas or specific population
groups where positive attitudes to polio vaccination were
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increased significantly more than others? (1=yes and 0=no)
y502b. If yes, which geographical areas or specific groups? (text)
y502c. If yes, why did positive attitudes to polio vaccination
increase significantly more in these areas/groups? (text) Note for
each group/area separately
y503. What were the main signs/indications that positive attitudes
towards the vaccination had increased/changed? (text)
y504. Were there geographical areas or specific population
groups where positive attitudes towards polio
vaccinationincreased more slowly or not at all? (1=yes and
0=no)
y504b. If yes, which geographical areas or specific groups? (text)
y504c. If yes, why did positive attitudes towards vaccination
increase more slowly or not at all in these areas/groups? (text)
Note for each group/area separately
y505. How do you think positive attitudes towards polio
vaccination can be encouraged in these specific population
groups or geographical areas in the future? (text) Note for each
group/area separately
y506. What were the specific negative attitudes towards polio
vaccination? (text)
y506b. In which geographical areas or specific groups? (text)
y506c. Why did they occur? (text)
y507. Overall, on a scale of 1 to 5, where 1 is the lowest and 5 is
the highest, how would you rate theeffectiveness of SM Net in
overcoming negative attitudes of communitiesto polio
vaccination? (1=very poor, 2=poor, 3=average, 4=good, 5=very
good)
y508. How do you think these negative attitudes can be
overcome in the future? (text)
y509. In addition to the above, are there any specific
differences in attitudes (positive or negative) of accessible
population compared to the hard to reach groups such as
nomads? (1=yes and 0=no)
y509b. If yes, what are the specific differences? (text) Note for
each group separately
y510. What are the specific challenges in increasingpositive
attitudes of these hard to reach groups? (text)
y511. What could be done to overcome these challenges (for
increasing positive attitudes)? (text)
y512. What are the specific challenges in reducing negative
attitudes of these hard to reach groups? (text)
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y513. What could be done to overcome these challenges (for
decreasing negative attitudes)? (text)
Demand and other
positive behaviours

y514. Overall, on a scale of 1 to 5, where 1 is the lowest and 5 is
the highest, how would you rate the effectiveness of SM Net in
increasing demand for polio vaccination (or intention to
treat)? (1=very poor, 2=poor, 3=average, 4=good, 5=very good)
y515. Were there geographical areas or specific population
groups where demand for polio vaccination(or intention to
treat) was increased significantly more than others? (1=yes and
0=no)
y515b. If yes, which geographical areas or specific groups? (text)
y515c. If yes, why did demand for polio vaccination (or intention
to treat)increase significantly more in these areas/groups? (text)
Note for each group/area separately
y516. What were the main signs/indications that demand for polio
vaccination had increased/changed? (text)
y517. Were there geographical areas or specific population
groups where demand for polio vaccination(or intention to
treat) increased more slowly or not at all? (1=yes and 0=no)
y517b. If yes, which geographical areas or specific groups? (text)
y517c. If yes, why did demand for polio vaccination (or intention
to treat)increase more slowly or not at all in these areas/groups?
(text) Note for each group/area separately
y518. How do you think demand for polio vaccination (or
intention to treat) can be improved in these specific population
groups or geographical areas in the future? (text)
y519. Can you describe any other positive behaviour changes by
communities towards polio vaccination that you experienced?
(text) Note details on who, and what they were
y520. In addition to the above, are there any specific differences
in demand for polio vaccination (or intention to treat) among
hard to reach groups such as nomads, compared to more
accessible populations? (1=yes and 0=no)
y520b. If yes, what are the specific differences? (text) Note for
each group separately
y521. What are the specific challenges in increasing demand for
polio vaccination (or intention to treat) of these hard to reach
groups? (text)
y522. What could be done to overcome these challenges? (text)

6. Trust, acceptability and ownership amongst community
Trust and
acceptability in SM
Net community
mobilizers and

y601. Overall, on a scale of 1 to 5, where 1 is the lowest and 5 is
the highest, how would you rate the trust and acceptability of
community members inSM Net community mobilizers and
vaccinators? (1=very poor, 2=poor, 3=average, 4=good, 5=very
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vaccinators

good)
y602. Were there geographical areas or specific population
groups where there was greater trust and acceptability in SM
Net community mobilizers and vaccinators? (1=yes and 0=no)
y602b. If yes, which geographical areas or specific groups? (text)
y602c. If yes, why wasthere greater trust and acceptability in SM
Net community mobilizers and vaccinators in these
areas/groups? (text) Note for each group/area separately
y603. Were there geographical areas or specific population
groups where there was less trust and acceptability in SM Net
community mobilizers and vaccinators? (1=yes and 0=no)
y603b. If yes, which geographical areas or specific groups? (text)
y603c. If yes, why wasthere less trust and acceptability in SM Net
community mobilizers and vaccinators in these areas/groups?
(text) Note for each group/area separately
y604. How do you think these low levels of trust and acceptability
could be overcome in the future? (text)
y605. In addition to the above, are there any specific differences
in trust or acceptability (positive or negative)towardsSM Net
community mobilizers and vaccinators among hard to reach
groups such as nomads, compared to more accessible
populations? (1=yes and 0=no)
y605b. If yes, what are the specific differences? (text) Note for
each group separately
y606. What are the specific challenges in increasing trust and
acceptability towardsSM Net community mobilizers and
vaccinators of these hard to reach groups? (text)
y607. What could be done to overcome these challenges? (text)

Sense of community
involvement in the
implementation of
the SM Net
programme

y608. Overall, on a scale of 1 to 5, where 1 is the lowest and 5 is
the highest, how would you rate the level of community
involvement in the SM Net programme? (1=very poor, 2=poor,
3=average, 4=good, 5=very good)
y609. Were there geographical areas or specific population
groups (i.e. hard to reach groups such as nomads) where the
level of community involvement increased significantly more than
others? (1=yes and 0=no)
y609b. If yes, which geographical areas or specific groups? (text)
y609c. If yes, why didthe level of community involvement
significantly increase significantly more in these areas/groups?
(text) Note for each group/area separately
y610. Were there geographical areas or specific population
groups (i.e. hard to reach groups) where the level of community
involvement increased more slowly or not at all? (1=yes and
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0=no)
y610b. If yes, which geographical areas or specific groups? (text)
y610c. If yes, why didthe level of community involvement
increase more slowly or not at all in these areas/groups? (text)
Note for each group/area separately
y611. How do you think the level of community involvement in the
SM Net programme can be improved for these specific groups or
geographical areas in the future? (text)
7. Satisfaction with
SM Net and
resources available

y701. Overall, on a scale of 1 to 5, where 1 is the lowest and 5 is
the highest, how would you rate your sense of satisfaction with
the management of the SM Net programme? (1=very poor,
2=poor, 3=average, 4=good, 5=very good)
y702. What aspects of the management of the SM Net
programme are you most satisfied with? (text)
y702b. Why are you most satisfied with these aspects? (text)
y703. What aspects of the management of the SM Net
programme are you least satisfied with? (text)
y703b. Why are you least satisfied with these aspects? (text)
y704. How do you think the management of the SM Net
programme could be improved to address these concerns? (text)
y705. Overall, on a scale of 1 to 5, where 1 is the lowest and 5 is
the highest, how would you rate your sense of satisfaction with
the support, tools and other resources available to you as
part of the SM Net programme? (1=very poor, 2=poor,
3=average, 4=good, 5=very good)
y706. What aspects of the resourcing are you most satisfied
with? (text)
y706b. Why are you most satisfied with these aspects? (text)
y707. What aspects of the resourcing are you least satisfied
with? (text)
y707b. Why are you least satisfied with these aspects? (text)
y708. How do you think the SM Net programme could be
improved to address these concerns? (text)

8. Sustainability and applicability to other campaigns
Sustainability

y801. Overall, on a scale of 1 to 5, where 1 is the lowest and 5 is
the highest, how would you rate thesustainability (ie. the ability
to be maintained) of SM Net? (1=very poor, 2=poor, 3=average,
4=good, 5=very good)
y802. What were the parts of the SM Net model which are most
operationally sustainable (i.e. structures that would enable
continuity)? (text)

112

y802b. Why were they the most operationally sustainable? (text)
y803. What were the parts of the SM Net model which are the
least operationally sustainable? (text)
y803b. Why were they the least operationally sustainable? (text)
y804. How do you think these least operationally sustainable
aspects could be improved in the future? (text)
Applicability

y805. Is the SM Net approach suitable for other health
campaign messaging (in isolation or with polio)? (1=yes and
0=no)
y805b. Which campaign topics do you think it would be
mostsuitable for? (text)
y805c. Why would they be most suitable for these campaign
topics? (text)
y805d. Which campaign topics do you think it would be
leastsuitable for? (text)
y805e. Why would it be least suitable for these campaign topics?
(text)
y805f. Do you think it will be feasible to add on another health
campaign messaging to the existing polio messaging? (1=yes
and 0=no)
y805g. If yes, how many different types of health campaign
messages can be covered in the same campaign? (numeric)
y805h. Please list what the top priorities would be. (text)
y806. What are likely to be the major challenges faced in using
the SM Net for other campaigns? (text)
y807. What aspects of the SM Net system could be improved to
make it more suitable for campaigns that cover multiple topics?
(text)
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A3.3 TOOL 3: FGD CHECKLIST FOR GROUP 4
RESPONDENTS
Introduction and purpose of FGD:
As Community Mobilizers (CMs) for the Social Mobilization Network (SM Net), you have
been recently engaged for the February/March polio vaccination campaign in [district/zone
name]. We would like to have a focus group discussion today, to gather some information
about the general functioning of the SM Net, your experience as Community Mobilizers and
your opinions on a few key topics.
Forcier Consulting is an independent research organization, working together with Kimetrica
(which is based in Kenya). We are working together to evaluate the SM Net in Somalia, and
as part of this evaluation we are interviewing a number of actors who are involved in the
network. Our purpose today is to collect information, and report it back to the organizations
supporting the SM Net.
[introduction of Forcier staff present]
-------------------At the start of the FGD a form will be completed which identifies the name, age, sex,
residence, villages they work in and contact number. Each participant will then be seated
and assigned a number so that responses given can be assigned to each participant.
The following key questions will be presented to the group. A maximum of 10 minutes will be
spent on any one question.
Key themes:
1. Most effective communication approaches
• Which of the different communication approaches and tools you use during your
household visits are most effective in conveying the key messages on polio/of SM
Net to the communities?
• How do house visit approaches compare to mass media campaigns (i.e. using radio,
television, SMS) in terms of effectively conveying the message on polio to
households in your area?
• Are there differences in which tools work best for different population groups, for
example hard to reach groups such as nomads; women rather than men?
• Do you think these approaches and tools can be improved upon?
• How would you improve them?
2. Relevance of the approach to the local context
• Do you think the way the SM Net was delivered took into account the important local
and cultural factors (i.e. political, economic, social, etc.)?
• Were there cases when they were not relevant?
• What could be done to make the approaches more relevant to communities they
work in?
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3. Satisfaction with the resources and other support
• Are you satisfied with the resources that were made available to you for you to do
community mobilization? This includes both the tools, support from the rest of the SM
Net team and management and other resources.
• Which parts were you most satisfied with?
• Which parts were you less satisfied with?
• What improvements could be made to the resources available to you?
4. Constraints and difficulties in implementation
• Did you face any difficulties or constraints in acting as community mobilizers?
• What were these?
• How did you overcome them?
• Is there anything that could be done to improve SM Net in the future so that these
issues do not arise?
5. Improvements in knowledge and awareness, trust and positive attitudes
• Do you think the mobilization you did led to increased community knowledge and
awareness of polio and the vaccination process? In which ways?
• Did it lead to increased community trust and positive attitudes? In which ways?
• Are there any groups that were less receptive?
• What can be done to improve this?
Prompts: Do you think that the communities have trust in you and the vaccinators? Are
there any groups of people that have less trust, in, for example, vaccines and health
workers? Do you think there has been an increase in demand of the vaccine? Have you
seen any other positive behaviours as a result of the SM Net campaign? For example, are
more people also now seeking health care for other conditions, or asking you about other
diseases?
6. Applicability to other types of campaigns
• Do you think the SM Net could be used for other important health issues in the
communities you work in? If yes, which ones?
• Do you think it could cover more than one issue at the same time or would it be
better if the campaigns only focused on one?
• What do you think would be the challenges and how could these be prevented or
addressed?
Prompts: Could it be used for example for infant and young child feeding practices? Or
conveying the importance of handwashing? For general immunization campaigns? For
using treated bed-nets against malaria?
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A3.4 TOOL 4: FGD CHECKLIST FOR GROUP 5
RESPONDENTS
Introduction and purpose of FGD:
As members of the community you have been exposed to the Social Mobilization Network
(SM Net) programme. You have been visited by community mobilizers who have explained
the importance of vaccination against polio, and by vaccinators who have come to vaccinate
your children against polio. We would like to have a focus group discussion today, to gather
some information on this programme.
Forcier Consulting is an independent research organization, working together with Kimetrica
(which is based in Kenya). We are working together to evaluate the SM Net in Somalia, and
as part of this evaluation we are interviewing a number of actors who are involved in the
network. Our purpose today is to collect information, and report it back to the organizations
supporting the SM Net.
[introduction of Forcier staff present]
-------------------At the start of the FGD a form will be completed which identifies the name, age, sex,
residence, and contact number. Each participant will then be seated and assigned a number
so that responses given can be assigned to each participant.
The following key questions will be presented to the group. A maximum of 10 minutes will be
spent on any one question.
Key themes:
1. Most effective communication approaches
• Which of the different communication approaches and tools used on polio (i.e. radio,
megaphones, posters, SMS, television, face to face visits by community mobilizers)
were most useful in accessing information on polio and polio vaccinations?
• Were the tools used sufficiently clear?
• How could they be improved?
2. Relevance of the approach to the local context
• Do you think the approaches used to communicate on the polio vaccine and deliver
the vaccine to your children were relevant to you and your situation?
• Do you think they should have used different approaches or different messaging?
• How could they be made more relevant to you?
3. Satisfaction with the information and support provided
• Were you satisfied with the information and services provided to you during the polio
campaign and vaccination process?
• Was it sufficient or would you have preferred more information?
• What information was missing?
• Did you feel any questions you had were addressed by the community mobilizers
and the vaccinators? What additional support would you have liked?
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•

How can the services provided by community mobilizers and vaccinators be
improved?

4. Improvements in trust and community involvement
• Do you trust the community mobilizers and vaccinators? Why?
• Are there any aspects of them or the work they do that you do not trust?
• How could your trust in them be improved?
• Do you feel that the community had sufficient involvement in the polio campaign (i.e.
delivery of the vaccine and communication around the campaign)?
• How could community involvement in the SM Net campaign be improved?
5. Improvements in knowledge, awareness and positive behaviours
• Do you feel that your knowledge and awareness around polio (the disease) and polio
vaccination (including the vaccinators) has increased since the community mobilizers
started visiting your homes?
• Has the campaign made you change how you view vaccination and other health care
interventions?
6. Applicability to other types of campaigns
• Do you think the community mobilizers could be used to provide information on other
important health issues in the community? If yes, which health issues?
• What problems do you foresee in using this campaign for other health issues?
• Do you think the campaign could cover more than one health issue at the same time
or would it be better if it only focused on one?
Prompts: Could it be used for example for infant and young child feeding practices? Or
conveying the importance of handwashing? For general immunization campaigns? For
using treated bed-nets against malaria?

117

ANNEX 4. IDI RESPONDENTS INTERVIEWED
Table 3 and Table 4 provide information on the numbers of stakeholders interviewed with
Tools 1 and 2.
Table 3. Details on the KIs interviewed with Tools 1 and 2
Zone

Region

District

Tool

Details on respondents

Puntland

Bari

Bosaso

Tool 1

1 DSMC, 1 DPO, 1 RSMC

Tool 2

2 DFA, 2 vaccinators

Tool 1

1 DSMC, 1 DPO

Tool 2

2 DFA, 2 vaccinators

Tool 1

1 UNICEF staff, 1 WHO staff, 1
MoH staff, 1 ZSMC, 1 DSMC,
1 DPO, 1 RMO, 1 RPO

Tool 2

2 DFA, 2 vaccinators

Tool 1

1 DPO, 1 DSMC, 1 RPO, 1
RSMC, 1 Vice-RMO

Tool 2

2 DFA, 2 vaccinators

Tool 1

1 DMO, 1 DPO, 1 DSMC, 1
RPO, 1 RSMC

Tool 2

2 DFA, 2 vaccinators

Tool 1

1 DPO, 1 DSMC, 1 RMO, 1
RPO, 1 RSMC

Tool 2

2 DFA, 2 vaccinators

Tool 1

1 UNICEF staff, 1 WHO staff, 1
MoH staff, 1 ZSMC, 1 RSMC,
1 RMO, 1 RPO, 1 DSMC, 1
DPO

Tool 2

2 DFA, 2 vaccinators

Tool 1

1 DSMC, 1 DPO

Tool 2

2 DFA, 2 vaccinators

Tool 1

1 DSMC, 1 DPO, 1 RSMC, 1
RMO, 1 RPO, 1 ZSMC, 2 NGO
officers, 1 UNICEF staff, 1
WHO staff

Tool 2

2 DFA, 2 vaccinators

Tool 1

1 DSMC, 1 DPO, 1 RSMC, 1
RPO

Tool 2

2 DFA, 2 vaccinators

Tool 1

1 DSMC, 1 DPO, 2 NGO
officers

Tool 2

2 DFA, 2 vaccinators

Tool 1

1 DSMC, 1 DPO, 1 RSMC, 1
RMO, 1 RPO, 1 NGO officer

(North) Mudug

Nugall

Somaliland

Awdal

Togdheer

Wooqoyi Galbeed

(North) Galkayo

Garowe

Borama

Burao

Berbera

Hargeisa

South Central

Bay

Banadir

Galgadud

Gedo

Lower Juba

Baidoa

Mogadishu

Dusamareb

Dollow

Kismayo
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Lower Shabelle

Afgoye

Middle Shabelle

Jowhar

Tool 2

2 DFA, 2 vaccinators

Tool 1

1 DSMC, 1 DPO

Tool 2

2 DFA, 2 vaccinators

Tool 1

1 DSMC, 1 DPO, 1 NGO
officer

Tool 2

2 DFA, 2 vaccinators

Table 4. Number of KIs interviewed by stakeholder type and zone
Type of
stakeholder

Nairobi

Puntland

Somaliland

South Central

Total

ZSMC

-

1

1

1

3

RSMC

-

1

4

3

8

RMO

-

1

2

2

5

RPO

-

1

4

3

8

DSMC

-

3

4

7

14

DPO

-

3

4

7

14

DFA

-

6

8

14

28

Vaccinator

-

6

8

14

28

Other

1 UNICEF
stakeholder, 1
WHO stakeholder

1 Director
General (MoH), 1
Expanded
Programme on
Immunization
Officer (UNICEF),
1 Zonal Polio
Officer (WHO)

1 Primary Health
Care (MoH), 1
C4D officer
(UNICEF), 1 Polio
Programme
Coordinator
(MoH), 1 WHO
interviewee, 1
DMO (WHO)

6 NGO officers, 1
C4D officer
(UNICEF), 1
Medical Officer
(WHO)8

18

Grand Total

2

25

40

59

126

8

Forcier Consulting tried to interview an MoH respondent at the zonal level but was directed towards two
respondents (the ZSMC and the RMO) who had already been interviewed. No additional MoH staff was therefore
interviewed at the zonal level.
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ANNEX 5. FGDS WITH CMS AND COMMUNITY MEMBERS
A5.1 DETAILS OF THE FGDS CONDUCTED
FGDs were conducted with a total of 426 respondents (174 males and 252 females) across
the three zones: 208 CMs (78 males and 130 females) and 218 community members (96
males and 122 females) (see Table 5 for detailed information on the FGDs conducted).
The community member FGDs were held in both urban and rural areas: those in the urban
areas included 143 participants (71 males and 72 females) and those in the rural areas
included 75 participants (32 males and 43 females). The FGDs in Mogadishu Banadir were
both urban as the district lacks a rural area. Those in Afgoye, Jowhar and Kismayo were
also conducted exclusively in the urban areas due to the security risks entailed by working in
the rural areas.
Table 5. Detailed information on the FGDs conducted
Zone

Region

District

Date

Type

Number of
participants
(males;
females)

Ages by sex

Villages / Towns
represented

Puntland

Bari

Bosaso

March 13

CM urban

8 (3;5)

Missing

Bosaso

March 13

CM rural

5 (4;1)

Males (27, 36, 40,
44)
Female (40)

Bosaso

March 15

Community
members
urban

9 (4;5)

Males (27, 50, 55,
32)
Female (38, 37,
35, 33, 26)

Bosaso

May 2

Community
members
rural

6 (0;6)

Females (40, 26,
27, 35, 25, 35)

Armo

February
28

CM urban

8 (0;8)

Females (48, 55,
42, 50, 52, 33, 24,
55)

Galkayo

February
28

CM rural

8 (0;8)

Females (20, 38,
30, 45, 50, 29, 35,
21)

Galkayo

March 1

Community
members
urban

8 (4;4)

Males (39, 61, 62,
43)
Females (40, 60,
35, 46)

Galkayo

March 4

Community
members
rural

8 (4;4)

Males (35, 42, 48,
41)
Females (55, 40,
41, 27)

Galkayo

March 2

CM urban

6 (0;6)

Females (40, 50,
35, 50, 40, 41)

Garowe

(North)
Mudug

Nugall

(North)
Galkayo

Garowe
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Somaliland

Awdal

Togdheer

Wooqoyi
Galbeed

Borama

Burao

Berbera

March 4

CM rural

9 (1;8)

Missing

Kalabayr

April 30

Community
members
urban

8 (0;8)

Females (45, 37,
49, 35, 41, 43, 47,
35)

Garowe

March 9

Community
members
rural

7 (2;5)

Males (60, 45)
Females (35, 24,
34, 32, 45)

Kalabayr

March 6

CM urban

7 (3;4)

Males (32, 37, 36)
Female (45, 33,
40, 52)

Borama

March 7

CM rural

7 (3;4)

Males (45, 37, 32)
Female (40,18,
22, 49)

Borama

March 7

Community
members
urban

8 (4;4)

Males (40, 51, 28,
48)
Females (35, 25,
55, 60)

Sheikh Osman

March 8

Community
members
rural

7 (3;4)

Males (45, 50, 45)
Females (40, 29,
30, 35)

Magaalo Cad

February
27

CM urban

7 (4;3)

Males (49, 60, 53,
50)
Females (40, 50,
48)

Lixle, Maxamed
Cali,
Koosaarneighbor
hoods

February
27

CM rural

8 (2;6)

Males (32, 55)
Females (56, 35,
38, 45, 40, 25)

October
neighbourhood,
15th May
neighbourhood,
Urayso, Cakaara,
Qaylo, Qasabka

February
28

Community
members
urban

8 (4;4)

Males (26, 30, 62,
21)
Females (45,43,
48, 46)

Lixle

March 1

Community
members
rural

8 (4;4)

Males (34, 45, 25,
58)
Females (60, 40,
60, 40)

Beer

March 7

CM urban

8 (2;6)

Males (40, 60)
Females (58, 59,
50, 25, 49, 55)

Wadajir, Burao
Sheikh, Moosko

March 7

CM rural

7 (2;5)

Males (56, 48)
Females (40, 65,
55, 60, 45)

Wadajir, Burao
Sheikh,
Barwaaqo,
Daarole

March 8

Community
members
urban

8 (4;4)

Males (40, 45, 55,
60)
Females (35, 45,
60, 56)

Wadajir

March 9

Community
members
rural

8 (4;4)

Males (29, 52,55,
55)
Females (53, 65,

Darigodle
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40, 48)
Hargeisa

South
Central

Bay

Banadir

Galgadud

Baidoa

Mogadishu

Dusamareb

February
22

CM urban

7 (2;5)

Males (55, 65)
Females (38, 55,
55, 60, 45)

26 June
neighbourhood

February
16

CM rural

8 (2;6)

Males (56, 55)
Females (63, 50,
35, 56, 60, 50)

Ahmed Dhagah

February
19

Community
members
urban

7 (3;4)

Males (20, 21,
missing)
Females
(missing)

Sheikh Omar

February
18

Community
members
rural

7 (3;4)

Males (55, 45, 20)
Females (30, 35,
24, 27)

Bali Gubadle

April 5

CM urban

8 (1;7)

Males (24)
Females
(56,18,19, 60, 55,
28, 30)

Baidoa

April 6

CM rural

8 (1;7)

Males (19)
Females (35, 19,
48, 55, 50, 42,
52)

Baidoa

April 5

Community
members
urban

8 (5;3)

Males (23, 25, 53,
20, 23)
Females (33, 24,
39)

Baidoa

April 6

Community
members
rural

8 (4;4)

Males (31, 35, 52,
50)
Females (40, 45,
48, 28)

Aw-Diinle

April 10

CM urban

7 (3;4)

Males (60, 34, 40)
Females (29, 50,
28, 28)

Hodan

April 11

CM urban

8 (3;5)

Males (51, 42, 28)
Females (27, 32,
30, 19, 40)

Bondheere/Shibis

April 10

Community
members
urban 1

8 (4;4)

Males (59, 28, 43,
52)
Females (30, 49,
38, 25)

Hodan

April 11

Community
members
urban 2

8 (3;5)

Males (32, 39, 40)
Females (41, 29,
30, 26, 18)

Bondheere/Shibis

April 8

CM urban

8 (6;2)

Males (53, 36, 39,
51, 48, 44)
Females (30, 40)

Dusamareb

April 9

CM rural

8 (4;4)

Males (28, 55, 38,
44)
Females (35, 30,
28, 50)

Rabdhuure

April 8

Community

8 (2;6)

Males (54, 30)

Dusamareb
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members
urban

Gedo

Lower
Juba

Lower
Shabelle

Middle
Shabelle

Dollow

Kismayo

Afgoye

Jowhar

Females (46, 51,
30, 28, 31, 33)

April 9

Community
members
rural

8 (3;5)

Males (32, 36, 53)
Females (36, 28,
60, 24, 30)

Xerta

April 19

CM urban

7 (4;3)

Males (36, 34, 25,
40)
Females (17, 36,
18)

Dollow city

April 20

CM rural

8 (4;4)

Males (35, 30, 32,
60)
Females (32, 21,
18, 33)

Dollow

April 19

Community
members
urban

8 (4;4)

Males (40, 37, 50,
57)
Females (30, 48,
35, 25)

Dollow

April 20

Community
members
rural

8 (4;4)

Males (25, 81, 65,
36)
Females (35, 58,
36, 70)

Dhumadhumay

April 5

CM urban

6 (3;3)

Males (26, 27, 26)
Females (34, 24,
21)

Shaqalah,
Farjano, Fanole,
Gulwedr,
Calanley

April 5

CM urban 2

6 (4;2)

Males (26, 25, 56,
57)
Females (18, 19)

Guul Wade,
Golol, Farjano,
Calanley, Sheikh
Ido

April 6

Community
members
urban

8 (8;0)

Males (27, 45, 35,
29, 35, 30, 37,
32)

Farjano, Fanoole,
Calanley

April 6

Community
members
urban 2

8 (0;8)

Females (38, 35,
28, 49, 28, 38, 39,
40)

Farjano, Fanoole,
Calanley

April 13

CM urban

6 (3;3)

Males (43, 45, 42)
Females (28, 27,
33)

Afgoye

April 13

CM urban 2

8 (4;4)

Males (31, 36, 50,
37)
Females ( 21, 34,
50, 34)

Afgoye

April 15

Community
members
urban

8 (4;4)

Males (45, 46, 45,
44)
Females (29, 24,
30, 35)

Afgoye

April 15

Community
members
urban 2

8 (4;4)

Males (32, 32, 80,
52)
Females (50, 47,
50, 25)

Afgoye

May 13

CM urban

8 (5;3)

Males (41, 28, 43,
44, 40)

Jowhar
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Females ( 28, 28,
19)
May 13

CM urban 2

9 (5;4)

Males (35, 46, 28,
25, 34)
Females (31, 27,
30, 23)

Jowhar

May 14

Community
members
urban

7 (4;3)

Males (48, 50, 45,
30)
Females (25, 31,
23)

Jowhar

May 14

Community
members
urban 2

8 (3;5)

Males (20, 23, 32)
Females (25, 27,
28, 30, 35)

Jowhar
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A5.2 MAIN FINDINGS FROM EACH FGD
Table 6 summarizes the proceedings of the 28 FGDs conducted with CMs, and Table 7
summarizes those of the 28 FGDs conducted with community members.
Table 6. Summary of CM FGD proceedings
FGD 1. Bosaso, urban (Bari, Puntland)
Theme 1: The CMs used microphones and house to house visits. They were also required to wear medical uniforms. If the
mothers were not available on the first visit they would come back later. The CMs identified house to house awareness
raising, using microphones in cars (as they can cover large areas), as well as using the tv, radio and social media such as
Facebook as the most useful communication approaches. CMs identified that different tools work better for different types of
groups. For example, rural groups and nomadic groups suit face to face interaction, or sensitization in community meetings
as they do not have access to the radio and social media and respond better in house to house visits. CMs need to have
access to a car as they are often located long distances from the CMs homes. They also need to be well trained as these
communities have very low levels of awareness. The CMs should also have a uniform.
“In the rural areas, social media communication does not fit, so sending groups into every village to do awareness and
meeting with the leader of the community is important." (female, CM, Bosaso)
“For the nomadic people, awareness should be given using people who are well trained and who have good knowledge and
wear clothes with clear signals [a uniform].” (male, CM, Bosaso)
Theme 2: CMs felt their work took the role of religion into consideration. CMs worked with the religious and local elders, and
this gave them better access to communities. Beyond this the question was not well covered during the FGD.
“Yes, the people this community respect most are the scholars and elders… When you knock on the doors, there are some
mothers that open that door and say they do not have children, because they do not want to give their children a vaccination.
When we go back to the elders and we tell them that a mother refused us, the elders talk with them to give their children
vaccination, and then they accept us. Some mothers refuse the scholars and elders, and that is a big challenge, but mostly
the community people will respect you.” (female, CM, Bosaso)
Theme 3:Generally, the CMs were satisfied with the resources provided to them to do their job. They would like to receive
more training. Some of the equipment provided (particularly microphones) were not sufficient.
“The microphones we have been given are not enough. We provide a very large service, but some groups have no
microphones to do awareness.” (female, CM, Bosaso)
Theme 4: The CMs have faced some constraints and difficulties in implementation. Initially communities did not trust the
CMs, the vaccinators or the polio vaccine. Some believed that the vaccine was a danger to their children’s health, that it is
made outside the country to harm their children’s health, others that it was against their religious beliefs (some communities
believe polio is the will of Allah). They often faced conflict within families, with some mothers wanting to vaccinate their
children whilst the fathers refused. To overcome these challenges the CMs worked on convincing local community members
and leaders to trust the vaccinators and the vaccine. This has largely worked with CMs now having the backing of most
religious leaders and trust in the CMs improved in local communities.
“There are three types of people: One: the mother who will say my husband won’t let me give the children the vaccination.
Two: people who say the polio vaccine is made in another country. Three: those that say this polio vaccine is unholy so it not
good to give the children. Once I went to a mosque that Takfir ruled. When I entered the mosque no one spoke to me at all
so I started to pray. When I finished the prayer they said to me you are not a Muslim, do not come to this mosque again. And
that is one of the challenges we meet usually.” (female, CM, Bosaso)
“When it comes to politics, I don’t face any issues because the Ministry of Health and Ministry of Peace are securing my
safety. When it comes to religion, the religious scholars are not like before, they are more understanding and they also give
awareness. They say ‘there is a cure in every illness except death, the child is a blessing from God and it is the parents duty
[to vaccinate].’” (male, CM, Bosaso)
Theme 5: CMs saw increased awareness and knowledge of both polio the disease and the value of the vaccination amongst
community members. The fact that CMs are now welcome in the community and actively seek out the vaccination is
evidence of this.
“Yes they welcome us. They ask us for vaccination when we finish awareness... I heard one mother say she cannot go to
the market because the vaccination is coming.” (female, CM, Bosaso)
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Theme 6: SM Net can be used for other health issues. In fact, some CMs had done awareness raising on other diseases on
the side during their house to house visits because they thought the information was relevant for the families they were
visiting. Other health messages that CMs thought SM Net could promote included information on child feeding practices,
advising pregnant women on vaccination, nutrition, whooping cough, diphtheria, tetanus, HIV, cholera, female genital
mutilation (FGM) and using mosquito nets. However, most respondents felt it would not be a good idea to provide more than
one official health message per campaign, and any other advice should only be given when the CM felt it was necessary.
“When we are doing awareness we told them many other things not only about polio. We told them that pregnant mothers
should get vaccinated, and that if a young child gets sick or has diarrhoea they must be taken to the doctor.” (female, CM,
Bosaso)
FGD 2. Bosaso, rural (Bari, Puntland)
Theme 1: The CMs do house to house visits. One CM also described how he works with a local committee of teachers and
scholars to do the awareness raising. She said this has been very successful at gaining community trust.
“I am a chairman and I am a mobilizer. The village where I am its chairman has a committee … they work with me very well
… so reaching all the community became easy for me … that cooperation, working with religious leaders, women and all the
community members is very important.” (male, CM, Bosaso)
Theme 2: The discussion highlighted many issues with the distribution of the vaccine in the CMs area. Local communities
have said they will not take the vaccine if they are not provided with incentives. Also, local communities are mostly displaced
and face much bigger problems than those associated with the vaccine and do not have an interest in receiving awareness.
There is also confusion as to who the vaccinators are, and how they relate to other aid workers.
“There are many people that were missed. There are many people who lost their livestock, so that there are a lot of needs.
Although vaccination is very important, I believe that there things that are more important than it.” (male, CM, Bosaso)
Theme 3: The CMs felt that they only received small incentives for the work that they delivered. They also mentioned the
lack of materials, and equipment such as visual aids would help them better explain the polio disease to the communities.
“I am talking about the incentives … the incentives are very small…” (male, CM, Bosaso)
Theme 4: Whilst some community members had come to accept the CMs and vaccination teams there were still many
people who did not trust the vaccinators and the CMs, and often the CMs were not invited into people’s homes.
“There are people that are unlikely to open the door when you knock. One day a lady said she will accept it, but the next day
she refused and said ‘my husband doesn’t allow me to take this vaccine’. Her husband had said to her ‘you have two options
either to divorce or to protect my children from those who are vaccinating them’. There are many people who are suspicious
of the vaccine.” (female, CM, Bosaso)
Theme 5: This FGD was undertaken with CMs who had obviously received negative feedback from the community. The
CMs did not directly respond to the question whether trust and acceptance had increased amongst community members, but
instead discussed the types of groups where there was distrust (mostly religious) and possible solutions to overcoming the
issues they faced with the communities. These solutions included more focus on community and CM integration, with
community groups be part of the integration team.
“People consist of different groups, but I would like to suggest that all members from the community are included in the
mobilization committee. For example, women’s group members, youth group, teachers’ group, parents’ group, high school
committee, university and all the groups from the country.” (male, CM, Bosaso)
Theme 6: The moderator discussed the capability of CMs to do other campaigns, and the response was that this was
possible, but that they would need sufficient training. Possible interventions that were considered important included
HIV/AIDS, and hygiene and sanitation.
“Awareness is useful for adults, children, everyone. People should be mobilized to burn the garbage, to avoid eating with
their hands without washing them and to wash their hands with soap after using the toilet…” (male, CM, Bosaso)
FGD 3. Galkayo, rural (Mudug, North Puntland)
Theme 1: CMs used house to house messaging and vehicles with microphones. One CM had talked to some community
members who had seen information on the polio campaign on television and received SMS on their phones with details
about the polio campaigns. However, community access, particularly to television, but also in some cases to radios and
mobile phones was seen as rare by the CMs. Overall, CMs felt that more house to house visits would improve the SM Net
campaigns impact. This was partly because of the community’s lack of access to technology that could transmit information
on polio (phones, televisions, radios) but also because mothers are often too busy to leave their homes and so they may not
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hear campaign messaging delivered via microphone. Furthermore, for those households that refused the vaccine, house to
house visits are a valuable approach as CMs can take the time to persuade these families directly.
“There are people who can't afford the communications such as TV and mobile phones. For example, those who stay in a
place far away. Doing house to house makes it easy for all these people." (female, CM, Galkayo)
Theme 2: The CMs were unable to provide a direct answer on whether the SM Net approaches were relevant to the local
context. However, they did say that house to house visits are a relevant way of handling the challenges they face in their
communities. They also said that suspicion still remains around the CMs and the vaccinators and that they need the support
of their superiors, such as the District Field assistant to get their work done.
“As we told you before, people can be persuaded by those who visit their houses…” (female, CM, Galkayo)
“People see us as two different types. Some think that we're doing something good and others look at us like we give their
children poison. With those who see us as evil, we try to make them understand polio and the vaccinations. With those who
refuse we get support from the DFA.” (female, CM, Galkayo)
Theme 3: The CMs were satisfied in the work they do and they get their motivation from engaging with the community. They
also seemed satisfied in their interaction with the management. However, some of the CMs were not satisfied with the
resources that were provided. It was not always made clear what these resources were, although one CM mentioned it was
the uniforms that were provided, another that there was a lack of training given and another that there was insufficient salary
provided for the position. One CM expressed their desire for the moderator to reach out to the coordinator of the
programmes to address the issue of lack of incentives.
“We want you [moderator] to report to your management team about our concerns and our problems. We faced a lot of
challenges and problems; we are close to giving up. We want you to increase our incentives. We want you to give us our
rights. It is not about the management team, it is about you guys." (female, CM, Galkayo)
“…this equipment needs to change and be improved. Also we need to be trained. It is not good to make awareness without
knowledge. We are doing this for a very long time and still something is missing. We would also like it if our economy
increases." (female, CM, Galkayo)
Theme 4: The CMs faced a number of constraints and challenges in their work with local communities. This included
insecurity in the region, negative perceptions about the CMs and vaccinators (that they were involved in the campaign
simply to earn money) and finding the right time of day to visit communities, as often they were out of the house or resting.
Initially the vaccine was also believed to be a danger to child health, with rumours being spread that it caused infertility or
was a poison. Those who were not from the neighbourhoods they were visiting had negative experiences because local
communities felt that their own community members should be involved. To overcome these challenges CMs continued to
raise awareness in the community, went to communities in groups of two to keep safe and worked with senior management
in WHO and UNICEF to deal with issues that could not be resolved on the ground.
“We faced many challenges. Sometimes there are warlord people, both men and women, in the houses that we visit. These
people will sometimes say you should not be doing any work in this area, we should be the ones working here, not someone
from another neighbourhood. For these people we need to beg them or bring the head of the village to them, because they
won't allow us to do the work.” (female, CM, Galkayo)
Theme 5: CMs all agreed that community members now have a much greater awareness of the vaccine. Although the issue
of trust was not addressed directly it was clear from the discussion that as awareness had increased so had the community
members’ trust in the CMs, vaccinators and the vaccination. This awareness had been built by the activities of the CMs, but
also by community members witnessing children falling sick who had not been vaccinated (for measles in the example
provided by CMs). This had led to increased positive behaviours in relation to the vaccine, with community members actively
seeking out the vaccination for their children. Nevertheless, the CMs indicated that there was still a minority of the
community that would still refuse the vaccination and that more awareness raising was needed to convince these families.
“In the past they used to refuse us, but not anymore, because we have done many awareness campaigns and those who
used to refuse now understand. They take the medication now and when they see us ask what kind of vaccination we have
because they understand what it is about…” (female, CM, Galkayo)
“There was a man with two wives and he has two families with ten children. He used to refuse the vaccine. When he leaves
his wife called me and told me to vaccinate her children. Then the husband went to the rural area and took his youngest
child. Then the child got sick because of measles and died. After that day, he called me and told me to vaccinate his
children. So, now all the people understand…” (female, CM, Galkayo)
Theme 6: The group agreed thatSM Net could be used for other diseases. The CMs mentioned that communities needed
information on hygiene, sanitation, and malaria. They also discussed the need for antenatal and postnatal support for
pregnant mothers. A non-health related issue discussed was the community need for an accurate weather forecast. The
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group did not address whether multiple health messages could be incorporated into one campaign, but did discuss the
general challenges that might be faced with the implementation of a new health campaign. The main challenge discussed
was how to build the trust needed to overcome suspicion in local communities. The CMs felt this could be overcome not by
using microphones but by house to house visits which would build the personal relationship needed to overcome this
distrust.
”I would like to say that taking a microphone is not awareness… you need to know more about the vaccination and to
educate society about many diseases, including measles, malaria, sanitation …" (female, CM, Galkayo)
FGD 4. Galkayo, urban (North Mudug, Puntland)
Theme 1: The CMsdo house to house visits. They did not mention that they use any other tool to raise awareness. When
asked how this approach compared to other tools used, such as the radio, television, SMS, posters, they felt this was the
best method to use. This was because people might not listen to health messages that are not given directly to them. In
terms of different approaches for urban and rural groups, in general CMs felt that rural areas would suit microphones better
than urban areas. This was because rural groups prefer to gather together in group meetings to receive information. Also,
whilst urban populations are used to hearing the microphone, rural groups are not and so they are more likely to be
interested in what the microphone teams have to say. In terms of improving the tools used, CMs felt that other health issues
should be addressed (see theme 6) and that group community seminars could also be a valuable tool for SM Net to use.
“The people in the village will follow the microphone, they will come together in that place, then they will bring their children
to get vaccination; but it is different in the city and it is better to walk and talk to each household." (female, CM, Galkayo)
Theme 2: The CMs said they took religion into account when delivering awareness. One example given was that most CMs
were women because most of the people they meet during house to house awareness are women and it would be
inappropriate for a male CM to talk with a woman without her husband or father present. They felt that the awareness part of
the campaign was relevant for the needs of their local community and was a key part in making the polio campaign a
success. They felt this work must continue in the future as it makes communities more willing to engage with the vaccinators.
“We took religion into account when we gave the awareness…it is more complicated for the man to go and knock doors, so
we did as the religious leaders said and made the mothers go because they will be meeting with the mothers as well.”
(female, CM, Galkayo)
Theme 3: The CMs expressed satisfaction with the MoH, the MCH and the people they work with, but they were not satisfied
with the remuneration and the time it takes to get their payments. In particular, they would like to see better pay,
transportation and clothing (uniforms).
“The salary is very small compared to the work we do.” (female, CM, Galkayo)
Theme 4: The CMs faced a lot of challenges, in terms of lack of community trust and insecurity in the region. This has
improved but challenges still remain. To resolve some of these issues CMs suggested that they should walk in pairs to
houses, meet communities in groups initially to gain trust and then carry out house to house visits and that they should be
provided the opportunity to share any issues they face with senior management. They also suggested having CMs recruited
from local areas so that local communities are familiar with the people who work with them.
“The challenges toward giving awareness are not all human beings are the same there are good people and there are bad
people. There may be someone throwing water on us while we are walking, and if you ask them then she will respond, why
are you keeping walking here, and we tell them we do awareness, go away with your awareness, so there are things like
that. The kids on the streets…they may have knives and you have to run…there is a lot of problems that can happen, so we
just have to be patient.” (female, CM, Galkayo)
“My advice would be that people from different areas like me (I come from Garsoor) are transferred to their area. I know my
community and no one will harm me in my community, they are like my children... but if I work in another community where
no one knows me… everyone should work in a community where they know each other.” (female, CM, Galkayo)
Theme 5: There was consensus amongst the CMs that there was increased awareness and knowledge amongst the
community about polio and the vaccination. Although the question on increased trust was not directly addressed it was clear
that community members had far greater trust in the CMs since the awareness raising began. The majority of CMs said this
had led to increased positive behaviours with many community members now allowing their children to be vaccinated, not
just for polio but for other diseases too. However, as one CM pointed out they could not always say whether there had been
greater acceptance of the vaccine as they were not the ones administering it. CMs had faced significant challenges in
gaining this trust and issues still remained in the community. CMs felt that trust could be further increased with more
awareness.
“Before there was awareness no one used to accept to get the vaccination, but now they do take the vaccination. It is not
just about polio there are a lot more illnesses, for example, people were not aware of the MCH or to bring the children there
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before, but since the awareness started and people starting going to doors and explaining in person they understood, people
take it and mothers bring their children, after the maternity, she comes back to the MCH, she takes the polio...” (female, CM,
Galkayo)
“I can’t tell if they took it because I don’t carry the medicine, I give awareness, I made sure to explain to everyone to make
them understand, talk to them for a while, to have a relationship with them until they understand, but I don’t know if they take
it or not.” (female, CM, Galkayo)
Theme 6: SM Net could be used for other health issues. Suggestions for other health issues included sanitation, hepatitis
and diarrhoea. They also suggested a programme to support pregnant mothers both for antenatal and postnatal care.
Respondents felt that in some cases SM Net could discuss multiple health issues under one campaign. An example would
be explaining that families need to provide their children with multiple vaccines shortly after birth and then having vaccinators
deliver these vaccines shortly after. One CM felt that it might be difficult to mixing two messages in one campaign as families
might struggle to understand all the different messages.
“Both of them can be done, because when you go inside a house and start telling them about polio, you can also mention
about malaria or hepatitis...” (female, CM, Galkayo)
FGD 5. Garowe, urban (Nugall, Puntland)
Theme 1: The CMs interviewed only use house to house visits to raise awareness. During these visits, they use books which
have pictures related to polio that help families to understand the implications of polio. One CM explained that there is
another team of mobilizers that use microphones mounted on cars. It was not clear if this is also a team raising awareness
on polio. The majority of respondents felt the house to house visits were the best tools to use. However, two respondents
also felt that radio was a very important medium as it reached a larger population group, particularly in reaching
nomadic/rural groups. They felt the tools could be improved by providing more cars with microphones for rural areas and
including more pictures in the books to help those who are illiterate to understand.
“The most useful one is using voice and pictures.” (female, CM, Garowe)
Theme 2: All the CMs felt the campaign was relevant for the local context because there was no part of the campaign that
went against local religious or cultural factors. Beyond that they could not provide further details on what particular aspects
were or were not relevant to the local culture and context.
“If the people are not given awareness they don’t take it...They take religion into account and because this message is not
something against the religious or culture, they all agree." (female, CM, Garowe)
Theme 3: CMs were satisfied with the work they do and the materials they were given, although some improvements could
be made to these tools (see theme 1). However, they were not satisfied with the remuneration for the role, which they said
was insufficient. In addition to better pay, they would like more transportation and new uniforms. They would also like more
training, and more days to complete the work. Due to the size of the city, the current working days are insufficient to reach all
the houses in their assigned neighbourhoods.
“Yes, I am satisfied with the equipment and the motivation… but we are not satisfied with the salary. If there is a salary raise,
the work in the community will be more active.” (female, CM, Garowe)
Theme 4: The main challenges they identified was the insecurity of working in the region and the lack of trust in both the
medicine and the CMs. They mentioned that mistrust is particularly the case if the CM knocked on the door of someone who
does not know them. Over time the community has become more receptive as they became more aware of the benefits of
the polio vaccine. The CMs also said that reporting issues to a more senior level for example to the MoH, UNICEF meant
that some of these issues were resolved at a higher level.
“The way I solved it with the man who came out with a gun, I just left the UNICEF team and the Ministry of Health to go to
them. His wife later on accepted to give her children the vaccination without him knowing when he left the house.” (female,
CM, Garowe)
Theme 5: All CMs agreed that the mobilization had increased knowledge and awareness of polio and the vaccination
process. This awareness had led to increased uptake of the vaccines. Increased awareness has also led to greater trust in
the CMs. As the CMs explained, without this trust they would not have been able to work in the communities. However, there
was still some distrust and resistance. This was linked to those who are religious scholars.
“Yes, it increased after they have shown the pictures to the community which explains the causes of the illness ...” (female,
CM, Garowe)
“Yes, there is a group of people who usually refuse it, they are the scholars.” (female, CM, Garowe)
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Theme 6: SM Net can be used for other health issues including sanitation, hepatitis, TB and promotion of vitamin A intake.
They suggested adding other vaccination campaigns to SM Net and the promotion of using medicines to clean water. CMs
felt that there shouldn’t be more than one campaign included in each round as this might cause confusion amongst
community members. When asked about breastfeeding and bed nets they said a lot of work is being done on breast feeding
advice by other NGOs and that bed nets can be accessed at local MCHs.
“They give it [bed nets] to the mothers when they go to the MCH, because there is serious illness in the country.” (female,
CM, Garowe)
“For each campaign it’s better that they have their own time…” (female, CM, Garowe)
FGD 6. Garowe, rural (Nugall, Puntland)
Theme 1: The CMs used microphones and house visits to do their campaign work. One CM said they did not use radio to
raise awareness in the community. One CM expressed a need to have a programme on the local radio as most of the
mothers listen to the radio at home. The majority of CMs felt that using the microphone was a better approach than using
house to house visits as it could access a far greater number of households than house to house visits could in the same
period of time. The CMs did not identify any difference or provide any preferences in the approaches they use for working
with mothers and fathers in the household or for engaging with groups both from within and outside villages.
“Using the microphone makes it easy for the people to hear awareness while they stay in their houses and get ready to
participate in the campaign, but if we visit every house we cannot conclude the campaign in only one day, it takes more days
to finish." (female, CM, Garowe)
“We would like it if we could get on FM radio …because most of the mothers listen to the radio.” (female, CM, Garowe)
Theme 2: The moderator did not ask any questions about the relevance of the campaign to the local context and so this
theme was not addressed by the CMs.
Theme 3: The CMs were satisfied with the work that they do and the community they work with. They would like to get more
microphones and uniforms. They would also like to have FM radios. The translation did not make it clear if this was to give
out to the community or whether they would like a slot on the radio programmes aired. The CMs were also not satisfied with
the remuneration and the number of days of work offered. Currently the number of days is insufficient.
“…we are not satisfied because the village has only one team and work only three days … the working days is not enough to
conclude the campaign … also, the tools aren’t enough because we don’t have cars and microphones for awareness … that
is why we are not satisfied.” (female, CM, Garowe)
Theme 4: Whilst the theme of challenges was not directly addressed by the moderator the CMs did talk about some of the
challenges they have faced in their work and how they resolved them. CMs faced suspicions about the source and contents
of the vaccination. To overcome this challenge, they explained in detail to the communities how the vaccination worked and
why it was safe to use. They suggested that in the future, working with a community committee of teachers and religious
leaders would help the awareness campaign gain community trust. Another challenge was the effect of the recent drought in
Somalia which had deprioritized polio immunization for many families, who were simply looking for food to sustain their
families. To overcome this, they continue their campaign work but also try to find solutions to help those families in need.
“When you are working with human beings, you will face some challenges. If you visit households some of them will ask you
where this medicine has come from … because some individuals have bad perceptions about the vaccination." (female, CM,
Garowe)
“We can improve if the health team could get a community committee to work with them.” (female, CM, Garowe)
“…people who live in this area are in a hard situation and their first priority is food and water because their life is at risk.
When we visit them the first thing they ask for is food and water … although we don’t have the ability to donate emergency
aid but we convince them the polio vaccination is important…” (female, CM, Garowe)
Theme 5: The CMs said that there had been increased knowledge and awareness amongst communities on polio and the
vaccination process. CMs also reported increased trust in CMs and the vaccination team as well as an increased uptake in
the vaccine and families following up on the vaccination if their family misses treatment.
“Yes, people trust what we have been doing and the polio campaign we are undertaking. Sometimes we even give the
vaccination to the children while the mother and father are not at home because we have full trust from the families and as
well the community.” (female, CM, Garowe)
“If we don’t visit a mother or she misses the vaccination she will call us and ask why we are not visiting her ...people now
understand the advantages of the polio vaccination and have got more awareness.” (female, CM, Garowe)
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Theme 6: The group agreed that the SM Net model can be used for other health issues. Suggested diseases to provide
awareness on were HIV, diarrhoea, measles and other infectious diseases. There were mixed responses on whether more
than one campaign topic could be covered at the same time. Some suggested that the different campaigns should be done
on separate days and by separate teams. One of the key challenges in doing multiple topic campaigns would be confusion
for the mothers when faced with a variety of different topics. The mobilisers would also need to be trained on these different
topics. Some indicated that they already provide information on other disease alongside the polio messaging.
“... every awareness should have a specific day.” (female, CM, Garowe)
FGD 7. Borama, urban (Awdal, Somaliland)
Theme 1: The CMs use house visits and microphones. The CMs all agreed that house to house visits were the most
effective form of communication. One CM explained that microphones were not an efficient tool for communication as there
is no opportunity for CMs to make families understand on an individual level.
“…in general the use of microphones does not make more sense as we just talk out loud with our voices and it doesn’t help
communities to understand the message. For us when we knock the door we call the parents, and we inform them…that the
polio vaccine it is useful for the children and to prepare their children for vaccination, so knocking the door is better than
microphone." (female, CM, Borama)
Theme 2: The moderator did not ask the CMs about the relevance of the approaches they were using to the community
context, so this theme was not discussed.
Theme 3: The CMs were satisfied with the work they do. However, they felt that resources were insufficient for the job. They
felt there were limited incentives for the work. For example, CMs have to pay for water themselves and they work long hours
for the pay they receive. They requested that the number of days be increased as well as the number of microphones,
transportation, uniforms and airtime for their mobile phones.
“We are satisfied to work with our community, also to knock on the doors for awareness, even if we meet any issue from
them.” (female, CM, Borama)
“We need airtime; also we need to have more transportation and hand mobiles...” (male, CM, Borama)
Theme 4: Two CMs said they encountered no challenges at all. However, the other CMs said they had met some resistance
from a number of households. This resistance came from negative past experiences where children had been vaccinated
and then became sick. They also faced challenges doing awareness on a Friday, which is traditionally a rest day. Another
CM told the story of encountering people who would not work with her because of her age and another of finding only
mentally ill people at the houses they visited. The CMs generally went straight to the manager or ‘monitor’ if they
experienced any issues and also tried to exercise patience and keep doing their awareness raising work.
“There were a group of vaccinators who gave medicine before that might have been expired and then the children got sick.
So they [the community] feel a phobia about the vaccination... but now there are more of the community who have
confidence.” (female, CM, Borama)
“In the past the campaign started on Fridays this is a rest day, so the community don’t like to be disturbed on their day for
rest.” (male, CM, Borama)
“There are some of the community who close their door after they see us, but now they are better than before and they allow
us to go in their home.” (female, CM, Borama)
Theme 5: The CMs all agreed that there has been an increase in knowledge and awareness of the vaccination as well as
the vaccination process. There has also been an increase in the demand for the vaccines and some community members
are actively following up on when vaccination campaigns are due to happen. Previously there was some distrust towards the
vaccinators. One CM suggested this might be because previous vaccinators had given medicine that made the children sick
(see theme 4). CMs believed that the house to house visits prior to the vaccinators arriving in the communities ensured that
communities were more favourable towards the vaccination as they knew the vaccinators were coming and had time to
prepare and understand what the vaccinators were doing.
“Before the community believed bad thoughts, specifically about the polio awareness and vaccination. But later on they
understand more about polio.” (female, CM, Borama)
“I believe that the mobilisation will help the vaccinators because all the mothers will prepare their children, but if there is not
any awareness she cannot know what time the vaccination will start.” (female, CM, Borama)
“Yes, it happens even they call us [the community] from the phone and they ask us about the vaccination, and we reply to
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them that there are droughts happening and the vaccination will come later on.” (female, CM, Borama)
Theme 6: The CMs agreed that the SM Net model can be used for other health issues, particularly for raising awareness on
measles and TB. Multiple messages could be used in one health campaign. However, other health issues would have
different messaging from polio which would mean more time would be taken up when spreading these messages.
“Yes, there is a difference between the polio and the other campaigns and it might take a long time to spread the message."
(female, CM, Borama)
FGD 8. Borama, rural (Awdal, Somaliland)
Theme 1: In the past, CMs only used to use microphones and walk around the community spreading messages. CMs also
worked with local schools to spread the message through the children who would then take the message home to their
parents. Now they mostly do house to house awareness but also some campaigning in the streets using the microphone.
The CMs felt that the most effective tool was house to house visits because CMs could reach people, particularly those who
are unable to leave the house (because they are old) and those who are illiterate. House to house visits could be more
effective if UNICEF were to increase the number of working days as currently CMs struggle to reach all the houses in their
designated neighbourhoods within three days.
“There are some houses that don’t have TVs and also for SMS there are old people who cannot read so it's very important
for us to reach these people and knock on their doors.” (male, CM, Borama)
Theme 2: CMs tried to address religious issues to make the campaign more accepted by community members. One
example of this was given by a CM who would explain to families in his house to house visits that God is not against the
treatment of children with polio.
“For example the common thing that communities tell us is ‘if we become sick Allah will cure us’ so what we do is tell them
that our God is not against it and we told them to make more effort and vaccinate your children.” (male, CM, Borama)
Theme 3: The CMs were satisfied with the fact that they get to work with their communities. They were also satisfied with
materials provided, particularly the tally sheet that they completed so that their work could be monitored. However, they were
not satisfied with the salary. They also felt there was insufficient transport, meaning they had to walk long distances to
complete their work. They also felt there were insufficient numbers of CMs and days provided to complete the work across
their neighbourhoods.
“…three days are not enough for us to do awareness … because the number of people is a lot...” (male, CM, Borama)
Theme 4: The CMs faced numerous challenges when visiting the houses: sometimes families were busy with other
activities; some of the male CMs encountered jealousy from husbands when they visited their wives to discuss the polio
disease; some community members believed this was another project for people to make money from; other families simply
refused to open the doors to CMs. CMs overcame these problems by being patient and persistent with community members.
“While I was doing the awareness, a man stopped me and asked what am I doing with these microphones and I told him that
it's awareness for vaccination. He said I have 10 children and I will never give them the vaccination and he followed it saying
that this is another project to eat money from…” (male, CM, Borama)
“We solve it by being patient and making them understand. In the last campaign I knocked on a door and a woman opened
the door and she shared this with me: ‘I understand the benefits of vaccination, a child from the rural area got measles and
he suffered a lot but the other vaccinated children didn't suffer so that's how I know about it’ so she said I'm ready for any
vaccination.” (male, CM, Borama)
Theme 5: The CMs all agreed that there has been increased knowledge and awareness of polio and the vaccination in the
community. In the past, there was very limited awareness of the polio vaccination in the community and community
members were suspicious of the CMs. Currently the community is a lot more trusting of what the CMs and the vaccinators
are doing. However, nomads still remain a challenge in terms of increasing knowledge and awareness. The only reason
provided for this by the CMs was that their children do not attend school and so any awareness raising that is done there
does not reach the families.
“Yes like nomads and the reason is their children don’t study at school and so experience a lack of awareness and that's a
really big problem.” (male, CM, Borama)
“Yes it did. Before I saw a mother with 5 children: she refused to vaccinate them and everyone knows about that house,
When CMs and vaccinator worked together things changed, this woman changed her mind and did vaccinate her children.”
(female, CM, Borama)
“The CMs changed things and made it easier for communities to take the vaccination. When some people did not agree they
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did more awareness for them. I'm always ready to do more and more awareness for my community.” (male, CM, Borama)
Theme 6: The CMs agreed that SM Net could be used for a range of public health messages. It could be used to encourage
women to go to the MCH to give children all the vaccinations they need. The only challenge CMs could identify was the lack
of time available to deliver more health messages.
“We can use it [SM Net] more, to make communities understand and make mothers go to the MCH and give her children all
the vaccination that they need." (female, CM, Borama)
FGD 9. Burao, urban (Togdheer, Somaliland)
Theme 1: The CMs used house to house visits and microphones. They were given uniforms to work in the community.
When they first started their work, they used microphones and passed through the streets shouting messages about the
campaign. Now their focus is mostly on house to house visits. There was a mixed response from the CMs about which were
the most effective communication tools. Some said house to house visits and others using a microphone mounted on a car.
It was unclear from the FGD discussion if CMs felt different techniques were appropriate for different population groups (i.e.
nomadic vs. urban).
“…If you tell one person with your own mouth, you can not broadcast to all the people or community, and even maybe this
one person you told can forget. But when you are using the microphone all the people can hear the message effectively."
(male, CM, Burao)
Theme 2: The moderator did not address the relevance of the approaches used for the community context directly.
However, CMs felt that the campaign was in line with the religious beliefs of the community.
“Yes, they [SM Net] respect environmentally and culturally all the people. Our Islamic religion orders us to keep the health of
the person, so that is why they [SM Net] are respecting it.” (male, CM, Burao)
Theme 3: Overall the CMs were satisfied that they were able to work for the community. However they felt the salary was
insufficient (3 people), transportation was lacking, which meant that CMs had to walk long distances (4 people) and there
was a lack of training provided (2 people).
“Like cars need fuel … humans needs energy, so humans will be more productive if they get motivated and cover their
needs. So if we get motivation that's how we will do good work.” (male, CM, Burao)
Theme 4: The CMs faced numerous challenges and constraints in the implementation of the campaign. There were
community members who were suspicious of the vaccination, believing it is a poison. Some religious scholars in the
communities have rejected the polio vaccine as it goes against Islamic beliefs. Others do not believe their children need the
vaccination because their children are well. Three CMs described cases where the husbands of the house refused to have
their children vaccinated, whilst the mothers did. The CMs sometimes helped the mothers to arrange secret vaccinations.
With time and increased awareness much of these challenges have been overcome, although some families still remain who
refuse to let their children be vaccinated.
“...Anyway, if the person is a bad person or a troublemaker, he will not accept anything at all. But when awareness workers
explain more, they will accept the work we do, and we will overcome the challenges we receive.” (male, CM, Burao)
“…when we started doing awareness, we used to meet some challenges. But now people they understand more and they
are more interested in vaccinations … you can see the change with your own eyes.” (female, CM, Burao)
Theme 5: Knowledge and awareness of community members has improved as have positive attitudes towards the CMs, the
polio vaccine and the vaccinators. There are still people that refuse the vaccine. These are mainly the religious leaders. CMs
felt they were now respected and trusted in the community. This was partly because of increased awareness as a result of
the CMs work but also because community members had seen the benefits of the vaccine when unvaccinated children
became sick and vaccinated children remained healthy. In cases where families still distrust the vaccination the CMs make
the effort to visit these homes to sensitize the families further. A suggestion to improve trust was to engage a religious
scholar in the awareness raising activities.
“The answer is that it has increased more. Before, people would see us and run away, but now when the children hear us or
see us, they come to us, they call their mothers, saying ‘awareness has come so we need vaccination’, and we then give it
to them. This is the change that has occurred.” (female, CM, Burao)
Theme 6: SM Net can and should be used as an approach to raise awareness about other health issues. The main health
areas suggested were measles and general sanitation. When the moderator asked about using SM Net to sensitize on
breastfeeding and the introduction of bed nets this was also seen as important. There was uncertainty on including multiple
health messages in one campaign, one CM thought it was possible, one CM felt it would be too challenging. Possible
challenges identified related back to their previous experience in SM Net including overcoming community trust issues and
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not having access to a vehicle. CMs felt most challenges could be overcome with greater communication between CM and
community members.
“When we talk about health issues, we are not talking about only one issue, like vaccination. Awareness can benefit many
sides of health, so we can use the SM Net” (male, CM, Burao)
FGD 10. Burao, rural (Togdheer, Somaliland)
Theme 1: The CMs use house to house visits. They also gather people together in a central space and then use
microphones to deliver the message on polio. The microphones are used by the men, as hearing women’s voices is
forbidden. One CM described using the telephone to contact people. The majority of CMs said that house to house visits are
the best communication tool as it allows CMs to really ensure that mothers understand the importance of the vaccination.
Further, the use of media is not as efficient as not many people watch TV. This is particularly the case in rural areas, where
house to house visits are important. To improve the delivery of the awareness campaign CMs need to be given access to
vehicles in order to reach the suburbs of the city as well as the rural areas.
“Now men carry microphones, hearing women’s voices is forbidden.” (male, CM, Burao)
“The rural areas do not have media so they can only get information through the local awareness raising and even in the city
there are many places that do not have television so they need extra awareness like in the rural areas." (female, CM, Burao)
“At the present, we need to increase the sophistication of the vaccination campaigns. There is a severe drought in the
country and the most people are nomads with malnourished children, and without a vaccine, so that it is very important to
have vehicles because they cannot be reached on foot. Also included should be malaria treatment, worming tablets and
nutrition staff in the campaigns.” (female, CM, Burao)
Theme 2: The CMs explained that the awareness raising activities are most successful when CMs are recruited from local
communities as the mothers then know who these CMs are and trust them. They also felt that more transportation would
enable them to reach all of the households in the community. Beyond that CMs were unable to identify further ways in which
the SM Net programme could be more relevant for local communities.
“Mothers are illiterate... they have confidence in people from their area, but they have no confidence with the people
recruited from other areas." (female, CM, Burao)
Theme 3: The CMs were not satisfied with the pay, which was perceived as too little and often arrived late (4 people stated
this) Two CMs said that the pay had also recently decreased with no explanation. They also requested more transportation
and ID cards/uniforms (2 respondents). They also wanted to be notified earlier of when the work will start.
“The community needs to benefit from the mobilization and the mobilizing people need to have ID Cards and uniforms and
… transportation." (female, CM, Burao)
“Now we are reduced to $6 per day and no one told us the reason for the reduction. They told us that the Ministry of Health
deducted from us and we are not satisfied because what we do and what we receive are not equal.” (male, CM, Burao)
Theme 4: The CMs encountered people who were unwilling to have their families vaccinated. Some were chased away from
homes they visited. Gradually these challenges have reduced. To overcome these challenges CMs would call their team
leaders for assistance. They learnt to be patient and would try again to persuade the families to believe. The CMs felt the
only way to overcome these challenges in the future was further mobilization.
“On a Friday morning, I knocked the door of a household and the male head of the household opened the door and
threatened me. Another morning I told them that I am a mobilizer from the polio team then he said to me ‘don’t tell me
anything’ and the wife said to me ‘my husband refused me from getting the vaccination’ then I call the team leader … and he
finally made them understand. Sometimes we face challenges.” (female, CM, Burao)
“When they realized that the polio has no cure except prevention, the challenges decreased.” (male, CM, Burao)
Theme 5: CMs all agreed that the knowledge and awareness of the community members on polio and the vaccination has
increased. Mothers have better understanding of the vaccine and even request for it. There are still people that reject the
vaccine, mainly fathers and religious leaders. However, when they are away, the mothers call the CMs and vaccinators so
that the children get vaccinated. One of the solutions suggested to overcome this challenge is to use the Ministry of
Religious Affairs to convince those that still refuse. Generally, CMs are trusted by communities, although in some cases
community members refuse to open the door to CMs.
“People have confidence with the mobilization and the vaccination. I don’t believe that 25 percent reject the vaccination.
Mostly we meet with the women and there are no challenges that I face.” (female, CM, Burao)
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Theme 6: The SM Net approach can be applied to other health issues. However, it is important that if there are promises of
further vaccinations or treatment that these are followed up with corresponding vaccination or health teams to ensure
community members do not feel lied to by CMs. Measles was highlighted as a priority health issue to address with a
corresponding vaccination campaign. Child nutrition (particularly given the current drought) and sanitation were also
highlighted. One CM agreed that breastfeeding would be an option to be included. Two CMs felt that more than one topic
could be covered in a campaign. One CM felt it might be difficult for CMs to cover more than one health topic in their
mobilization work. One suggested that CMs refer families to the nearest clinic for other health advice.
“As you know there is a severe drought, there is malnutrition, there are diarrheal diseases, so there should be awareness as
well for nutrition...." (female, CM, Burao)
FGD 11. Berbera, urban (Wooqoyi Galbeed, Somaliland)
Theme 1: The CMs use microphones and house to house visits. One of the CMs is a Sheikh who also does awareness in
the mosque on polio vaccinations. The CMs agreed that the most effective mode is house to house visits. Whilst many
people can hear the microphone the CMs can not guarantee that households have fully understood what they have been
told. For rural areas/nomadic groups house to house visits were perceived as better. The CMs also explained that in rural
areas the awareness takes place at the same time as the vaccination as there is limited transport to the rural areas so the
CMs must go with the vaccination team.
“There is a difference between using microphone and speaking face to face to the person. The important thing is to reach
out to the person in the best way and this can be achieved by using the door to door method...” (female, CM, Berbera)
“No … nomads cannot be mobilized with the microphone… we mobilize them face to face… we visit them family by family …
in the rainy season they are very close to each other so meeting them is very easy for us." (female, CM, Berbera)
Theme 2: The CMs agreed that SM Net is relevant to the local context. They felt the methods used were appropriate for the
community and respected the culture. They felt that this was made clear by the fact that the community were willing to
collaborate with the programme.
“It is compulsory to respect culture because if there is no respect, there won’t be collaboration.” (female, CM, Berbera)
Theme 3: Seven out of the 8 FGD members reported not being satisfied because the financial incentives were not
adequate. They requested more financial incentives, more training, upgrading the uniforms provided and improving
transportation.
“First, if you plant a tree and do not water it enough, it will not grow properly. Likewise when doing work it is better to make
those doing it happy, so I would like to recommend in order to make those who doing the job happy, their incentives should
be increased and then they will make the people that they are giving awareness happy ...." (female, CM, Berbera)
Theme 4: The CMs faced numerous challenges in their work. This included rejection by community. A lot of the awareness
is done on the weekend and when they visit they often find the men at home who become angry because they do not want
their children to be vaccinated. Though as one CM explained, these challenges are gradually decreasing as people come to
understand the importance of the vaccine. To overcome these challenges, CMs tried to build mutual understanding and
relationships with the community so that people have trust in them. They also focused on raising awareness both with
individual households and with village committees.
“We overcame the challenges … we called up the village committees and gave them awareness about health … we told
them what can arise in the absence of vaccination and the advantage of vaccination for the children, and that we would do
this twice every year. So the people accepted it and passed the information to each other." (male, CM, Berbera)
Theme 5: The CMs agreed that SM Net has increased the awareness and knowledge of polio in the communities. This has
led to more positive behaviours amongst community members, with increased demand for the vaccine and people that
initially refused the vaccine now actively looking for the vaccination schedule. With increased awareness has also come
greater trust in the CMs and the vaccinations and the communities are now more welcoming than they were before. There
are still a few people that reject awareness in the community, but it is minimal. To improve the awareness, the CMs
suggested increasing the number of awareness campaigns and using visual tools to show the importance of the vaccine.
One respondent suggested that people who refuse vaccines for their families be brought to group ‘meetings’ where they
could meet families who had received the vaccine.
“In the early times when we started the awareness, when we knocked on the doors the children were so scared but now they
are the ones that open the doors and inform their parents that the vaccine has arrived. Our social treatment greatly
improved.” (female, CM, Berbera)
Theme 6: SM Net can be used for other health campaigns. They mentioned the ‘six deadly diseases’, worms, hepatitis and
TB as priority health issues to be addressed. Two respondents mentioned having already done sensitization on other
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diseases in a similar structure. The group felt that more than one issue could be addressed at the same time in one
campaign. The only challenge mentioned was that people might believe that CMs are primarily there to discuss vaccines
and might not have the knowledge to discuss other diseases. When the CMs were prompted by the moderator they agreed
that breastfeeding could also be included as the CMs have knowledge on that.
“Yes, more than one health awareness can be done; generally we can do all health related awareness.” (male, CM, Berbera)
FGD 12. Berbera, rural (Wooqoyi Galbeed, Somaliland)
Theme 1: Some of the CMs do house to house visits and others use microphones. The CMs also received uniforms for their
work and communication tools (books). The most effective communication tool was the house to house visits. One CM felt
that mass media was also important as families already have some knowledge of the polio campaign before the CMs
arrived, making it easier for CMs when they did the house to house visits. Most CMs were not sure of different approaches
for working with different communities as they do not engage with rural communities. One CM described how in rural areas
information on the polio campaign is normally shared with the village committee and the village committee does the
mobilisation on behalf of the CMs. This is because it is very difficult for the CMs to reach the rural areas regularly due to lack
of transportation. In order to improve on these tools the CMs suggested that they be provided more working days to
complete all the house to house visits. They also requested for uniforms and for tools to be translated into Somali.
“In my opinion mass media is important to this programme because if the community gets polio campaign information from
the TV or radio it supports us when we are doing house-to-house visits as people already have the information … both
approaches of visiting households and mass media are complementary to each other in this programme. However, if we
need only one approach house to house is more effective to persuade the community of SM Net.” (female, CM, Berbera)
“A man on top of a wall and a man inside a house, the one inside knows more. Household visiting is the only way you can
get more information to residents.” (male, CM, Berbera)
Theme 2: The CMs all agreed that SM Net took local and cultural factors into account in its design. They felt that the
awareness approach, particularly the house to house visits, were successful and suitable for the local context. To make it
more relevant the CMs felt it would be important for SM Net to include more teachers and religious leaders in future
campaigns. They also said that extra training for CMs would be of help and that because house to house visits are such a
relevant approach to the local context, these should be increased. Finally, because of the drought it is currently difficult to
talk with communities about polio because they have other priorities.
“Currently it’s difficult to talk to the rural people because there is a drought, lack of rains and they are suffering from these
problems so no one can listen to what we are telling them.” (female, CM, Berbera)
“I would say that teachers and religious leaders should be included in the programme in order to improve the quality of the
campaign because the locals respect them and listen to what they say...” (male, CM, Berbera)
Theme 3: Whilst CMs were satisfied with the work that they do with local communities they were not satisfied with all the
resources. They requested more trainings, more uniforms, access to vehicles, ID cards and that tools be translated into
Somali. Further they felt that the number of days they were allocated was insufficient for the amount of work they were
required to do. As such they work long hours. Finally, the salary given is low and is often paid late.
“…we need more training, to get uniforms and ID cards, and we don’t have a car to take us to the field on the working days
and return us back to our homes. We walk the whole day... it’s very hot here, in addition we do not get a salary as other
teams who work with polio do …." (male, CM, Berbera)
“There are some things I am not happy and satisfied with, I work three days from 7:00 to 12:00 and 12:00 pm to 4:00 pm and
I did not get my rights. For example, I had to wait for my salary for one or two months and sometimes they only gave half of
my salary and they did not give me the remaining money...” (female, CM, Berbera)
Theme 4: The CMs faced a lot of challenges in the delivery of the campaign. They faced violence from families who did not
want their children to receive the vaccination. The main cause of this was distrust around the vaccination, which people
believed was spreading disease or a poison sent from foreign countries. They also believed the CMs were just doing their
work to raise money. The main challenge was dealing with the male family members. The issue of clan was also raised by
one CM. They overcame these challenges eventually and a key reason was because they were known to the community,
some CMs were even part of the village committees.
“The challenges that we have seen are that they call us liars and sometimes they say we are poisoning them.” (male, CM,
Berbera)
“Most of the people tell us that we are just doing this for the sake of money. We go around and are making their children
sterile. They used to say this when the vaccination was new to them. Before teenagers used to work for the vaccination
team and they were being told to get out.” (female, CM, Berbera)
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“We overcome the challenge because we are people who are known in the city, everyone is sent to work in their
community.” (female, CM, Berbera)
Theme 5: The community has confidence in the CMs and there is a better understanding of the advantages of polio in the
community. Over time community members have come to respect the CMs and recognize them as the people who provide
information on polio. One CM said that there had been and still is some distrust amongst husbands. Initially many believed
the vaccine caused sterility in children. However, this has now changed as communities have seen some children die and
others get disabled due to polio. As a result, CMs have witnessed positive behavioural changes in the community with an
increased demand for the vaccine, to the extent where people go to the health centres actively seeking out polio
vaccinations. The CMs say that more trainings and awareness raising is needed in the communities. Supplementing these
with increasing the number of campaigns on television shows and through acted plays will also help.
“Yes, with time it is increasing [knowledge and awareness]; because people truly understood what an advantage the polio
vaccination is. They have experienced negative impacts of polio diseases on children.” (male, CM, Berbera)
Theme 6: SM Net can and should be applied to other health issues. Community members are asking CMs about other
vaccinations (measles) and if anything can be done for other diseases such as malaria, jaundice and whooping cough.
Currently CMs do not have the knowledge to be able to address these concerns. CMs felt it was possible to cover more than
one health issue. One CM described how de-worming had been included as another awareness raising issue in the last
mobilization round, and this had been successful. Breastfeeding and hand washing would be viable for inclusion in similar
campaigns. A lack of resourcing (knowledge of CMs, lack of access to a car and a lack of salary) were seen as key
challenges that would need to be overcome for future campaigns to be successful.
“Yes it can cover more than two or three health issues in one time ....” (female, CM, Berbera)
FGD 13. Hargeisa, urban (Wooqoyi Galbeed, Somaliland)
Theme 1: Communication is done by CMs through microphones. They used to use house to house visits but the community
became very hostile so they switched to using the microphones. Other communication methods such as television and other
social media is not well used, although one CM said she had met a woman who had learnt about the polio campaign through
television. CMs felt that rural areas are better suited to house to house visits as the houses are spread far apart and people
cannot hear the microphones. CMs like to use their mobile phones to contact community members and locate where they
are. However currently they do not receive airtime.
“In previous times when we visited houses they did not open the door to us and they would say ‘you are human traffic’ but
now we use microphones and everyone can hear while they are in their houses and no one can scare us.” (female, CM,
Hargeisa)
Theme 2: The CMs felt they made SM Net appropriate to their local context. They would provide more effort trying to reach
vulnerable groups rather than people who are less impoverished (those that live in the ‘big houses’).
“Where the vulnerable people live, we used to go back like two times or more, but we don’t give more attention to the big
houses because they don’t care. But mostly we give priority for the vulnerable people.” (female, CM, Hargeisa)
Theme 3: The CMs are satisfied with the resources provided and the support they get from the MoH and WHO. They are
less satisfied with remuneration and the time it takes to get paid.
“When we work we also have to wait for our payment for three months, and sometimes they deducted us some money and
still we are patient, we work each day for ten dollars and sometimes they only give us eight dollars for the whole day… they
don’t give us enough money.” (female, CM, Hargeisa)
Theme 4: The CMs faced a lot of challenges. Sometimes the youth tried to steal their microphones, and CMs were accused
of only doing the job for the money and of dispensing poison (the vaccines). The only solution suggested by CMs was to
have patience and to continue the work.
“We are old people so when youth try to take our microphones we said we are like your mother then they leave us … ”
(female, CM, Hargeisa)
Theme 5: Awareness has increased in the community. The proof of this is that many in the community now do not believe
that the vaccine is a toxic substance and local community members are now more tolerant and even actively seek out the
CMs and the vaccinators.
“Now when we pass a household they call us and asked why we don’t visit them … in previous times people did not
understand well and they were scared that it is something harmful and toxic but now they have a good concept.” (female,
CM, Hargeisa)
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Theme 6: SM Net can be used for other health messages. These include hepatitis, measles, polio, whooping cough, and
chickenpox. One respondent said that it would be challenging to have more than two health messages in one campaign.
Challenges were not discussed.
“Yes, such as measles because they always ask us in the community about it.” (female, CM, Hargeisa)
FGD 14. Hargeisa, rural (Wooqoyi Galbeed, Somaliland)
Theme 1: The CMs use microphones and house to house awareness. They use “papers” (visualisation tools) that explain
how polio disease and the vaccination works. They also use awareness songs which are played in the car. House to house
awareness is the most effective means of communication, particularly when compared to television as it gives enough time
and focus for households to properly understand. The microphones do not work well and need to be upgraded.
“The microphones we use are bad they need to be fixed ...” (female, CM, Hargeisa)
“I believe the best approach of effectively conveying the message on polio is the household visit ...” (male, CM, Hargeisa)
Theme 2: This theme was not properly covered by the moderator. However, the CMs said there had been a shift in the
community’s perception towards the vaccination over time and also a shift from using traditional methods to treat disease to
more modern medicine. It was also clear that the campaign had to take into consideration the religious context in order for
the programme to be successful. The campaign had engaged community leaders and religious leaders to convince people.
There was a case given by one CM of a scholar who was opposed to vaccination, then went to Hajj and came back
convinced, which was extremely valuable for the CMs.
“They called people to come together and bring one religious leader, member of police, and member of the community, to
raise awareness ...[on polio]. After the awareness, people accepted to give their children vaccination and stopped protesting
against vaccination. Sometimes we face protests from people who are from Ethiopia, or Mogadishu, who are not local
residents, but the religious leader and staff from Ministry of Health and UNICEF talk to them and explain vaccination is not
something harmful to the children…” (female, CM, Hargeisa)
Theme 3: Overall CMs were satisfied with the work they do, the community they engage with and their management.
However, some of the resources provided could be improved such as better microphones and provision of microphone
batteries, more vehicles and more training (the team has not be trained since 2015). Further they felt that the salary provided
was insufficient.
“It can be improved if the people get more training and equipment... the last training we received was in 2015.” (male, CM,
Hargeisa)
“As we mentioned before, the microphones help us but we need a car, as long as we walk long distance we need cars, we
are also in need of more money, we work for only ten dollars the whole day and that is not enough.” (female, CM, Hargeisa)
Theme 4: The CMs faced numerous challenges with implementation. A lack of ID cards made community members
sceptical about the work they do. Also, many awareness campaigns were supposed to start on Fridays but this was not
possible, especially when using microphones as it clashed with sermons. Finally, people feared that the vaccine carried
viruses and so refused to take it. These challenges were gradually overcome through continued awareness.
"During Friday sermon we are not able to use microphones, people might think we are against Islam religion … thus we are
requesting to change Friday to another day." (female, CM, Hargeisa)
“We do our best and try to convince people and tell them the reason we are walking in the sun is to improve the health of
your children...” (female, CM, Hargeisa)
“The biggest challenge we have is working without ID card as no one will recognize us without an ID card." (female, CM,
Hargeisa)
Theme 5: CMs all agreed that awareness, knowledge and demand had increased since the campaign started. Some of the
people that refused the vaccine before are now contacting the team asking about the vaccine schedule. There are still
refusals but they are fewer than before. Previously there was some distrust of the CMs. The respondents explained how
CMs used to get abused when they visited communities and that people believed they carried viruses. However, over time
this has changed as community members have become aware of the benefits of immunization. A suggestion from one
respondent was to have CMs work more closely with the vaccination team and go to communities together, rather than on
different days.
Theme 6: SM Net could be applied to other important health issues. Areas prioritized included hygiene and sanitation, FGM,
child growth, child malnutrition, antenatal care and family planning. The general consensus was that if the approach were to
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be replicated it should tackle just one health issue at a time as it would be difficult to communicate more than one theme to
community members, with CMs covering different themes on different days.
“Yes, it [SM Net] could be used for issues related to hygiene and sanitation … hygiene is very important for people to
know...." (male, CM, Hargeisa)
FGD 15. Baidoa, urban (Bay, South Central)
Theme 1: The CMs distribute posters, use cars with microphones and some house to house visits. They also engage with
local community and religious leaders prior to vaccination to get their support. Two CMs said that using house to house
approaches was best as they might not have access to radio or TV. However, other CMs said that in the rural areas using
house to house is not so easy because houses are much more dispersed, so using a car with a microphone is used instead.
They felt that greater access to vehicles would vastly improve their work, particularly in rural areas.
“Before the vaccination, we request the Mosque, religious leaders … and authorities of the districts to help us in terms of the
awareness…this prepares the community for the vaccination” (female, CM, Baidoa)
Theme 2: The CMs felt that the programme takes into account the religious and cultural context as it works with community
and religious leaders to gain their support. This creates greater trust amongst communities. They noted that the current
drought has made the SM Net programme less relevant for local families as they have other, more urgent priorities. They
also mentioned that the cities have become much larger and so there is a need to increase the number of CMs to handle
this influx.
“…Baydhabo became big. People who give vaccination and awareness are less...” (female, CM, Baidoa)
“There are needs in the country…you are aware there is drought …” (female, CM, Baidoa)
Theme 3: The CMs were very satisfied with the work that they do and also with the resources provided. However, they were
less satisfied with the salary they received which they felt was low for the work they do and was often received late. One CM
requested hats and sweaters to be provided as well.
“the things that we are not satisfied with is the salary which is delayed...” (male, CM, Baidoa)
Theme 4: Four of the CMs had not encountered any challenges but two recounted general mistrust amongst community
members and another CM described the danger of working in communities where there was a lot of theft. To overcome
these challenges, they continued to create awareness in the communities and they took books with them to show the effects
that polio can have on children.
“We meet with a lot of challenges, there are people who will be against you and saying you are from the government...Now
people understand the benefit of vaccination and the awareness which came from the hard work…” (male, CM, Baidoa)
Theme 5: The awareness and knowledge has increased in the local communities. However, there are still some cases of
communities or families that refuse the vaccines. One CM mentioned a clan called Aylo who refused, despite their children
becoming sick. Nevertheless, the demand for the vaccine has increased and the need is also increasing as the town grows
larger.
“There is a clan that refuse to take the vaccination, they are Aylo...” (female, CM, Baidoa)
“There are not a lot of people who refuse the vaccination maybe two to three households might refuse.” (female, CM,
Baidoa)
Theme 6: The CMs agreed that SM Net could be used for other health messages including hepatitis, whooping cough,
diarrhoea, cholera. When prompted by the moderators, CMs also thought that awareness on breastfeeding would be
valuable too. One CM thought that multiple health messages could be delivered in one campaign, another CM thought it was
better to do each health message in a separate campaign. They felt challenges would only emerge in these campaigns if
there was disrespect for the communities involved.
“I think doing one by one the awareness is better...” (female, CM, Baidoa)
FGD 16. Baidoa, rural (Bay, South Central)
Theme 1: The CMs used house to house visits. TV and radio announcement were also available on polio in the community.
For rural communities, CMs would wait at the checkpoints where they came to enter into the city and gave them information
on the polio campaign there. In the past the CMs were given cars to go and visit communities in the rural areas but currently
it is not safe for the CMs to travel to these areas. For CMs the best approach was house to house as families might not have
access to the radio or TV to receive the messages and it also allows CMs to build better relationships with families. One CM
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felt that awareness messages on the TV was just as important as visiting houses. They felt the tools could be improved by
increasing the number of posters in the city. One CM also thought it would be important to increase the number of CMs as
there are an increasing number of refugees in the city and the current number of CMs is insufficient.
“The best way you can pass on the information is when you visit the person in his house...” (female, CM, Baidoa)
“People who live the in rural areas have no TV so we wait for them at the checkpoint. When they come to the city we give
them awareness on the polio campaign… and then they give the message to the rest people as we cannot go there...."
(female, CM, Baidoa)
“In the past people in rural area would be reached by car and we would stay around four days there, but now it’s not safe
and people can’t even pass the checkpoint.” (female, CM, Baidoa)
Theme 2: The CMs felt that they respected the values of the local community, although they did not explain in much detail
how SM Net was relevant to the local context. However, one CM did explain that they never operate in the area without
informing the local government as an example of the respect they have for local communities.
“… we didn’t do anything without first informing the local government.” (male, CM, Baidoa)
Theme 3: The CMs were satisfied with the work they are doing and the administration. However, they were not satisfied with
the salaries, which are often late and too low and also some of the equipment (i.e the refrigerators are old and often break
down).
“I agree with them … the salary is always late and we wait three to four months... we need our salary to increase but what is
worse is that it is always late.” (female, CM, Baidoa)
Theme 4: Four CMs recounted challenges in implementation. They faced families who refused the vaccine, either because
there was general mistrust or they thought the vaccine brought disease. In other cases the mother would know more about
the vaccination than the father. Whilst the mothers would accept the vaccine the fathers would often refuse and become
aggressive when the CMs visited. In most cases these challenges have now been overcome. To overcome these challenges
CMs continued to deliver awareness and as a result, the community’s knowledge has increased.
“…sometimes when you're visiting the house they told us you are the one who has disease so leave us alone... sometimes
is when they did the vaccination the children of the father would come and said you poison my children … but now they
understand more.” (male, CM, Baidoa)
Theme 5: CMs all agreed that knowledge and awareness has increased. With this has come increased trust and increased
demand for polio vaccines. Further, CMs have witnessed positive behaviours towards the polio vaccine, with mothers now
seeking out polio vaccines either through the CMs or local health centres every time they give birth. Increasingly
communities are more trusting of treatments for other diseases, including seeking out medicine for cholera and measles.
The CMs felt that more could be achieved through further awareness campaigns.
“Years ago when the polio campaign started in Badibo only a few people took the polio vaccination but now 95 percent take
it … in each village there might only be one person who refuses” (female, CM, Baidoa)
“People took the awareness, but there are some wealthy people who refused, but the rest of the community took the
vaccination well.” (female, CM, Baidoa)
“Yes, people trust us and we feel that because they communicate with us when a new baby arrives for the family, they call
us and inform us about the new baby.” (female, CM, Baidoa)
“We meet a lot of people who are suffering from different diseases and the most common treatment they request is cholera”
(male, CM, Baidoa)
Theme 6: The CMs agreed that SM Net can be used for other health messages. Priority health messages included cholera,
measles, whooping cough, diarrhoea, worms. The CMs agreed that the campaign should only focus on one health message
at a time. When prompted the CMs also thought the campaign would be useful for breastfeeding and for bed nets.
“I think it's good if we used the only issue we have that time and focus on that.” (male, CM, Baidoa)
FGD 17. Dusamareb, urban (Galgadud, South Central)
Theme 1: The CMs used house to house visits. They felt that using house visits was more valuable than using the radio
because the CMs could build a relationship with the families and address any misconceptions about the polio vaccine. CMs
also described differences between working with urban and nomadic groups. They explained that nomadic groups have
much lower levels of awareness and so it takes a lot more effort to build their understanding than rural communities.
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“When people get awareness through the radio and when we visit their house and explain face to face it is not same ... when
you visit their houses you can explain to them well … but when they listen to awareness through the radio they might pick up
wrong things” (male, CM, Dusamareb)
Theme 2: The CMs felt that the campaign was reflective of the local context. When the mobilizers conducted the awareness
they did it in a respectful way, which took into consideration the local context and so they were able to build trust in the
community. CMs described how the security situation can cause barriers for reaching certain communities. To make SM Net
more relevant CMs should receive more training in order to improve their interaction with local communities.
“There are some areas that are insecure and it is hard to reach whether you use car or your own feet...” (male, CM,
Dusamareb)
“When the mobilizers are conducting awareness they do it in a very good and understandable way and they work with
honesty in their community…” (male, CM, Dusamareb)
Theme 3: The CMs were satisfied with the services provided. However, they felt they did not receive enough per diem and
they would like to receive more training.
“We need to increase to our knowledge and access more training. When we get enough knowledge we can also provide the
quality services to the community.” (female, CM, Dusamareb)
Theme 4: CMs faced a lot of challenges in the implementation. Some of the population refused to work with the CMs
thinking that they were carrying a disease. Other challenges mentioned include the fact that there were insufficient staff
numbers to be able to reach all of the community households and also that the CM do not receive enough per diem for the
work they do. They did not discuss how they overcame these challenges beyond saying that they delivered extra training to
the community members.
“There are a lot of challenges we face every day as CMs … there are children who throw stones and disturb us during the
work … the number of mobilizers are few … and no one gives attention to our per diem because the money we get is not
enough when you compare with the work we do.” (male, CM, Dusamareb)
Theme 5: The mobilization did increase the knowledge and awareness of the community. People have more trust in the
vaccinators but the CMs said that communities are increasingly asking that the campaign bring other things besides polio
vaccinations. There are still refusals, for example those who believe that the polio disease is the will of Allah. A few
community members still also believe that the vaccinators are bringing poison. To improve this, one respondent suggested
continuing with awareness raising campaigns.
“Yes, there is some guy who refused and said you carry poison, but after more efforts he accepted us and we gave the
treatment” (female, CM, Dusamareb)
Theme 6: SM Net could be used for other health issues. Suggestions included malaria, malnutrition, whooping cough and
measles. Beyond this theme 6 was not discussed in great length by the FGD participants.
“We thank Allah for eliminating the polio disease, but there are a lot of other diseases that exist in the community and that
we need to eliminate such malaria, whooping cough and measles.” (female, CM, Dusamareb)
FGD 18. Dusamareb, rural (Galgadud, South Central)
Theme 1: CMs used microphones and did some house to house visits in their mobilisation activities. They would also bring
community members together for a joint meeting. They felt it was better to do house to house visits as people do not listen to
the radio and even if they do, they do not give it their full attention. Generally, CMs felt rural populations get less access to
awareness than urban populations. To improve the tools SM Net should give the CMs a car as well as IDs for the CMs doing
awareness raising so communities know who they are.
“It is better to go to the household because they mostly don’t listen to the radio and even when they do not with full attention”
(female, CM, Dusamareb)
Theme 2: CMs felt the SM Net approach was relevant to the local context, but could be improved upon if CMs did more
house to house visits. The community members also often ask a lot of questions about polio and other vaccinations which
make it difficult for CMs that are not well trained. Community members are looking for more than just the polio vaccine as
they are aware that other vaccinations, such as measles, so adding these vaccines would make the approach more relevant.
“We faced a lot of things during awareness programme, someone may say to you that you don’t have enough experience or
trainings in what you’re doing” (male, CM, Dusamareb)
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“The majority of the community asks us why you only have the polio vaccination, where are the other vaccinations? ... The
children are sick because of whooping cough and measles and we didn’t see anyone talking about measles for the last three
years.” (male, CM, Dusamareb)
Theme 3: The CMs whilst satisfied with the work they do with the community, were not happy with the remuneration they got
for their work as they considered it insufficient.
“When we talk about the salary it is not enough … and is not something that an adult should get. We are patient and take
responsibility to work for our people.” (female, CM, Dusamareb)
Theme 4: The CMs faced a lot of challenges and constraints particularly in persuading people that the vaccine benefited
their children. Communities believed that the vaccine was poisonous, induced sterility and also was against the will of God.
They also thought both the CMs and the vaccinators lacked the qualifications needed to be talking about and distributing the
vaccines. To overcome these challenges, the CMs continued to give awareness and they worked with the local community
and religious leaders as well as with local ‘role models’. They found that once one family gave their children the vaccine and
they were ok, then their neighbours would then often decide that the vaccine was ok.
“There were a lot of challenges. Those challenges were that people believe the vaccination can affect them in a negative
way. It took us a lot of time to make them understand” (male, CM, Dusamareb)
Theme 5: Whilst this question was generally not well answered by the CMs the general consensus was that communities
now had increased knowledge and awareness of the benefits of the polio vaccine and demand for the vaccination had
increased; with this had come increased trust in the CMs.
“Yes there are people who refused to get the vaccination but when we keep going back to them then they accepted it … they
made a decision that vaccination is important for their children. (female, CM, Dusamareb)
Theme 6: SM Net can be used for other important health issues such as malaria, hygiene, sanitation and preventing
diarrhoea. Beyond this the question was not answered well by the CMs as the discussion turned to the issue of drought.
“Today are days of drought and if drought comes the community will be weak to the diseases, so we’re requesting the
agencies to bring us nutrition and medicine to the children” (male, CM, Dusamareb)
FGD 19. Mogadishu, urban 1 (Banadir, South Central)
Theme 1: The CMs used microphones, but also engaged with community and religious leaders so that community members
would accept the message they were delivering. They also used house to house campaigns and they wore uniforms so that
community members could identify them as CMs. They felt house to house visits were the most effective communication tool
because the CMs can take the time to convince families that the polio vaccine is safe. In contrast, people will only partially
listen to the radio and not absorb the message that is being delivered. To improve on these tools, they suggested papers,
stickers and pictures that can be distributed to communities on polio or possibly using community drama or SMS messages
as powerful visual aids for explaining the dangers of polio.
“it is very important to have microphones but it is more important to have community leaders and religious leaders because
people can accept and listen to them … so it is very important to have such kinds of people when you are undertaking the
awareness.” (male, CM, Mogadishu)
Theme 2: The CMs thought that the SM Net tools were relevant to the local context. This was because CMs were able to
identify different ways to convince communities using their local religions and traditions. This might include working with
health staff that they trust, or engaging local traditional healers in the campaign.
“They can accept if we use the cultural companies like traditional birth attendants, teachers and other respected people of
the community." (male, CM, Mogadishu)
Theme 3: Whilst the CMs were satisfied with the work that they did in the community, the CMs were not satisfied with the
remuneration which was often low and delivered late. They also felt the equipment was insufficient such as a lack of cars
with microphones and a lack of uniforms. They also felt they had received insufficient training.
“First of all, there are a lot of things that I'm very happy with ... but there are other things still missing like a centre for
awareness and cars with microphones … also lack of uniforms which identify who we are … a lack of seminars and trainings
and a lack of motivation” (female, CM, Mogadishu)
Theme 4: The CMs faced numerous challenges in implementation. This was because community members lacked
awareness and did not trust the CMs. To overcome these CMs worked with traditional birth attendants, religious leaders and
community elders to gain their support. To improve the programme further they suggested using a trainer of trainers
approach for communities, by selecting several community members in each area to be trained on the polio campaign and
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then using these community members to share this information with other community members. They also suggested
bringing the community together in large groups to do sensitization work together.
“We always use the community members, traditional birth attendants, religious leaders and traditional elders in order to
facilitate our work and resolve disputes with the people especially when we are providing the awareness campaign." (female,
CM, Mogadishu)
Theme 5: The CMs believe there is increased knowledge and awareness as well as increased trust within communities
around the polio vaccination. CMs have had to take a different strategy to reach communities as many of the households
have families that work in the day so CMs have used religious leaders and teachers to get the message across. There are
still some community members that refuse. Often it is the fathers that refuse to give their children polio drops.
“Yes, there are some in the community who do not allow vaccination, they say ‘what is the advantage of this vaccination’ or
‘the father refused the vaccination’. In that case we always try to convince them through the mother and we said ‘you are
more experienced than the father when it comes the children, therefore, please try to call the father in order to explain to
him’.” (female, CM, Mogadishu)
Theme 6: SM Net can be used for other health issues. The most pressing issues are hygiene and sanitation. There was a
mixed response as to whether the campaigns should only focus on one issue or more than one.
“… people are satisfied to meet different mobilizers who work on different disease at different times.” (male, CM, Mogadishu)
FGD 20. Mogadishu, urban 2 (Banadir, South Central)
Theme 1: The CMs use house to house campaigns and they use microphones (particularly in the refugee areas). Using
house to house campaigns is better than using the radio because people often do not have access to radio. The CMs also
think it is easier to convince people face to face to give the vaccine to their children. The CMs identified some difference
between working with permanent households and refugee camps in that refugees have a much greater demand for the
vaccination because they have more children
“It’s better to go to their homes, not all people listen to radio." (female, CM, Mogadishu)
“The difference between the refugee camps and the households is there are a lot of children in the refugee camp … you
may find 2 or 3 children in a household…that is the difference.” (male, CM, Mogadishu)
Theme 2: Whilst this question was not always well understood by the CMs, they did say that there were no aspects of the
project that could be refused based on political or religious issues. However, there were insufficient numbers of CMs for the
size of the community.
“There is nothing that can be refused in this project even if it about politics or religion...." (female, CM, Mogadishu)
Theme 3: Two CMs were satisfied with the type of work they do and enjoy working for their local communities. However, as
two of the CMs explained they are not satisfied with the salaries they received for the work they were doing. They did not
provide suggestions on how this situation could be improved.
“Yes I am satisfied with the work because I am doing hard work for my people, related to health, but we have some
challenges from the small income that we get. I have to wait for the salary for at least four months, it’s challenging but I am
satisfied with the work.” (male, CM, Mogadishu)
Theme 4: The CMs faced a lot of challenges in implementing the programme, particularly in the beginning. The main
challenge came from people not believing in the vaccine’s benefits. The CMs suggest that SM Net hold training sessions
with CMs to help them handle conflicts like these and increase the number of employees because they are not sufficient.
Others felt religious leaders should be actively included in the campaign.
“First people are not the same... in some places people will welcome you and other places they may kick you out. We don’t
leave the ones who kick us out, we try to be patient, if you are not patient then you won’t succeed.” (female, CM, Mogadishu)
“There are a lot of things which are needed. They (programme management) should hold seminars for the people who are
doing the awareness, on how to engage with the people, motivate them. They also need to increase the employees because
there are few staff.” (female, CM, Mogadishu)
Theme 5: SM Net has rapidly increased the knowledge and awareness of community members on polio the disease and the
vaccine. Trust has also grown as previously people refused the vaccine but now they actively look out for the vaccinators.
The respondents did not mention any specific groups that were still refusing the vaccine.
“There is a big difference from the time I started working until now. People are different, before the people used to say get
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out, we don’t want the vaccination, but now they call me every day asking if I am coming next month, everyone likes the
vaccination and they are better than before.” (male, CM, Mogadishu)
Theme 6: SM Net can be used to address other health issues, although CMs felt that community members would want
access to medicines and not just information. Priority medicines needed included vitamins, ORS, medicines for malaria,
medicines for diarrhoea, worming and for measles. They felt that more than one health message could be covered in one
campaign but it is better if this isn’t done.
“…people need the medicine for measles...” (female, CM, Mogadishu)
“...the medicine for malaria is needed, the medicine for worms and medicine to stop bleeding.” (female, CM, Mogadishu)
FGD 21. Dollow, urban (Gedo, South Central)
Theme 1: The CMs use a variety of different techniques, including microphones, putting posters on houses, engaging with
community leaders prior to vaccination, house to house visits and their mobile phones. They also mark the doors that they
have visited to indicate which households have been mobilized. Most CMs thought using the microphone was the best
communication approach for their communities as it can reach a larger number of community members than door to door.
However, two respondents (R2 and R7) thought house to house visits were better. Some CMs also thought the mobile
phone was important as it allowed them to communicate with community members who do not live close by. CMs felt some
approaches were better suited to rural areas (the use of microphones and group meetings) compared to urban areas (the
use of pictures). Microphones were felt to be better for rural communities because houses are spread far apart and
microphones are more likely to be heard across a wide area. They felt that the tools used could be improved by bringing in
better technology.
“Yes it can be improved if they use more new tools because now the world has improved … they can bring phones that have
a GPS location to collect data … there are … microphones bigger than the one that we are currently using so it can be
improved." (female, CM, Dollow)
Theme 2: The CMs believed that SM Net and its approach were relevant for local communities but apart from explaining that
it fitted in with religious beliefs and that religious scholars accepted it, the reasons why were not clearly explained by the
CMs. They felt SM Net could be improved by improving the quality of resources, although it was not made clear how this
related to improving the relevance of the programme for local communities.
“This is about health and our religion accepts it ... it is even told in the masjid and the scholars mention it as well at Fridays in
the school, even the Quran institutes.” (female, CM, Dollow)
Theme 3: CMs were satisfied with some aspects of the resourcing including the training they received and the certificate
from training. There were mixed responses on the quality of microphones and telephones provided.
“I am satisfied with the car for the service and the certificate that we receive." (male, CM, Dollow)
Theme 4: The CMs encountered several challenges when working with local communities. These included meeting people
with poor understanding of the polio disease and vaccine, and finding people who were sick or in need of other resources
who were less interested in learning about polio. To address this CMs have continued to provide awareness. They have also
raised money within their communities to bring food to the starving communities they visit.
“There are some when they hear the microphone will come together, and when they realize there is nothing given [food] to
them they will just go back.” (female, CM, Dollow)
Theme 5: CMs all agreed that knowledge has increased amongst the community because of the mobilization work of SM
Net but also because communities have seen the impact on families who have not vaccinated their children. At the same
time there is a lot more confidence in the CMs and vaccinators than there used to be partly because of their presence in the
communities but also because the school and religious leaders have encouraged them to accept the CMs and vaccinators.
The CMs said there are some groups that still do not accept the vaccine; these are mostly in remote locations. There are
also some men known as Tag Fiirta who do not accept the vaccine for their families. To overcome these CMs suggested that
WHO and UNICEF expand their operations to more remote locations.
“Yes people before used to believe that when the child gets the injection and they have fever, this makes their children sick.
But when they saw a lot of children who didn’t get the vaccination become disabled that is when they came back to us ...”
(male, CM, Dollow)
“Yes they understand it because the scholars talked about it in the school and the religious leaders encouraged them to
accept it ....” (male, CM, Dollow)
Theme 6: The CMs believed that SM Net could be used for other health issues such as nutrition, sanitation, handwashing
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and breastfeeding. All the CMs felt that more than one health message can be covered in one campaign. They felt that the
same challenges that had arisen in this SM Net campaign would happen again and to overcome this they suggested
providing sufficient cars, trainings and staff.
“yes we do, while we are telling them about polio we also add in information on sanitation, we tell them to wash their hands
with soap when they come from the market, and to give the children warm clean food...." (female, CM, Dollow)
FGD 22. Dollow, rural (Gedo, South Central)
Theme 1: The CMs used different methods to sensitize communities including group meetings, house to house visits, using
mobile phones to communicate with families and microphones. All the CMs felt that the microphones were the most useful
approach, followed by using mobile phones. For rural communities, the CMs said that vehicles were necessary for delivering
campaigns because community houses are not located close together. CMs felt that the tools could be improved by
increasing the number of mobilizers, working with the local administration and by holding events which bring together the
local community. In addition to reaching large numbers of communities in one go it also allows time for CMs to gather the
community contacts.
“…the nomadic lady has no telephone...she can be reached by microphone and their houses are not close, the closest ones
are about 3 or 5 kilometres and a car is more important than anything else.” (male, CM, Dollow)
“It can be improved by increasing the number of mobilizers and establishing a good relationship with the local
administration." (male, CM, Dollow)
Theme 2: The CMs felt that religion and culture were important aspects to consider in SM Net but were unable to provide
examples of where SM Net was relevant to local communities in this respect. They also noted that they are aware of the
drought, but again did not explain if this made SM Net more or less relevant to the local context. To make SM Net more
relevant they suggested that elders and religious scholars should be more connected to the programme.
“Yes it is important. Of course culture cannot be left behind because Somalis have a culture … we consider the culture and
the religion which is very important and obligatory.” (male, CM, Dollow)
Theme 3: The CMs were generally satisfied with the resources provided, especially the uniform. Some CMs were not
satisfied with the microphones and the transportation provided. They would like to see transportation, microphones and
number of workers increased.
“Would like to suggest increasing things like transportation, microphones...” (female, CM, Dollow)
Theme 4: Of the three CMs who responded none said there were major challenges. Only one mentioned the challenges of
engaging with nomads who often have a limited understanding of the disease. To overcome refusals CMs talk to the father
of the family to try and persuade him to vaccinate his children. If this did not work, they either contacted the local
administration or the religious scholars or the community elders. To overcome these challenges, the SM Net management
and CMs must work together with the community to make them understand the importance of the polio vaccination.
“There is no big challenge but there are nomadic people that do not understand the polio disease ...” (male, CM, Dollow)
“The mobilizers and the management must work together, call the community together and have meetings...” (male, CM,
Dollow)
Theme 5: The CMs all agreed that knowledge of the polio disease and vaccine has increased in the communities they work
in. With this has come increased trust in the CMs and the vaccinators. This can be seen in the increased demand from local
communities for the polio vaccine. However, there are some people in the rural areas who still refuse to have the vaccine. To
overcome this, CMs suggested that communities should be sensitized again and again. Meetings should also be held with
the fathers of the families as well as religious scholars and community leaders.
“Their perception of vaccine has changed. Before they did not allow the vaccine but now they are ready for the vaccine and
sometimes you can have a mother that postponed her duty and is waiting for her children to be vaccinated.” (male, CM,
Dollow)
Theme 6: The CMs felt that SM Net could address other health issues. These include breastfeeding, nutrition, and
sanitation. They did not discuss in detail if more than one health message could be covered in one campaign. To overcome
any challenges, they suggested capacity building or more training be delivered to the CMs.
“More than one mobilization can work …." (female, CM, Dollow)
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FGD 23. Kismayo, urban 1 (Lower Juba, South Central)
Theme 1: CMs used papers and posters with pictures, microphones and house to house visits. They were given uniforms so
that community members would recognize them. Responses on which is the best tool to use were mixed. Only one CM felt
that house to house visits where the best approach. Others felt that the radio or microphone were the best methods. Only
one said television. They felt that in the rural areas radio should be the main means of transmission. To improve the tools
CMs requested more CMs to be employed and that microphones be used in urban areas whilst radio is predominantly used
in rural areas.
“It can be improved if increase the number of CMs is increased so everywhere can be reached ...” (female, CM, Kismayo)
“I think the most important tool that people can use is radio, because it is not possible that every house has a television. Also
some people are not able to read the mobile messages, so when we compare these tools, radio is the most effective tool
that can be used to conduct the awareness raising.” (female, CM, Kismayo)
Theme 2: All the CMs felt that the programme was very relevant for the local context, although it wasn’t always clear from
the FGD what aspects of SM Net made it relevant to the local context. However, they did face some challenges of
community members not trusting the CMs and vaccinators. In order to make SM Net more relevant they would bring in
community leaders and religious scholars. They suggested that this be done more frequently in future campaigns and to also
involve the president and any local ministers in the campaign; and to continue the awareness campaign until everyone
understands the message.
“We used to call one of the religious leaders, community leaders or the Imam at the Mosque and they would help convince
and make them understand the importance and benefits of the vaccine, and then the community accepts it.” (female, CM,
Kismayo)
Theme 3: The CMs are satisfied with the work they do and the people they work with. However, they felt that the resources
available were insufficient. They requested more microphones, vehicles, posters, t-shirts, pens, books and per diems. They
also requested administrative support from government and NGOs, and also to provide them with IDs so that the community
will recognize them as CMs.
“I agree with all the ideas they mention such increasing per diem, increasing the number of CMs, also increasing tools such
microphones, t-shirts and vehicles...” (female, CM, Kismayo)
Theme 4: The CMs in Kismayo faced a lot of challenges gaining the trust of community members. A key reason for this was
insecurity in the region, and households would not trust CMs without ID cards. They also removed stickers that CMs had put
on their doors to say they had visited. Another issue that CMs faced was households, particularly refugee households, who
were so hungry that they did not want vaccinations and only wanted food. The main way to overcome refusals was to
contact a local religious leader or community leader to speak to the family. For the future, they strongly recommended the
need for CMs to be provided with ID cards and for NGOs to have strong relationships with local religious and village leaders
to gain their assistance.
“When you put a sign on the house…they immediately remove it … and people can’t recognize us without having ID card.”
(female, CM, Kismayo)
“Most of the people are IDPs so when we visit they asked whether we have food and say we don’t need medicine we need
food … then we explain them that they also need medicine and try to convince them.” (male, CM, Kismayo)
Theme 5: CMs agreed that SM Net had improved community knowledge and awareness of the polio disease and
vaccination. However, the CMs still have community members who do not trust the CMs and the polio vaccine. Those who
do not trust are usually from community members who are new in the area, or refugees. They also tend to be less well
educated. Those who trust the CMs are usually those who are their family or immediate neighbours and know who they are.
To overcome these challenges there should be more awareness done with these community members. In terms of
additional positive behaviours one CM noted that people were now attending the health centres more.
“It [polio campaign] increased the awareness and knowledge of the people because it is not the same now as before. Now
people can understand well and have a good concept of the polio disease...” (male, CM, Kismayo)
“To get full trust is difficult because in the area we are working there are a lot of new households who have moved…for the
ones who have moved it takes time to build that trust and understanding. Also there are a lot who have moved in from the
camps [in Kenya] and getting to all of them and building that trust will take time...” (female, CM, Kismayo)
Theme 6: CMs felt that SM Net could be used for other health messages including diseases like measles, TB, cholera, HIV
and malaria as well as the following health issues: malnutrition, breastfeeding and family planning. They felt that only certain
messages could be combined into one campaign and vaccinations should be explained on different days. They thought that
mothers might find it confusing to be given too many different messages.
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“... to give information on four different disease at one time ... it would be difficult to make the mother understand. The easy
way that the mothers can understand is give awareness on different days ...” (female, CM, Kismayo)
FGD 24. Kismayo, urban 2 (Lower Juba, South Central)
Theme 1: The CMs use microphones most frequently. They also do house to house visits as well as using posters and
pictures illustrating the disease. Once they have completed a house to house visit they use markers to mark the households.
They wear uniforms to stand out in the community. One CM said the television was the most important approach to use as it
is visual compared to the radio which is non-visual and doesn’t have the same impact on changing people’s mind-set.
Others said the household visits are best because CMs can build a personal relationship with the family and gain their trust.
They identified that different tools work better for different groups. One CM said nomads have access to the radio, so it is
better to use this (although other CMs disagreed with this). Also pictures were seen as useful for rural people and
microphones as they are often illiterate. Tools could be improved by providing more of them. The number of CMs should
also be increased and they should be provided with IDs and transportation.
“I think the most important method is the television because it is audio visual so that it is possible that they might feel fear to
see how things had happened and they are shown as diseases are treated but for the radio only the voice is heard and it
has no great impact that is my opinion.” (male, CM, Kismayo)
“... there are materials that are relevant to the pastoralists and it is the radio because most of them are connected to the
BBC… and they need to be sent people from the mobilization networks or from the Ministry of Health to visit them in their
areas." (male, CM, Kismayo)
“It can also be improved by giving these people cars and more materials and the officials and staff need support and
encouragement.” (male, CM, Kismayo)
Theme 2: The moderator approached theme 2 as reasons why some community members refused the vaccination
compared to those who accepted. These answers are covered in theme 4 below.
Theme 3: The CMs were satisfied with their work, their officials and with some of the materials, but they were less satisfied
with the financial support provided. They also felt that there was insufficient transport and that there were not enough CMs
for the size of the area.
“We are satisfied with the people and government but materials such as cars with microphones and CMs are not enough.
On the other hand we do not receive any salary; we are working voluntarily because we are working for our people and our
country and even we cannot say we are not satisfied but we need to be supported.” (male, CM, Kismayo)
Theme 4: The CMs faced a lot of challenges in the beginning in gaining community trust but this has gradually improved.
However, there are still certain community members who do not trust CMs or do not understand the value of the polio
vaccine. These people were either less educated or had recently arrived in the area (IDPs) and so their knowledge was
poor. IDPs also tended to have other issues that took greater priority over vaccination, such as finding food and shelter. In
other cases communities had listened to the awareness raising the last time the CMs had visited their house but they had
later on not been reached by the vaccinators so they had now lost trust in the CMs. To address some of these issues CMs
suggested bringing people together at the same time and bringing a singer or reading a poem to explain the vaccine and the
polio campaign. The CMs also found that community members trusted CMs that they already knew or other community
members who could advise them.
“There were people that we visited and told them that the vaccine is coming but the vaccine did not reach them due to
scarcity of vaccinators and when we visited the second time, they complained that we already visited them and brought them
nothing in return.” (male, CM, Kismayo)
“There was a lady that I persuaded that the vaccine is not harmful and if it hurts anyone I will be accountable for it… and
now she is number one and encourages people to vaccinate their children.” (female, CM, Kismayo)
Theme 5: CMs agreed that knowledge and awareness had improved in communities and that improved trust was an
indication of this. However this theme was not discussed any further in the FGD.
“There are people that refuse and reject what we are doing however, nowadays they are decreasing and there is big
change.” (female, CM, Kismayo)
Theme 6: CMs believed that SM Net could be used for other health issues. These include measles, TB, HIV/AIDs, malaria
and diarrheal diseases. Only one respondent felt that multiple health messages can be combined in one campaign. The rest
felt they should be separated out, although they did not explain why. The main challenge to be overcome to achieve this
would be the recruitment of sufficient staff and referring community members to local health centres for additional support.
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“I believe separating them and for each one to be done at a different time...” (male, CM, Kismayo)
FGD 25. Afgoye, urban 1 (Lower Shabelle, South Central)
Theme 1: CMs unanimously agreed that house to house visits were the best approach to use because CMs can be sure that
households have been reached by the campaign. They can easily identify if the families are comfortable with the vaccine
and they can persuade either the mother or the father to vaccinate the child if not. The CMs use religious leaders to
persuade families if they are unable to persuade them themselves. Rural groups and nomads are harder to reach. Nomads
are often travelling so it is hard for the CMs to catch them. These groups also understand better with visual aids and often
need the backing of the religious leader or community leader. CMs would like more training, more books, more
transportation, more posters on polio awareness in the streets and more vehicles with microphones.
“Face to face visits are the best approach that can be used for the awareness, as you are able to explain to both the mother
and father. If the father refuses you can turn to the mother ...” (male, CM, Afgoye)
“Visiting households face to face you can know whether they refuse or accept you … but when you are using other methods
like radio or TV you can not know whether they refuse you or not.” (female, CM, Afgoye)
Theme 2: The CMs thought that SM Net was relevant for their community. They also felt that implementation was done well.
For example,Ampcom and Handicap, local NGOs, took the time to engage with religious leaders and community elders
when implementing SM Net. They also employed local community members as CMs. This meant that communities were
more comfortable with the implementation of the awareness campaign. However, the population of Afgoye is increasing and
as such there are insufficient CMs to cover all of the community. They also need transportation to reach all of the community
members as it is too far by foot or other means of transport.
“Before they conducted the Polio vaccination programme in Ampcom they called around 50 of traditional elders, religious
leaders in order to inform the community on the importance of Polio vaccination” (male, CM, Afgoye)
Themes 3: The CMs were satisfied with most aspects of the programme. However, they would like extra materials, including
hats and t-shirts to give out. They would also like cameras to take pictures, instead of having to use their phones. They
would also like IDs and certificates to prove they are qualified for their job.
“Two things should be developed: first to increase the village distribution materials and second: to give us certificates as
evidence if trying for another job.” (female, CM, Afgoye)
Theme 4: The main challenges for these CMs was the security. They were often threatened by gangs, by armed men or by
Al-Shabab. Some of these issues could be overcome by engaging with community elders and religious leaders, while others
can only be resolved by peace in the region.
“There are many difficulties we face…I got a call from Al-Shabab and they gave me a warning saying stop what you are
working on…” (male, CM, Afgoye)
Theme 5: The CMs all agreed that knowledge and awareness had increased among community members, although there is
still some awareness raising that needs to be done amongst some community members who still refuse the vaccine. One
CM explained that previously community members had thought the CMs were trying to take money from them but now they
trust them. Evidence of this increased awareness is seen by the enthusiasm community members now have for getting the
vaccine. Some community members will even follow up with CMs if they do not receive their vaccination.
“...now they understand a lot, ninety five percent of the community are ready to take the vaccination. As you are walking on
the street they may ask you whether you went to their home to vaccinate their children…one day a girl called me and said
they [vaccinators] did not come this mission and I told the team and then they went to her home. This is an example that
they understand about the vaccination.” (male, CM, Afgoye)
Theme 6: The CMs agreed that SM Net could be used for other health issues. These included malaria, diarrhoea,
breastfeeding, handwashing and sanitation. The main challenges would be people refusing, and getting misinformation on
these cures. This could be improved by engaging with religious leaders.
“Many challenges can happen like the people can refuse because they have wrong information, this can be prevented by
using the religious leaders to talk to those who have the wrong information." (male, CM, Afgoye)
FGD 26. Afgoye, urban 2 (Lower Shabelle, South Central)
Theme 1: The CMs mostly use microphones on cars or go to the centres of town and tell people about polio. If any families
do not accept the vaccine they follow up with these families face to face. In face to face scenarios CMs use booklets with
pictures to explain the disease and vaccine, so that illiterate members of the family can understand. Religious scholars also
participate in the awareness raising. The CMs also wear uniforms with information about polio on them. The CMs prefer face
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to face interaction as they think it makes it easier to convince reluctant mothers. They felt it was better to visit rural
community members face to face, but tools such as radio and microphones can be used quite easily in urban areas.
However, some rural areas are too difficult to access. In these cases, CMs catch rural people at security checkpoints to drive
awareness raising. One CM suggested that SM Net can be improved by doing more awareness raising on Facebook and
other social media platforms.
“Mostly we do awareness raising with cars with speakers or the radio and the centre where people come together. The
religious scholars also participate on the awareness as well as teachers...” (male, CM, Afgoye)
“Doing awareness face to face is important because some people may not have radios or telephones … when you come to
a mother and explain face to face about the importance of vaccination, they may accept it...” (male, CM, Afgoye)
Theme 2: The CMs felt that the approach was relevant for the communities they work in. In particular, they felt that the fact
that the SM Net administration worked with community elders and religious leaders and employed local community members
was a positive thing that ensured SM Net reflected the local context. However, the situation could have been further
improved by engaging with school teachers and businessmen who said they too should also have been informed about the
campaign. CMs also felt that the number of CMs and working days was insufficient for the size of the local population.
“... to be honest, it has worked very well, even the way they choose the employees, for example the employee is someone
from the community...” (male, CM, Afgoye)
“The businessmen said even they are part of the community and their wives and children are living in the community, but no
one came to discuss with them [about the campaign], they only went to the elders and the leaders of the community. They
said we are busy and if this programme is about health it is fine, but we have to be informed." (male, CM, Afgoye)
Theme 3: The CMs were most satisfied with the books and uniforms provided to them when they visited the community.
They also liked the fast response of the project leaders. They were least satisfied with the financial remuneration and how
long it took to reach them. They felt there were an insufficient number of working days.
“I am satisfied with the fast response from the leaders, and am also not satisfied with the salary for working 5 days, the
salary is delayed for 15 days, so I would like to ask if we can get our salary fast.“ (male, CM, Afgoye)
Theme 4: The CMs faced a variety of challenges in their campaign work. Most of these have been largely overcome but
some people are still ignorant of what the vaccine is; they do not trust the CMs and think they are thieves; and they believe
the CMs have come to poison the children or have brought medicine from the western countries to harm them. Others think
the CMs are gaining benefits from the vaccination process. CMs also found that some mothers want to vaccinate their
children but the fathers refuse the vaccination. To overcome these challenges, CMs work with those in the community who
do trust them as well as with community leaders. They also suggested that SM Net combine different vaccination campaigns
or consider combining polio with other health topics and allow the CMs to bring other products such as soap.
“There are some people who are ignorant and they don’t know what you are doing … sometimes they can get a stick or want
to harm you ... while other people treat us like we are thieves…that we are poison … but us coming from this community
helps ... and the hard work that we do with patience.” (male, CM, Afgoye)
“It can be solved if we take the medical things to them like the soap and to give them different things other than just the
vaccination.” (male, CM, Afgoye)
Theme 5: The CMs all agreed that knowledge and awareness has improved in the local community. With this has also come
increased trust and there are now very few in the community who will not accept the vaccination. Some of these are people
who have just moved to the district recently from rural areas and have not received so much awareness. The CMs believe
that more awareness raising in the local communities, as well as group community meetings to discuss polio will resolve
these issues.
“Yes people believe in polio because we have been working for a long time, and they understand polio, that the vaccination
is good, they understand now because we have been giving a lot of awareness.” (female, CM, Afgoye)
“Now there is not clear rejection but I have seen a mother who said that her husband is not around and he doesn’t accept
the vaccination…” (male, CM, Afgoye)
Theme 6: CM members felt that SM Net could be used for other health issues, including malaria, hygiene and sanitation,
and diarrhoea. The majority of CMs felt it would be better to focus on just one health issue per campaign (contrary to what is
said in theme 4). When prompted they also thought SM Net could be valuable for discussion on breastfeeding. They felt the
similar issues would arise as had done in the current SM Net programme and that as long as the programme engaged with
community elders these challenges could be overcome.
“It’s better to focus on the issue that is of most concern at that time … if there is diarrhoea focus on that and if there is
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malaria to focus on doing awareness about malaria, that is better.” (male, CM, Afgoye)
FGD 27. Jowhar, urban 1 (Middle Shabelle, South Central)
Theme 1: The project is newly started in Jowhar, and CMs prefer to use house to house visits as there are still some
negative perceptions around the vaccinations and CMs need to take time with the families to explain the campaign. One CM
explained that a lot people in the village do not have radio so they will miss any campaigns that are communicated this way,
hence the need for more face to face interaction. The CMs also suggested working with the community leaders and training
them up on the polio campaign so that they can share that information with the rest of their community.
“As this project is newly started in the district the best approach that can be used is door to door … if they have questions we
can answer these and explain to them in best way so they understand it.” (male, CM, Jowhar)
“For those who live in rural areas we have to give the information to the village leaders. They should also reach and share
the information with their community.” (female, CM, Jowhar)
Theme 2: The CMs felt that the campaign fitted the needs of local people. They also believed that it fitted in with the
requirements of religion and local tradition. However, it was possible to still encounter people who did not want the polio
vaccine because they did not believe in modern medicine.
“Religion and culture are not opposed to this awareness programme ...we say it is permitted by shariah law.” (male, CM,
Jowhar)
“We saw many people who believe culturally that medicine is not a good thing but we try to explain to them and attempt
every household three times." (male, CM, Jowhar)
Theme 3: The CMs were satisfied with the work they do in local communities. They were also satisfied with the resources
that they received. However, they felt that they were not paid enough for the work that they do. They would also like to
receive additional training.
“Us and the way of the administration…is good. But we would like to increase our incomes.” (female, CM, Jowhar)
Theme 4: The CMs faced some challenges in the beginning convincing local communities but these have reduced with time.
Initially people were sceptical about taking the vaccine as they said they had been living in the community for generations
and not getting ill. Instead, they accused the CMs and vaccinators of bringing the disease through the polio drops, and
causing infertility amongst their children. Others thought CMs were only benefiting financially from the work. The CMs
continued to generate awareness despite the difficulties and the misconceptions were gradually overcome.
“Yes we faced difficulties. They said a long time ago there was no vaccination and our people were healthy. It’s you who are
bringing these diseases. You want our children to be barren, but we try to make them understand and if they still refuse we
leave them." (R4, CM, male, 28, Jowhar CM 1)
“What we need is to do more awareness over and over again until they understand." (male, CM, Jowhar)
Theme 5: Year by year awareness is increasing amongst the local community. CMs say that in the urban areas mothers are
now going to the MCH asking for vaccinations for their children. However, there are still some community members who still
refuse to get the vaccination. They are present in both urban and rural communities, but generally the ones with the least
awareness are in rural areas. Others refuse because the CMs or vaccinators are not from the same clan as them.
“Most of the people in this city understand, especially mothers, and when they go to the MCH they ask if they can vaccinate
their children...” (male, CM, Jowhar)
“The awareness is different between the cities and the rural area. These people in the rural area need more awareness...”
(male, CM, Jowhar)
“Some people they may refuse just because of your tribe....” (male, CM, Jowhar)
Theme 6: The CMs all agreed that SM Net could be used to spread information about other diseases and vaccinations. The
CMs suggested hygiene issues related to polio but did not specify other diseases in particular. Two CMs felt it would be
difficult to combine more than one health message into a campaign as it would be confusing for families, but one CM had
experience of this from a previous project and thought it would be possible.
“I don't think it's a problem to do more than one [health message in a campaign]. We were doing awareness five years ago
for a programme called ‘days of the health’. This programme combined eight different diseases…so yes it can be used.”
(female, CM, Jowhar)
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FGD 28. Jowhar, urban 2 (Middle Shabelle, South Central)
Theme 1: The CMs explained that currently messages about polio are shared on local radio prior to their mobilisation. They
then go out with books and posters to do house to house campaigning. Previously CMs had also used microphones to
spread messages about polio in communal places. Most of the CMs said that the house to house visits are the most
effective communication tool, although two said that the radio was also a very important communication tool. To work with
groups in rural areas CMs need a vehicle, megaphone and must call a representative in the village ahead of time so that
people will be ready when they arrive. Also, one CM felt that with nomads tools such as posters and pictures were better
than dramas, which suited urban audiences more.
“We have been doing mobilization for five years so the best approach is face to face visit to every family…” (male, CM,
Jowhar)
“The most useful approach is 'media' … radio broadcasts reach the entire region and its surroundings…” (male, CM, Jowhar)
Theme 2: The CMs thought that SM Net reflected the current political, economic and cultural contexts in local communities,
and that the programme was in line with religious beliefs in the community.
“It has been considered carefully, Quran teacher, school teacher, Imam mosque, mother of the household and youth are
gathered together. They represent the whole community... If religion is needed, Sheikh is available; in terms of youth, youth
are available: if mothers are needed a mother is here representing the mothers; and teachers are around; so this project has
considered every aspect of life whether it is the religion or economic.” (male, CM, Jowhar)
Theme 3: The CMs are satisfied with the work that they do for the community. However, they felt that the pay was very low
for the work that they do. They also thought that the number of days provided to complete the work was insufficient. Also,
they do not have access to vehicles, which means they spend a lot of time moving around on foot, which wastes time they
could be using to do mobilisation. They also do not have ID cards or uniforms. They would also like to receive more training.
“Well, there are many things that need to be amended such as working hours because time is limited. We are informed to do
our work in the town within a few days and that is difficult…the other thing is sometimes we meet some challenge like one of
the residents has moved to another location and we have to go to that location on foot... so it will be more important to have
a vehicle…” (male, CM, Jowhar)
“I would like to add that the awareness team…don’t have IDs that are any different from anyone else. But the polio people
wear something with a picture that proves that these people are employees. We would like for the boys and the girls working
for polio to have that symbol that proves they are working...” (female, CM, Jowhar)
Theme 4: The CMs in this group had faced cases of household refusals. This was because there was a lot of suspicion
around the vaccine, which the families thought were spreading disease. In this situation CMs would send their supervisor to
talk to the families. They also believed that continual awareness raising and going back to reluctant families, or getting
neighbours to talk to them would eventually bring understanding and acceptance.
“If one team is refused we send their supervisor to fix it…or they may send someone from the community, that person will try
to make them understand.” (male, CM, Jowhar)
“First this job needs patience. Yes, without patience nothing will move forward. When you go to the person and they insult
you, then you get mad there is nothing that will be done… we go back to them and tell them it something for their benefit
...for the children ...for their health, you can see we are not doing something that can harm you, but we want you to listen to
our awareness…” (female, CM, Jowhar)
Theme 5: The CMs all agreed that community awareness and knowledge has increased on polio. This can be seen in the
reduction of people who refuse to engage with the CMs. The only community groups they could describe that still refused
were some fathers with low awareness and some farmers that have moved into the cities.
“It is because they did a lot of awareness, and now when they see you they will ask when are you coming; it’s because they
understand, they used to say no before…” (male, CM, Jowhar)
Theme 6: The CMs agreed that SM Net could be used for other health issues. These included malaria and diarrhoea. They
felt that two health messages that are related to one another, for example hygiene and diarrhoea could be covered under the
same health campaign.
“Two programmes that are related like diarrhoea and hygiene can, but two independent programme cannot be conducted at
the same time. If I say the vaccination for diarrhoea is coming, or take the medicine for malaria, they are two different
programmes.” (male, CM, Jowhar)
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Table 7. Summary of community members’ FGD proceedings
FGD 1. Bosaso, urban (Bari, Puntland)9
Theme 1: The response to questions on theme 1 was confused between the delivery of the awareness campaign by the
CMs and the delivery of the vaccine by the vaccinators. Two respondents said they had receiving a house to house visit by a
CM. Another community member said they had never met a CM. They did not discuss any other communication tools. They
felt a lot could be improved in the approach used by vaccinators and CMs. In particular, they would like to see people from
their own community/IDP camps doing the awareness and vaccinations. They also felt that CMs and vaccinators were only
doing the job for the money and not actually helping those in the IDP camps. They said people came with questions but
never returned with support.
“Yes, we saw the people who do the awareness. They are from the city and don’t know how to communicate with people… it
is important to bring people who come from the community and understand how to communicate with the community… they
should hire people in the camp...” (female, community member, Bosaso)
Theme 2: Community members said that the approaches used did not work well. The mobilizers and vaccinators were not
hired from within the camp and therefore did not communicate well with camp residents or understand the context within
which they were working (see also theme 1). To improve the situation, they suggested utilizing people from within the camp
to do the work and to engage with local leaders. They also requested that teams look at other issues, not just polio
vaccination as they are facing a lot of challenges in the camp including a “lack of toilets”, “lack of hygiene”, disease and
sickness.
“… people don’t have clean water …we need support...” (male, community member, Bosaso)
Theme 3: There was a lot of dissatisfaction with the information and services provided by the campaign. They felt that
limited information had been provided on the vaccine and that this was a key reason for lack of trust amongst residents of
the camp. They also felt that no one had taken the time to ask what they were missing or what they needed as a community.
“They don't visit all the people who live here and do not do full monitoring. For example, in this camp there are 15 students, if
they used these students and worked alongside them things would be better because they are working for their people and
the community will trust them easily. The truth is that these people [working for the campaign] did not ask them what they are
missing and what they need." (female, community member, Bosaso)
Theme 4: Community members had low levels of trust in CMs and vaccinators because they were perceived to not care
about the community and were seen as unqualified. They did not feel they were involved in the campaign. They also spoke
about low levels of education amongst people in the IDPs which also affected trust. However, there was one community
member with a positive experience of the vaccination process who had received good service from the vaccinators. To build
trust and community involvement, CMs and vaccinators should come from the community. Making sure the MoH is a key
decision maker in the programme was also seen as important. In the discussion of this theme it emerged that some of the
respondents were not familiar with the SM Net as they referred to the injectable polio vaccine.
“There are some people who are working so hard with honesty for their people and others … others they don’t work hard … I
would recommend hiring people with honesty and knowledge…” (male, community member, Bosaso)
“… train these people living in the camp and work together with the committee … and do a list for the people to know where
exactly these people live.” (female, community member, Bosaso)
Theme 5: Many felt that the community had not improved in their knowledge and awareness of the campaign. A lack of trust
meant that positive behaviours were not being cultivated. They felt more awareness and community engagement was
needed.
“People don't trust it … most people are uneducated ... they can't read and they don't understand the reason behind the
vaccine.” (female, community member, Bosaso)
Theme 6: There were mixed feelings about whether SM Net should continue. If it does expand they asked for greater
involvement of the MoH and more trained mobilizers. They discussed community needs including sensitisation on issues
such as diarrhoea, malaria, cholera and sanitation.
“There are other things that the community need to have like to take care of the rubbish, to avoid all the things that cause
malaria, cholera, and all the other diseases that come again and again...” (female, community member, Bosaso)

9

This FGD was held in an IDP camp.
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FGD 2. Bosaso, rural (Bari, Puntland)
Theme 1: All the community members had received a house to house visit. When prompted, by the moderator, one
respondent also said they had heard about the campaign on the radio. All the community members agreed that house to
house visits were the best approach and that it was easy to understand the campaign messages.
“They say we are the mobilizers and we are here to tell you that the vaccination is coming … and that we should give it to
the children … and we do it.” (female, community member, Bosaso)
Theme 2: The community members agreed that the campaign was relevant to the local context and that there was nothing
they found irrelevant. However, they did not provide explanations of why this was the case. They suggested continuing the
programme as it is in the local community to ensure that everyone understands.
“There will be people who don't budge, but if the campaign continues there will be more that use the vaccinations." (female,
community member, Bosaso)
Theme 3: The community members were satisfied with the information and services provided to them. They felt that the
mobilizers explained about the disease very clearly. Beyond that they were not able to provide examples of information that
was missing or any questions that were not addressed by the mobilizers. Their only suggestion for improvement was further
vaccination.
“They make us understand very clearly.” (female, community member, Bosaso)
Theme 4: The community members trusted the CMs and vaccinators because they believed that CMs were knowledgeable
and that what they were doing was of benefit to their families. One community member described how she felt they were
involved in the campaign as a community because they would let their neighbours know about the vaccination campaign.
“Because we understood that what they were saying was beneficial.” (female, community member, Bosaso)
“We would raise awareness among our neighbours and tell them the benefits of the campaign.” (female, community
member, Bosaso)
Theme 5: The respondents said that their knowledge and awareness around polio has increased, partly from information
provided by the MCH and partly from the mobilizers. They felt the campaign had changed their view on vaccination.
“Yes I knew about the disease.” (female, community member, Bosaso)
Theme 6: The community members agreed that SM Net could be used for other health messages. Suggestions included
whooping cough, measles, the “six deadly diseases,” HIV/AIDs, hygiene and sanitation. When prompted, they thought both
malaria and breast feeding would be important areas of focus. FGD participants thought the main challenge would be
building understanding in these areas. The general consensus was that SM Net should only cover one health message at a
time. Otherwise it might become confusing for families.
“I don't think it can be done at the same time (different health messages). There should be a time difference so that people
understand it.” (female, community member, Bosaso)
FGD 3. Galkayo, urban (North Mudug, Puntland)
Theme 1: According to community members, they had heard about the campaign on the radio and seen advertising boards.
They have been part of house to house campaigns and also seen cars with microphones. They considered the house to
house visits the most effective. Several respondents also thought cars with microphones as well as the radio messages were
useful and two said using a mixture of communication methods was best. However, using the car with microphones was
considered better than people using microphones by foot as they are not able to reach long distances. They also felt
messages transmitted by radio were good.
Theme 2: Respondents felt that SM Net should use a variety of different approaches, including SMS, radio, billboards,
house to house visits to get the message across on polio. TV was considered the least relevant approach as very few
people have access to TV. With the current drought people cannot afford to watch it. There was consensus that the vaccine
was relevant for the needs of the community. However, some respondents would like to see the mobilizers and vaccinators
come with other medicines that can be given to the children as well as additional information on other health issues.
“We…would like all medical supplies to be brought to our homes. We cannot make it to the health facilities because they are
very far away. We live in a camp and the mothers in the camp do not receive health care. They would like the vaccine to be
brought to their homes.” (female, community member, Galkayo urban)
Theme 3: The community members were satisfied with the information and services provided. One suggestion made to
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improve service delivery was for SM Net to ensure that its CMs were engaging with religious leaders prior to entering the
community. They also suggested that CMs hold group community awareness raising sessions.
“I believe they need to make extra awareness in the places without vaccination. This can be organized in public places.
Mothers and fathers may participate in the awareness. Most of the time there is household awareness, but we need to have
public awareness.” (male, community member, Galkayo)
Theme 4: Most community members do trust the mobilizers and vaccinators as they are well known citizens, who are well
respected in their local areas. However, there is still some distrust around the vaccination, although that is gradually
reducing over time. The participants explained that some community members believed that the vaccine affected fertility or
did not provide any benefits. Suggestions to address distrust included inviting those who are still wary of the vaccine to local
health centres to learn more about the disease. They also suggested that SM Net could use community role models to
convince those uncertain about the vaccine. They also stressed the need to continue the awareness raising campaigns in
the communities. Community members felt involved in the process as it was their families and their health that was being
affected by the campaign. They requested for an increase in vaccination and for it to not stop when polio is eradicated.
“Those who don't like the vaccination don't trust the mobilizers. Most people trust the vaccination and they know its
importance. They are also very satisfied with the health workers." (community member, Galkayo)
“We need to increase the vaccination and awareness. I heard that polio is terminated, but if we make the diagnosis maybe
we will find another case. It is not good to forget it. We need to double our effort. Sometimes they were coming 10 days each
month. Every time the children need the vaccination. As community representatives we suggest to increase.” (community
member, Galkayo)
Theme 5: FGD participants agreed that knowledge and awareness has increased on polio disease and the benefits of the
vaccine. Community members talked of their reticence to take the vaccine previously but that now they are comfortable to
give it to their children.
“The awareness changed the people. Before people had negative attitudes about the awareness; people believed that the
vaccination is something bad for human production. After the awareness in every household, most people understand it.
Every mother knows the importance of the vaccination.” (community member, Galkayo)
Theme 6: Community members believe SM Net can be used to communicate a variety of health messages. Priorities include
sanitation, breastfeeding, transmitted diseases, diarrhoea and HIV/AIDs.
“It can be utilized in many ways since there are many things that can be added to the mobilization… to prevent the diseases
like measles ...." (community member, Galkayo)
FGD 4. Galkayo, rural (North Mudug, Puntland)
Theme 1: Information on polio was made available using cars with microphones, through the radio and using house to
house visits. The FGD participants agreed that house to house visits were the preferred approach. They also felt the
messages about polio were sufficiently clear through the tools used.
“There are a lot of people who don’t listen to the radio or other types of awareness so it works better when the awareness
team walks around and talks to everyone.” (female, community member, Galkayo)
Theme 2: In general, the FGD participants felt the communication approaches used were relevant for their community.
House to house visits and using cars with microphones were perceived as the most relevant approaches. SMS (due to low
literacy levels) and radio (as people cannot always access the radio) where deemed to be the least appropriate. They felt the
vaccine itself had been very relevant for their community.
“…it is important that we get the vaccination. I am a mother who used the vaccinations and it is very helpful. It would benefit
us a lot that a team would come by and knock on the doors.” (female, community member, Galkayo rural)
Theme 3: The community members are very satisfied with the information and services provided. They felt that CMs and
vaccinators were very knowledgeable about polio and able to answer their questions. They would like to see more CMs in
their community so that more families can be reached house to house. They also asked for improved incentives for
mobilizers. They also wanted other kinds of health issues addressed in the campaign (see theme 6).
“My family and I believe in giving the children vaccination…we ask the team what the benefits of using this vaccination are
and what could be the side effects. They said that there are no side effects and that provides good protection. I am satisfied
and get the vaccination. They lightened what was dark in our life.” (male, community member, Galkayo)
Theme 4: FGD participants said there are still some underlying trust issues surrounding CMs and vaccinators. They
suggested CMs get consent from communities prior to mobilization and that the campaign focus further on awareness
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raising. They also suggested that in future the MoH should be involved in recruitment and that they should hire qualified
professionals. They also wanted health facilities to be built. There was not much discussion about community involvement
but they felt MoH should select people familiar in the area to convince the community to take part in the vaccination
campaign.
“... it would be great if the Ministry of Health selects the individuals who are familiar in this area and are able to convince the
community of the issues related to health awareness.” (male, community member, Galkayo)
Theme 5: Knowledge and awareness around polio disease has improved in the community. Community members
understood the dangers of polio and felt they could identify warning symptoms of the disease.
“It has changed their perception a lot. It is understood that polio is fatal. We know to inform the vaccination centres if you feel
any change and if you see stiffness in the arms. These are the lessons that we learnt from the awareness and they told us to
contact them if we see children having such diseases.” (female, community member, Galkayo)
Theme 6: SM Net should not be disbanded after polio has been eradicated. It should be used for other diseases affecting
the community including measles, TB, malaria and chikungunya. It can also be used for awareness raising on breastfeeding
and support with drought efforts. The key challenge in expanding SM Net to other health issues was seen to be the lack of
knowledge and skills of CMs. There was mixed response as to whether two health messages can be combined into one
health campaign. Finally, the FGD participants stressed that the community is in need of a health centre and that this is
needed just as much as another health campaign.
“We are in desperate need of a health facility and training to become community health workers” (female, community
member, Galkayo).
FGD 5. Garowe, urban (Nugall, Puntland)
Theme 1: Community members had received information on the campaign through radio, cars with microphones and
through house to house visits. The FGD participants agreed that house to house was the best approach because it provided
families with time to understand the disease and vaccination process and ask question on any issues there weren’t clear
about. One participant talked about how good the visual tools used by the CMs were in increasing awareness on polio. They
could not identify any areas for improvement but stressed that more awareness raising should be done in the community.
“When we used to hear it on the radio we didn't even understand what it was about… but when we were visited, we started
using the vaccines.” (female, community member, Garowe)
Theme 2: The FGD participants felt the approaches used were relevant to the local community. They thought the mixed
method approach used was of benefit and also noted that the involvement of local religious leaders and teachers had been
critical in getting people to understand and trust the polio vaccine. They highlighted the importance of recruiting local CMs.
Community based CMs build trust quicker amongst communities.
“The mobilizers that come to us were born in our neighbourhood. When a person you know by their first and last name tells
you something you will take it.” (female, community member, Garowe)
Theme 3: FGD participants were satisfied with the services provided and felt that in general the information provided was
sufficient for their needs. One respondent asked for information on where the vaccination is made to be included.
“Where this vaccination is made is very important. We decided to take the vaccine regardless of knowing where it came
from, but it is important to know where it was made.” (female, community member, Garowe)
Theme 4: The FGD participants all trusted the CMs and vaccinators. One respondent said this was because these people
were their fellow community members and they would not seek to poison any of their own. They had also seen that the
government had supported the campaign. Another participant explained that it was not different from taking medicine at the
pharmacy, even there they did not know where the medicine came from, so it was no more of a threat. Another noted that
CMs and vaccinators had administered the drug in their homes first, which built trust. The participants felt there was
sufficient community involvement in the campaign. One participant explained that even though she had never been a
vaccinator or a CM she had done her part to convince her reticent neighbour to give her children the vaccine.
“I never once was a CM or a vaccinator. However there was one instance when my neighbors refused the vaccination and I
went to them and told that you don't understand the benefits of the vaccination. They ended up listening to me. Now
whenever there are refusals we, the community, go and tell them to reconsider. When they say my husband is refusing, we
speak to the husband. The majority of people now take the vaccine." (female, community member, Garowe)
“All those doctors who support it, all the government officials who support it, we believe it…” (female, community member,
Garowe)
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“The mobilizers started administering the vaccines in their homes first.” (female, community member, Garowe)
Theme 5: The community have increased in their knowledge and awareness. Previously communities were wary of the
vaccinators and the vaccine, but now that they have improved knowledge they are much more willing to let their children be
vaccinated.
“Before only a few knew the benefits, the people who understood it. But now everyone understands it.” (female, community
member, Garowe)
Theme 6: SM Net could be used for other health issues including hygiene and sanitation, HIV, and measles. It was felt that
SM Net should only focus on one issue at a time or they might become confused with the different health messages. They
also thought CMs might not have the capacity to cover two different health messages in one campaign.
“I will tell you why the two campaigns cannot coincide. Because firstly the person won't understand the two campaigns and
also the mobilizers themselves won't be able to understand the campaigns enough to get it across.” (female, community
member, Garowe)
FGD 6. Garowe, rural (Nugall, Puntland)
Theme 1: The community members said they received house visits from CMs on the polio vaccine three days before the
vaccinators came. They had also seen CMs using microphones in the community. One respondent said house to house was
a preferred method. Beyond that FGD participants did not discuss their preferences for different communication tools. There
was some confusion between house to house visits for awareness raising and for vaccination.
“Yes, I think it would be good if they do microphone awareness sometimes and knocking on doors. When people hear the
sound of the microphone, it creates more distrust, but when people are visited at their house they will better understand.”
(female, community member, Garowe)
Theme 2: The FGD participants felt the approaches used were relevant, especially the house visits. One respondent did not
want to vaccinate his older children (those above 5) with the vaccine and so requested that vaccinators take that into
account. One participant expressed their appreciation for the fact that CMs and vaccinators are from the local area and are
people they can trust. In general, they agreed that the vaccination itself was of huge relevance for the local community.
“They [CMs] are people who live in this area, and we are happy with them." (female, community member, Garowe)
Theme 3: They are satisfied with the information and support provided. They prefer vaccinations to be done at their houses,
not somewhere they cannot see what is being done. To improve on the work already done they would like further
awareness, especially for those who still do not trust the vaccine and vaccinators. SM Net should also consider using the
campaign to incorporate other vaccinations or medicines for diseases prevalent in that area to increase interest for the
campaign in the community. Well trained CMs are also vital to ensure community trust.
“We are satisfied with the people that came to visit us because they have good knowledge. They were born in this
neighbourhood and we are very satisfied with them.” (female, community member, Garowe)
Theme 4: All FGD participants trust the vaccinators and the CMs. Previously there was some distrust but this has improved
over time with increased awareness. Participants stressed that engaging elders and community leaders is a powerful way of
gaining the trust of local communities. Currently, religious scholars do not take part in campaign. The participants felt there
was sufficient community involvement. One example provided was that families will often encourage neighbours to allow
their children to be vaccinated, or let them know if the vaccinators visited the house while they were away.
“They [community] take part. For example if the person is not in the house the neighbours will tell them that the vaccinators
visited their house to vaccinate their child. Also if the person has the wrong idea about the vaccination, the neighbours
explain that vaccination is essential.” (female, community member, Garowe)
Theme 5: Community knowledge and awareness has increased. The clearest indication of this is the fact that community
members are now vaccinating their children.
“My experience is that people have forgotten the wrong beliefs they had about the vaccination and that it is good that we
have forgotten about these wrong ideas.” (female, community member, Garowe)
Theme 6: SM Net should be used for other health campaigns including measles, sanitation, HIV, diarrhoea. Campaigns
should only focus on one health topic at a time.
“The people need more awareness around things like HIV, polio and diarrhoea. If the people were told and given awareness
I think they will understand. If the people were told... I think they will take other vaccinations...” (male, community member,
Garowe)
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FGD 7. Borama, urban (Awdal, Somaliland)
Theme 1: Three participants said they received house to house visits, two that they had listened to information on the polio
campaign on the radio and one that they had heard about the campaign from cars with microphones. One participant had
heard about the campaign from SMS and one from her friends. In general, the FGD participants found the tools used
provided sufficiently clear information. One participant felt that SM Net should target rural communities more with the
different communication tools than urban areas because rural areas are more remote.
“…they have to make much more effort in order to reach the rural areas...” (male, community member, Borama)
Theme 2: This was not well covered by the moderator and so the FGD participants did not discuss at length the relevance of
the campaign to their situation. However, they did say that the vaccine was relevant to their families and they had accessed
the vaccine. They then added that this was different for rural areas as it was harder to reach them, particularly for nomadic
groups who are not located in a permanent settlement. This was implied, but not made clear in the FGD, that different tools
might be more relevant for these groups.
“Yes, all of us we receive the vaccination. Maybe some very remote areas are not reached...” (female, community member,
Borama)
Theme 3: FGD participants were satisfied with the information and support provided. They could not identify any ways to
improve the approaches used. One respondent explained that the only information she needed was details on what the
medicine actually was.
“When I met them, I just wanted to ask them what this medicine actually is ...” (female, community member, Borama)
Theme 4: The issue of trust of CMs and vaccinators as well as degree of community involvement in the campaign was not
raised by the moderator.
Theme 5: FGD participants all agreed that their knowledge and awareness has improved on polio the disease and the
vaccination. However, they did not provide further information on why or whether it has changed their views on other health
care interventions. However they indicated that they were vaccinating their children.
“It's very beneficial for us and we received full knowledge from them [the CMs].” (female, community member, Borama)
Theme 6: SM Net could be used to provide information on other health issues in the community. Information is needed on
measles, malaria, diarrhoea and pertussis. When prompted, breastfeeding was also considered important as well as family
planning.
“Yes, we need it ... Because the community does not understand very well the importance of breastfeeding or the
importance of family planning." (female, community member, Borama)
FGD 8. Borama, rural (Awdal, Somaliland)
Theme 1: They receive awareness mainly through microphones; house to house visits and bill boards in some villages. CMs
come wearing uniforms and they carry visual aids that explain to the community members what polio symptoms are and how
the vaccine works. They also learn about the importance of the vaccine from the MCH, when the women go to give birth.
The most effective means of communication is the use of microphones. Most people in the area do not have access to
televisions or to radio so these were considered the least effective tools for communicating information on the polio
campaign. They also thought that accessing information by SMS would be very useful, even for the illiterate, as they can
always ask someone to read out the message for them.
“We don't have TVs or radios here but we see the polio vaccination awareness on billboards which are in some areas of the
villages...” (male, community member, Borama)
Theme 2: The moderator only asked one participant about the relevance of the approaches used, but this participant agreed
that the approaches used were relevant to their situation because the car with microphone, which was the communication
tool they had encountered, is heard by everyone. They also requested that SMS be used more by the campaign.
“Yes they were [relevant]. For example when the car with microphones passes the village, everyone who lives in there will
hear it … only we want that they add SMS to the communication approaches because here we don't use TVs or radios."
(male, community member, Borama)
Theme 3: The community members were satisfied with the information and services provided by the campaign and the
vaccination process. When community members ask any questions about the disease or vaccination they are well
addressed by the CMs and the vaccinators. The services could be improved if there was greater coordination between the
CMs, vaccinators and community so that all community members are aware of when the vaccination will be coming to their
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area.
“I think it will be improved if the linkage between CMs, vaccinators and the community is improved and the community is
aware of what time the vaccination will be." (male, community member, Borama)
“I was one of those people who used to believe negative things about vaccination, but then the CMs convinced me about the
advantage of it, so whatever questions that we had were addressed by them.” (male, community member, Borama)
Theme 4: All four FGD participants who responded said that they trusted the CMs, vaccinators and the work they do. One
participant explained they would not have listened to the awareness and had their children vaccinated if they did not trust the
vaccinators. They felt the community had been involved in the campaign but they would like some of their community
members to be trained in order to raise awareness in the community.
“Yes, if we don’t trust them for sure we won't take the vaccination or even listen to the awareness.” (male, community
member, Borama)
Theme 5: The moderator did not ask if awareness had increased in the community, but it was clear that it had. One
participant suggested awareness could be further raised if the approach included group training of community members who
can then go and train others in their local community.
“It could be improved if they gather the community and conduct training for them. Then after that they can give awareness to
other people...” (male, community member, Borama)
Theme 6: The FGD participants agreed that SM Net can be used to raise awareness on other health issues. Those
suggested by the participants included information on nutrition and diarrhoea. When prompted they also thought
breastfeeding would be an important topic to include. They could not foresee any challenges in the implementation of new
health messages, particularly if SM Net improve and prioritize these health messages, although it wasn’t clear from the FGD
how this should be done.
“I think just to improve and prioritize these health messages, if they didn’t do that … I think challenges will be there. (male,
community member, Borama)
FGD 9. Burao, urban (Togdheer, Somaliland)
Theme 1: The FGD participants had accessed information on the polio campaign from microphones mounted on cars,
people walking in the community with microphones and house visits. Several participants said they preferred the cars with
microphones to people walking in the community with microphones because the cars are able to reach a larger area and
greater number of people. One respondent explained that the best approach was the house visit, because it allowed for
great interaction and thus greater understanding between the mobilizer and families.
“The…microphone…people can hear from a long distance...." (female, community member, Burao)
Theme 2: The moderator did not spend much time on this theme during the FGD. However, the participants that did respond
felt that the approaches used were relevant and that the message had been spread well. There was no suggestion to use
different messaging but they did suggest that CMs engage with community committees to help communities prepare for the
arrival of the vaccinators in advance.
“They spread the message very well...” (female, community member, Burao)
Theme 3: The FGD participants were satisfied with the support and information provided and they felt any questions they
had were well answered. They are happy that the CMs and vaccinators also refer them to hospital if the children are unwell
or malnourished. They suggested an increase in the amount of vaccinations available due to the increase in population in
the area.
“…so any question that we have they answer it." (female, community member, Burao)
Theme 4: The community members have confidence in the CMs and vaccinators. FGD participants explained that families
are less likely to trust vaccinators without the pre-vaccination awareness raising of the CMs. There was satisfaction with the
vaccination delivered and the staff who delivered it. It was appreciated that there is a follow up team that engages with
community committees to get feedback on the vaccination process. Despite general trust there was some concern that the
teams sometimes arrived late. Also, there was concern about the safety of the equipment and the need to keep the
vaccination ‘cold’. Respondents were concerned particularly about the old equipment being used by the vaccinators.
Furthermore, CMs are often young which makes it harder for them to relate to the mindset of the elders in the community. It
was felt that community involvement in the vaccination process is critical as the community have to work together to decide if
they want the vaccinations. As such, more community members should be included in the mobilization teams.
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“Like I just told you ... I don’t like them to touch my child until I see the medicine and the fridge they have.” (female,
community member, Burao)
Theme 5: Knowledge and awareness around polio the disease and vaccination has increased. The community are now
much happier with allowing their children to be vaccinated. This has occurred partly because of the work of the CMs and
other health workers in the community but also because community members have seen the difference that vaccination can
make. To improve on this, they would like to see the number of staff working in the area increased.
“... there was a time we closed the door on them, but now we are standing outside waiting for them, so yes it is improving.”
(male, community member, Burao)
Theme 6: SM Net should include other health issues. Other health issues mentioned by the FGD participants were
pneumonia, diarrhoea, vitamins and hepatitis. The community suggested CMs should carry basic medicines with them to
treat diseases like diarrhoea. It was felt that there would not be any challenges if awareness raising was included in the
campaign as it is now.
“…the medicine should not only be for the polio, there are other illnesses like diarrhoea, hepatitis … so increasing the
medicine is what the community needs … and health workers.” (female, community member, Burao)
FGD 10. Burao, rural (Togdheer, Somaliland)
Theme 1: FGD participants accessed information on the polio campaign through house visits by CMs. They also listened to
campaigns from microphones mounted on cars and mosque microphones, reading them through SMS, watching on TV and
listening to the radio. There were mixed responses as to which was the most effective communication tool. Some thought
the house to house visits, others thought the microphones and others posters on the walls. They agreed that the messages
delivered were clear, although they thought that CMs should be better trained so that they are able to answer any
challenging questions on polio that the community asks. They also thought SM Net should be more selective in tools it
chooses to use in the community according to the local context (see theme 2 below). Several participants felt that messages
should not be exclusively on polio but should address other health issues in the community as well (see theme 6).
“Radio is important both in the city and in the nomadic people…nomadic people are interested in the radio so the radio is
important for community mobilisation.” (male, community member, Burao)
“I would say to use bill boards instead of posters…." (male, community member, Burao)
Theme 2: The FGD participants felt more effort could be taken by CMs to understand the local context in order to identify the
right communication approaches. This included factoring in issues of literacy, access to media, current awareness around
the vaccine and geographical location of groups. They thought this could be best achieved if CMs engaged with local
community elders and religious leaders and if CMs were recruited from local communities.
“It is good to cooperate with the community and ask if there are any challenges that can be solved, but if the challenges are
not referred to the community they will not know… for people who do not read and write the mobilizers should explain the
problem of polio.” (male, community member, Burao)
Theme 3: Despite saying in the earlier discussion that they had received mobilization prior to previous polio campaigns,
when the moderator asked them if they were satisfied with the services and information provided, FGD participants said they
were not satisfied because they had not received sufficient awareness raising prior to the vaccination. In some cases, FGD
participants had not received any information on the polio campaign prior to the arrival of the vaccinators. This lack of
information was blamed on the lack of an MCH in the area and a lack of permanent health staff in some areas (mobilizers
and health care providers). They also felt that vaccinators and CMs should be concerned about their child’s health beyond
just whether they have been given the polio vaccine and should be qualified health professionals. In the future they wanted
to see a stronger connection built between CMs, vaccinators and local community leaders and committees.
“We would like to … have an expert health team who deliver the vaccination. We would like the CMs to have better
communication skills than the ones we have now. Also we would like the communication process to improve. We need to
have a monitoring team to check the process of the work here as well.” (male, community member, Burao)
Theme 4: Whilst not confirmed explicitly, it was clear from the FGD that participants had some doubts about the knowledge
of the CMs and the qualifications of the vaccinators. Community involvement was considered essential to ensuring full trust.
CMs should sensitize community leaders and religious leaders first in order to get full trust of community members.
Community members should also be part of the vaccination and sensitization process. Religion was seen as a barrier to full
trust, only more awareness would overcome this. There were suggestions for CMs to bring more visual aids.
“It could be improved by collecting the parents together and to sensitize them together. They could also give them training.
They could work with religious leaders from the mosques … and involve community leaders in that process.” (male,
community member, Burao)
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Theme 5: Despite the low level of mobilization, FGD participants agreed that knowledge and awareness has increased. One
respondent described how men are now discussing polio at the market. Previous cases of illness, in this case measles
amongst unimmunized children has also made community members more trusting of the vaccination. In addition, women
who give birth in the hospital now learn about the different vaccinations required at birth to keep their children healthy.
“If the programme came again and again the community will understand about it. I can say 90% of the community have
understood about the polio vaccination...” (male, community member, Burao)
“In general the educated community and the vaccinators participate together for the mobilisation, and you will see the men
discussing in the market so that is good.” (male, community member, Burao)
“Before the community had other beliefs and did not know anything about the vaccination of this disease, but after they saw
the usefulness of the measles vaccination ... they realised that the prevention is important to the children, so every mother
believes and now supports the vaccination.” (female, community member, Burao)
Theme 6: Despite the challenges the FGD participants would like to see SM Net be used for other health campaigns. Other
priority diseases and health issues mentioned were measles, HIV, TB, hygiene and sanitation, nutrition, supporting disabled
people and mosquito nets. The campaign might face challenges in sharing information on multiple vaccinations at one time
as this could confuse families. They also felt that the campaign would need additional financing as well as highly qualified
staff to be able to address all the different diseases at the same time. For FGD participants it is also key that campaign
needs to provide the goods required to treat or prevent disease or improve sanitation. There is no point in sensitizing on
something if the community cannot implement it or access treatment. When prompted, breastfeeding was seen as important.
The campaign was seen as important, but lack of transport and decent health facilities were seen as greater challenges that
needed to be addressed.
“To add another campaign you will need financial support… also you will need to have highly qualified staff, because there
might be differences between the polio campaign and the other campaign you might want to add." (male, community
member, Burao)
FGD 11. Berbera, urban (Wooqoyi Galbeed, Somaliland)
Theme 1: The community members explained that there are many modes of communication used including people using
microphones both on foot and by car, house to house visits, sending information on mobile phones and using television.
There were mixed responses on which was the most effect means of communication with some saying microphones, tvs and
mobile phones. They felt the tools used were sufficiently clear. They felt that doing additional awareness campaigns would
improve the programme.
“Microphones are the most useful because you can walk by foot. Everyone can hear you then you have a microphone.”
(male, community member, Berbera)
Theme 2: The moderator phrased the question as to whether the polio vaccine was applicable to the community and
whether this was understood. All the respondents agreed that this was the case. In terms of whether any different
messaging could be used, two respondents said they felt the messaging was relevant but they weren’t sure what other
approaches could be used.
“I think they [polio messages] used were most relevant to us. I do not know of any other approaches that can be used.”
(female, community member, Berbera)
Theme 3: The FGD participants were very satisfied with the information and services provided. They felt that any questions
they had were sufficiently answered by the mobilization team. They would have preferred more time to be given both to
awareness raising activities and the vaccination rounds. Also, as more people move into the urban areas from rural areas
because of the drought, they would like to see more vaccination rounds done in the local area to ensure that these new
community members are properly vaccinated. The community leaders also felt that if the campaign managers asked them
what was needed in the community they would be able to provide that information. Finally, they would like to receive more
follow up from the programme to ensure the right people (i.e. families not vaccinated before) have been vaccinated, rather
than children previously vaccinated being vaccinated multiple times.
“They did the awareness and vaccination very well. Now we need more follow up. If there is no one who follows up on a
vaccinator they may not give the vaccination to people. So the vaccination teams must be followed up on.” (female,
community member, Berbera)
Theme 4: Community members trust the CMs and vaccinators and the work they do. Previously there was a lack of trust.
Two respondents said that they did not previously want their children to be vaccinated but they had been persuaded after
seeing their own children fall ill with the disease. One respondent said they trusted the CMs and vaccinators because they
come from Berbera. The question on community involvement in the polio campaign was not well understood. However, one
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respondent said the community had welcomed the initiative into their community and appreciated its presence there.
"The past years I used to refuse vaccination and I lost my children without vaccination but now I understand the importance
of the vaccination and I give the vaccination to all my children.” (male, community member, Berbera)
Theme 5: The FGD participants agreed that they have increased awareness and knowledge around the vaccination. There
is also increased demand for the vaccine in the local community.
“Before people had the wrong view about the vaccination … but now they know that the vaccination has benefits. For
example in our neighbourhood if the mother goes to the market she says to her children if the vaccinators come let them
give you the vaccination.” (female, community member, Berbera)
Theme 6: CMs should be used to provide other health messages to communities. It was felt that CMs should work with
multiple health messages. Suggested areas of focus include measles, smallpox, chicken pox and HIV/AIDS. The
respondents did not foresee any challenges of implementation if the campaign related to health messages. When prompted,
communities felt that malaria nets and breastfeeding would also be relevant topics.
“I do think the campaigns can teach the people how to wash their hands … also it is very good to teach people how to use
the bed-nets against malaria." (male, community member, Berbera)
FGD 12. Berbera, rural (Wooqoyi Galbeed, Somaliland)
Theme 1: The FGD participants had received house to house visits and community gathering where CMs used microphones
as part of the community mobilization process for polio vaccination. The group were equally divided on which of the
approaches was better. They felt that the tools used were sufficiently clear. To improve on the existing approaches used
CMs should be adequately trained and have the patience to deal with difficult situations, such as handling families that
refuse vaccinations. They should also be honest in the work they do.
“When we are in the rural area the face to face is much better...” (female, community member, Berbera)
Theme 2: The FGD participants agreed that the approaches used were relevant to their situation. The reasons why were not
fully explained beyond the campaigns being regular and on time. They also felt the vaccination was relevant for their
community needs. They would like to have more people working on the awareness campaign and more equipment, such as
vehicles in place to support the mobilizers.
“It is very relevant how they are doing awareness and have never been late.” (female, community member, Berbera)
Theme 3: The FGD participants were generally satisfied by the support and the services provided by the campaign.
However, as with theme two they requested that more mobilizers and vaccinators should be recruited as there are currently
not enough to reach all of the people, particularly those in HtR areas.
“The vaccinators communicate with us and do the awareness nicely, but it will be better if we have more people working in
awareness, vaccines and transportation.” (male, community member, Berbera)
Theme 4: The FGD participants trusted both the CMs and the vaccinators. There were no areas in which the FGD
participants felt there was a lack of trust. The moderator did not probe on how things were before the awareness campaign
had started so it was difficult to be sure that this trust was due to the work of the campaign and the mobilizers. Community
members would have liked to see more awareness campaigns and more CMs and vaccinators employed. The FGD
participants agreed that community members had sufficient involvement in the campaign. An example of this is community
members working to convince those who do not trust the campaign to vaccinate their families.
“Yes, we are involved as a community. For example when our neighbour refuses the vaccine, we talk to them and tell them
about the benefits of vaccine.” (female, community member, Berbera)
Theme 5: Whilst this theme was not explored in great detail, the knowledge, awareness and acceptance of the vaccine has
increased.
“Yes there is a big change because people used to believe this vaccine will harm their children.” (male, community member,
Berbera)
Theme 6: CM’s can be used to provide information on other health issues. FGD participants agreed multiple issues can be
covered by CMs in their work. Communities need awareness raising on a range of issues. Diseases mentioned included TB,
measles, HIV, diphtheria and ‘cough’. Antenatal care was also discussed. When prompted, community members felt
breastfeeding and campaigns on mosquito nets would also be relevant.
“It is not just the polio, there are many other diseases such as tuberculosis…So we need more awareness.” (female,
community member, Berbera)
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FGD 13. Hargeisa, urban (Wooqoyi Galbeed, Somaliland)
Theme 1: The FGD participants explained that the main means of communication on the polio campaign in the community
are house to house visits, microphones and television. Only one respondent mentioned house to house visits for awareness
raising, suggesting this is not such common practice in the community. It was unclear which was the preferred tool, most
seemed satisfied with receiving information via microphone campaigning. One respondent said they received their
information from the television and felt this was sufficient, although they acknowledged that many in the community cannot
afford to receive information in this way.
“Mostly we used TV as a communication, but there are people who can't afford that kind of communication device and all
they can access is information from the microphone or the community.” (female, community member, Hargeisa)
Theme 2: The FGD participants felt that the approaches used were not implemented long enough in the communities to
persuade reluctant families to vaccinate their children. This was because they are located in a small village far away, and it
took a long time for the CMs reach them and they were unable to stay long enough to make a significant contribution to
behavioural change or to understand the situation in which they were living. They also felt that whilst the vaccination was
important, the environment they live in is very unhygienic and that support should be given to improving this as a way to
protect against other common diseases.
“...they don't know anything about our situation ...they know nothing about us … they just come to do the polio vaccine …”
(male, community member, Hargeisa)
Theme 3: The FGD participants were satisfied with the services they had received, although it was unclear if the FGD
participants were satisfied with the CMs or the vaccinators. However, they felt that more services could be provided with
more campaigns present in the community for longer periods of time. They also stressed that polio disease is only one of
many issues they are facing including poor hygiene and sanitation as well as a lack of access to health facilities. One
respondent felt that the campaign teams do not provide enough information. They do not answer the community’s questions
on the vaccine, they only tell them when the vaccine campaign is scheduled.
“People ask questions when they have conversation … but we never have that talk … all we have is when they call us and
tell us there are vaccinations, nothing more...” (female, community member, Hargeisa)
Theme 4: The FGD participants agreed that they trust both the CMs and the vaccinators. The FGD participants did not
explain further why they trust them except that they have never faced any issues with the CMs, the vaccinators or the
vaccines in their community. The FGD participants could only identify further awareness raising as a way of improving the
trust that exists within the community towards CMs, vaccinators and the vaccine. They did not provide answers to the extent
to which the community are involved in the campaign.
“Yes I trust them and awareness will make more easier for the vaccinators.” (female, community member, Hargeisa)
Theme 5: The FGD participants said that compared to the past, knowledge and awareness of polio the disease and the
vaccine has improved. Although not explicit some FGD participants also talked about the general benefits of vaccination
beyond just polio to other diseases as well. It was not clear if this positive attitude had been driven by the work of the polio
campaign team.
“If some diseases come like measles, whooping cough or polio, the person who has taken the vaccination will get a fever but
not a serious sickness. The educated people know the benefits of the vaccination." (female, community member, Hargeisa)
“…not so long ago … the idea of vaccination was believed to be something else, today…I believe there has been an
improvement … we know the quality and the benefit the vaccination for polio … so there has been a big improvement, may
we get more improvement.” (female, community member, Hargeisa)
Theme 6: SM Net can be used for other health campaigns. Other health areas considered priorities for awareness
campaigns and treatment included measles, TB and whooping cough. They also agreed that SM Net could cover more than
one health topic at a time. When prompted by the moderator, breastfeeding and the disbursement and sensitization on using
bed nets was also seen as key health messages.
“Yes they can do two campaigns at the same time...” (female, community member, Hargeisa)
FGD 14. Hargeisa, rural (Wooqoyi Galbeed, Somaliland)
Theme 1: The FGD participants explained that awareness is mostly done by cars with a speaker. Some have listened to
polio campaign messages on the radio. There was no mention of house to house visits being used as part of the polio
campaign. The tools used were sufficiently clear for the community members. The information provided focused on providing
details of the vaccination dates. However, one FGD participant said they would like more information about the polio disease
and what the vaccination is.
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“There was awareness raising done … the car gives announcements about when the polio is coming, then we get ready for
it and prepare the children.” (female, community member, Hargeisa)
“Most parents don’t understand and they need more information … especially the people in the villages and the rural areas.”
(female, community member, Hargeisa)
Theme 2: The FGD participants complained that the immunization teams do not reach all the houses. They sometimes skip
houses for no reason. They asked for vaccinators to receive more training to address this issue. However, when vaccinators
do come to houses they are well received and FGD participants felt they did a good job of delivering the vaccination. There
was no discussion on the relevance of the communication approaches, but as was discussed in theme 1, it is clear that FGD
participants would like to see more information provided to families on the vaccination process.
“They reach some [houses] and some they don’t. In some cases the vaccinators are kicked out by the male head of the
household because of the vaccination. In other cases the youth who are doing the vaccination say that this house is too far
so let's leave it. It’s better to advise these boys and tell them that they have responsibility…When you ask them about it, they
will say we went there. I would like something to be said to them” (male, community member, Hargeisa)
Theme 3: The FGD participants were in general not satisfied with the information and services provided by the polio
campaign. They would like to see more awareness raising done on both the disease and vaccination in the local
communities. They suggested using the billboards, radio, SMS, and house to house visits using well trained CMs who can
work with mothers in the communities.
“... if they can make a billboard with pictures because some people can't read… and using the FM [radio] … and if SMS can
be added it would be good as well … and also for the people who are being sent to raise awareness to be well trained.”
(male, community member, Hargeisa)
Theme 4: There was very little trust in the vaccinators (it was not clear if this also referred to the CMs as well). They were
seen as under qualified and young for the work they were doing. Vaccinators distributed polio to children in the street without
asking for permission from parents. This had angered some of the parents. There seemed to be limited community
involvement in the programme. Community members wanted house to house visits and sensitization prior to vaccination
teams arriving. They felt this would help to build trust.
“They [the immunization team] don’t have knowledge and didn’t go through doctors … they didn’t get training to do such a
thing … they didn’t go to the houses to meet with the mothers but see the children playing football and just give them the
drops in their mouth … then later go to the houses and ask the mothers where are the children, we are the immunization
team … they won't say we saw kids playing football and we gave them drops.” (male, community member, Hargeisa)
Theme 5: The FGD participants acknowledged that since the vaccination campaigns had begun there has been increased
knowledge and awareness of the vaccination campaign. However, people still have negative views towards the vaccine.
“They believe that the immunization has side effects, I heard that when they inject the baby their legs will be swollen…”
(male, community member, Hargeisa)
Theme 6: The FGD participants stressed there is need for more sensitization on a variety of diseases prevalent in their
community. Diseases included hepatitis and chickenpox; and health messaging related to sanitation and ante natal care.
Other immunizations beyond polio are important. A lot of families do not realize they need to take their children to the clinic
to get a set of injections after birth. Also, there are a lot of traditional practices that are still used. People need to be
sensitized on modern medicines. On prompting, breast feeding was deemed to be important.
“It would be better because the children don’t only need treatment for polio …” (female, community member, Hargeisa)
FGD 15. Baidoa, urban (Bay, South Central)
Theme 1: FGD participants explained that the most common tools used in the community are trucks mounted with
microphones. They have also seen posters about polio put up in the community as well as CMs visiting houses sharing
information on polio and the vaccination. The majority of FGD participants felt that the trucks mounted with microphones
were the most effective tool because they are clearly understood and able to cover a large area (although people who are
deaf cannot hear them). Some thought radio was also an effective tool, although they acknowledged that not everyone has
access to a radio. To improve on current approaches the FGD participants suggested more CMs be recruited to work in the
community to raise awareness. They also suggested that visibility of the disease be increased by putting up posters in local
communities and distributing visual materials such as stickers in local schools.
“The most effective method is the trucks and the youngsters who are conducting mobilization in village. I would suggest that
the number of staff is increased, in order to provide the required services.” (female, community member, Baidoa)
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Theme 2: Generally, FGD participants seemed happy with the approaches that had been previously used. Two respondents
said the approaches used were relevant and that they did not need any further information. However, several other
participants suggested that more CMs were needed in local communities (see theme 1) for longer periods of time (up to 7
days before the vaccination campaign started) to really work with families that are still ignorant of the vaccination benefits, in
order to prevent refusals during the campaign. They also suggested using seminars where local mothers are given training
on the disease. It wasn’t clear if this should be done in groups or done individually by the CMs.
“I support that opinion that the mothers should be given trainings. In this city, there are 10 villages, and all of them should be
given trainings sessions." (female, community member, Baidoa)
Theme 3: The FGD participants all seemed satisfied with the information and services provided by the polio campaign and
the vaccination process. There is nothing they considered to be missing. They felt that the vaccination team did a good job.
“Personally, I have asked them about the advantages of the polio vaccination, and truly they delivered, and I am satisfied
with them.” (male, community member, Baidoa)
Theme 4: Only one FGD participant did not trust the vaccinators (because he did not consider them to be sufficiently
qualified). All the rest of the FGD participants trusted both the CMs and the vaccinators, and the work they do. One
justification for this was that someone who is not well trained in polio cannot then transmit information on polio clearly to
other community members. Moreover, they did not feel that the community was sufficiently involved in the campaign
process. They felt that some consultation is done with community members prior to vaccination, but more could be done.
“The vaccinators are people who have been trained and have good knowledge on the work that they are doing, as such we
have full faith in them.” (male, community member, Baidoa)
"The community is not engaged, and those people come to us only while they are walking." (male, community member,
Baidoa)
Theme 5: The FGD participants all agreed that their knowledge of the disease and polio vaccination had increased since the
awareness campaign began. Prior to this, one FGD participant described how they used to think the polio vaccine was the
disease itself and that vaccinators were infecting children. The question of whether the campaign had changed views of the
vaccination and other health care interventions was not discussed.
“Before the people had no knowledge. But now the mothers understand the advantages of the vaccinations for their children,
and they go for it. So the campaign has changed a lot and things are not the same.” (male, community member, Baidoa)
Theme 6: The FGD participants all agreed that SM Net could be used to address other health issues in the local community,
especially for communities in the refugee camps or those recently displaced by the drought. Current health issues that they
referred to included diarrhoea, measles, poor hygiene and sanitation, whooping cough, and haemorrhoids. When prompted
by the moderator they agreed that breastfeeding would also be another important point to include in sensitization
campaigns, but one FGD participant said this work was already being done in the community. They felt the only challenges
in implementing other health messages would be lack of finances to do so.
“I would have liked that a campaign is made against diseases that are very dangerous to the community in here.” (male,
community member, Baidoa)
FGD 16. Baidoa, rural (Bay, South Central)
Theme 1: The FGD participants had received information via the radio, trucks mounted with microphones, occasionally via
television (if the family had access) and house to house visits. There were mixed responses as to which was the best tool to
use. Some said house to house visits, others the radio and others microphones mounted on trucks. How clear these tools
were or how they could be improved was not discussed by the FGD participants.
“The best approach is that we get the information from the radio.” (male, community member, Baidoa)
Theme 2: Only two FGD participants responded to this question. Both agreed that the approaches used (both
communication and vaccination) were relevant and important for the local community.
“These CMs are representing the community and they are doing their job...” (male, community member, Baidoa)
Theme 3: The FGD participants were all satisfied with the services and information provided during the polio campaign.
They also found the information provided was sufficient and that any questions they had were answered. They would like the
vaccination campaigns to continue and for the number of CMs to increase in their community.
“I asked them if this medicine is good for the children or not. So they told me there is nothing bad with this medicine.” (male,
community member, Baidoa)
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Theme 4: The FGD participants did trust the CMs and vaccinators because they had done a good job in their communities,
particularly to sensitize those who had little trust in the vaccination previously. The FGD participants did feel the community
was sufficiently involved although it was not necessarily clear why this was the case.
“Yes there was a time I tried to kill those who bring the vaccination, and they said to me we are going to explain to you what
we're doing. Then they told me that they are not doing anything bad to our children. And when they gave them [the
vaccination] I saw there was nothing wrong with them, they only got benefit from it. So now even if I am traveling
somewhere, I told them to give the vaccination while I am not here.” (male, community member, Baidoa)
Theme 5: Since the campaign started, the knowledge and awareness on polio vaccination has improved rapidly amongst
both the FGD participants and their community. This has led to an increased demand and distribution of the polio vaccine.
The FGD participants did not say if this had changed their attitude to other vaccinations and health care interventions.
“The community did not know anything about the vaccination and the polio disease. Now they understand, and the
vaccination distribution increased.” (female, community member, Baidoa)
Theme 6: The FGD participants agreed that SM Net can be used to provide information on other health issues in the
community. These health issues include malaria, tetanus and vaccinations for children under the age of 5 years. When
prompted by the moderator they agreed that providing an awareness campaign on breastfeeding would also be relevant.
They felt that multiple health messages could be delivered in one campaign and that this is needed. They did not see any
challenges, but they felt that if more campaigns are added more CMs should also be added too.
“CM will not face challenges... I think they will only face the challenge of covering a large number of tasks. If the operation is
expanded they need to hire and increase number of staff ...” (male, community member, Baidoa)
FGD 17. Dusamareb, urban (Galgadud, South Central)
Theme 1: The FGD participants said they received house to house visits from CMs raising awareness on the polio
campaign. When asked to compare house to house visits with radio messaging the FGD participants felt that house to
house visits are the most effective tool to use because people might miss the messages on polio if it is on the radio.
“There are a lot of ways that you can give people awareness, but the method that they use now is the most useful, because
no one is going to miss it .. they will be going to every household, but if it is on the radio there are people who don’t even
listen to radios ...” (female, community member, Dusamareb)
Theme 2: Only two FGD participants responded to the questions in this theme. They both agreed that the tools used were
appropriate to their situation and that of their families. This was because these tools really engaged community members to
build awareness. They also employed community members and made the effort to go out to the furthest parts of the
community to reach those who might not normally be reached. As such the campaign was very inclusive and employed
people that communities could easily trust. They did not say if other approaches could be used, but it was clear that they
were happy with the current tools being used.
“These tools are the best tools to provide community awareness” (female, community member, Dusamareb)
Theme 3: FGD participants were satisfied with the information received as part of the polio campaign. The respondents felt
that more information and medicine for other health related issues could be added to the campaigns (see theme 6).
“There are many things that are needed. The awareness comes with medicine as it should, but the needs in the city are very
high … there is need for health and for many other things” (female, community member, Dusamareb)
Theme 4: The FGD participants agreed they trusted the CMs and the vaccinators. This was because they believed that the
CMs and vaccinators knew a lot about the disease they were working with. They had also seen a reduction in illnesses in
local communities as a result of vaccination, although this reduction in illness was not exclusively linked to the polio
vaccination. However, in general they could see that vaccinations were beneficial for children.
“The community believes in the vaccination because they know about the polio illness...” (male, community member,
Dusamareb)
Theme 5: The awareness and knowledge around the disease and polio vaccination has improved. It could be improved
even further by bringing community leaders to present seminars to the community on polio and to increase the number of
CMs. FGD participants believed that currently the number is insufficient for the population size they are working with.
“Before the awareness I didn’t understand the importance of vaccination, but now I am aware about the importance of
vaccination, I understood that this illness has only prevention before … there is no cure after...” (female, community member,
Dusamareb)
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Theme 6: The FGD participants agreed that SM Net can be used for other health issues including malaria, diarrhoea,
nutrition and hygiene and sanitation. In addition the community requested extra health services and another hospital.
Discussion on using multiple health messages in one campaign was not discussed. The community felt there might be some
challenges in the initial campaign stage as people would have low awareness on these health issues as well.
“I think they will meet with some challenges, when you bring something new the Somali people want you to make them
understand." (male, community member, Dusamareb)
FGD 18. Dusamareb, rural (Galgadud, South Central)
Theme 1: The FGD participants said the polio campaign used the following tools: SMS messaging; the radio, cars mounted
with microphones, “community attraction programmes” and house to house visits. Which tool is the most effective was not
discussed. All FGD participants agreed the tools were good. The only suggestion for improvements was that there should be
more CMs and that they should have access to better financial incentives.
“The tools they use are good … but I request to increase the CMs’ salary, because the wage they are getting is not enough.”
(male, community member, Dusamareb)
Theme 2: Community members felt the vaccination was relevant for their community, had reached many members and that
the awareness raising campaign was well done. One respondent requested for vaccinations for other diseases to be
included in the campaign as well, in addition to polio. There were no suggestions for how the campaign could be made more
relevant or suggestions for different messaging.
Theme 3: The FGD participants were satisfied with information and services provided. They felt that the CMs and
vaccinators provided a lot of information about polio. They said they would like to receive additional health services and
information on other health issues, such as sanitation (see theme 6 below). The services could also be improved by
including other tools such as radio, microphones and community committees in the approach to campaign work.
“It can be improved if they bring people … who have knowledge of hepatitis, malaria, also to increase the awareness.”
(female, community member, Dusamareb)
“The medicine they used to give to the children benefited us a lot, such as polio drops and we are hoping they bring the
measles medicine now.” (female, community member, Dusamareb)
“Yes we are satisfied. When a person who is well trained gives you information … you will feel it was useful…and the people
who are sent are trained so that is why people are satisfied.” (female, community member, Dusamareb)
Theme 4: The FGD participants trusted the CMs and the vaccinators. They felt that the community could be more involved
in the vaccination and awareness raising campaigns by giving community members jobs as part of this campaign.
“Yes I am confident with the awareness. They give the children vaccination in a good way.” (male, community member,
Dusamareb)
Theme 5: The moderator did not ask if awareness had increased in the local community but FGD participants indicated that
it had. Their interest in receiving other health care and vaccinations for other disease showed their positive attitude towards
other health care interventions as well.
“The medicine they used to give to the children benefited us a lot, such as polio drops, and we are hoping they bring the
measles medicine now.” (female, community member, Dusamareb)
Theme 6: SM Net could be used for other health issues. Health issues relevant to the community included diphtheria,
hepatitis, TB, whooping cough and measles. The community need awareness raising and medical support in all these areas.
They are also lacking an MCH in their community which they stressed a need for. The moderator did not discuss with the
FGD participants if more than one health message could be incorporated in once campaign or if SM Net might face any
challenges in implementing other health messages in the local community.
“I would add to have more hospitals and MCHs. Wabari district doesn’t have an MCH, so I am asking that they increase it for
us.” (male, community member, Dusamareb)
FGD 19. Mogadishu Shibis, urban (Banadir, South Central)
Theme 1: The FGD respondents mentioned house to house visits, radio, tv and cars with mounted microphones as the
communication tools, suggesting these are the most commonly used communication tools in their communities. Two
respondents said that cars mounted with microphones are the best tool to use whilst four respondents said that house to
house visits were the more effective approach. Those suggesting house-to-house visits said they were unable to get as
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much information from mounted microphones, television and radio as they were able to do in person with a CM. Further
there are times when certain roads are blocked which means only people walking on foot can access. Another community
member said the microphones are the best because people are able to hear the information whether they are in school,
home or work. Furthermore, CMs can only cover a few households before they get tired, meaning community outreach is
low.
“The CMs are most effective tool that can be used in the awareness campaign because when you listen the radio or watch
the TV you can’t find enough information … but when the CMs visit the house and give you information face to face it is
easier to access all the information and to be able to understand the concept of the awareness” (female, community
member, Mogadishu Shibis)
Theme 2: The FGD participants felt the polio campaign was relevant for their community, where the risk of children getting
infected with polio is high. The campaign was also relevant because the campaign organizers selected CMs from the
community who knew how to make the message more contextually relevant for communities. They said they would not want
to have other communication approaches, although there was some confusion as respondents thought that the moderator
was asking if SM Net should use different approaches for different types of community members (i.e. businessmen). They
felt the awareness campaign could be even more relevant by making sure CMs are sufficiently trained.
“I would give them [CMs] training in the beginning to increase their knowledge. When a person has enough knowledge he
can be able to provide a quality service” (male, community member, Mogadishu Shibis).
Theme 3: The FGD participants were satisfied with the services delivered although one respondent felt that it would be more
appropriate if there were some more male CMs in the programme in order to be able to talk the male members of the
community.
“I am not that much satisfied because some critical gaps exist. Only women are working [as CMs]. There are a lot of men
who are jobless and we would like to give the men a job opportunity because women are not able to cover the whole work…
men are more suitable to give awareness to the men and women to the women…” (male, community member, Mogadishu
Shibis)
Theme 4: The FGD participants all agreed that they trust the vaccinators and CMs because they have proven over the years
that they are there to serve the community. The CMs provided a lot of information about the polio vaccine and polio disease
and as such they have been able to build trust within the community. They also felt that the community was sufficiently
involved in the campaign. For example, if they participated in the campaign they could also share that information with their
neighbours. However, they would like more community members to be part of the CM team and to take part in the CM
training.
“Yes, the community trust the mobilizers and vaccinators because if we don’t trust we don’t take anything from them. As we
are the community representatives we can say people trust the mobilizers and vaccinators. If the child was in school they
came back and attempted three times … when they did that we felt they have more interest in our children’s health and that
increased our confidence.” (male, community member, Mogadishu Shibis)
Theme 5: The FGD participants all agreed that knowledge and awareness has increased since the CMs began their
mobilisation campaigns. Before some of the respondents believed the polio vaccine itself carried diseases and did not
understand how the vaccine worked. They did not say if this had changed their attitudes towards other vaccinations and
health issues.
“Yes, it has made huge change, there has been a gap of almost four months that we have not received vaccination, and
people are asking each other what happened to the vaccination, and that shows us how the people have changed their
perception towards the polio disease.” (male, community member, Mogadishu Shibis)
Theme 6: SM Net can be used to address other health issues in the community. Other health issues raised included
diarrhoea, cholera, malaria and measles. Only one respondent discussed having multiple messages in one campaigns and
they felt this would not be possible because these diseases take places at different times throughout the year.
“... in the summer time to train people to clean their hands and wash with soap to prevent cholera disease, and to use
mosquito nets … but we can’t have the awareness at the same time because every disease happens at a specific time so
need the awareness for each and every disease at its time.” (community member, Mogadishu Shibis)
FGD 20. Mogadishu Hodan, urban (Banadir, South Central)
Theme 1: The FGD participants said that most community members heard about the polio campaign either through house to
house visits or from microphones in the community centres. Some thought using microphones was best especially if
someone is away from home when the CMs do their door to door campaigning as they might miss the message, whereas
they are less likely to miss it if the message is delivered in a public area. Others thought house to house visits were more
important as they allow the CMs to take time to support families that are reluctant to take the vaccine. One respondent felt
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that a mixed approach would be better, as they are communication tools used by different people at different times.
“All that you have mentioned are important, because whether it is radio, microphone, and television or if it is face to face,
they are all used by the people... for those who are in the homes, they are visited in their homes and for those who in the
market they hear it from the radio....” (male, community member, Mogadishu Hodan)
Theme 2: The FGD participants felt that the approaches used to communicate on the polio vaccine and deliver the vaccine
were relevant to them and their children. One participant described how the programme had considered the needs and size
of each district and provided sufficient numbers of mobilizers. Another described how the CMs walk together, one male and
one female CM, so that they are able to talk to all members of the household, be they male or female that are at home when
they visit. As such they suggested that the future success of the programme should build on these areas of success.
“A male and female work together and if there is a male in the household, the male will go first to the house and starts
greeting and if there is a female in the household the lady will go into because we are Muslims who have faith." (male,
community member, Mogadishu Hodan)
Theme 3: The FGD participants were satisfied with the information that they received and the services provided. They felt
that any questions they had were addressed. To improve on the services provided the FGDs suggested that CMs should
receive further training to improve their capacity.
“Yes, I am satisfied. When they bring medicines to us we ask them whether they are expired … so they show us the carton
and convince us." (female, community member, Mogadishu Hodan)
Theme 4: The FGD participants trusted the CMs and the vaccinators and had not encountered any issues with them. They
also felt that the community had sufficient involvement in the campaign. When people learnt about the vaccine they shared
this information with their neighbours. To enhance community involvement one respondent suggested including local
businessmen, midwives, teachers, mothers and doctors in the CM training.
“In the previous times, people did not trust the vaccine, nowadays the mobilization increased and it is now trusted and we
did not meet any challenges because polio has no treatment except prevention.” (female, community member, Mogadishu
Hodan)
Theme 5: The FGD participants all agreed that their knowledge and awareness has increased. However, there are still a
small minority in the community that still refuse the vaccine because of low awareness. FGD participants explained that
these people are often IDPs residing in the camps,
“For the internally displaced people from the camps, it is very difficult for them as they are on move frequently. The other
issue is that the people in the camp only listen to the person in charge of the camp. So in order to improve the campaign
further the camps should be targeted." (male, community member, Mogadishu Hodan)
Theme 6: SM Net can be used to address other health issues that are prevalent in the community. These include diarrhoea,
measles and malaria, hygiene and sanitation. The FGD participants stressed that CMs should provide medicines as part of
the awareness in order to ensure community members are satisfied with the campaign. The FGD participants agreed that
only one health topic should be covered at a time.
“Health messages can be combined … but each one is best done separately … otherwise we [the community] will be
confused.” (male, community member, Mogadishu Hodan)
FGD 21. Afgoye, urban 1 (Lower Shabelle, South Central)
Theme 1: The FGD participants described receiving house to house visits and hearing the message on polio through the
microphones, radio and television. The house to house visits were the most effective tool. Suggestions for improvements to
the tools included providing CMs with projectors so that they can show videos of the awareness campaigns to larger
audiences in the community.
“We heard it in many different ways but the best approach was household visit...” (female, community member, Afgoye)
Theme 2: The FGD participants agreed that the approach used by SM Net was the most relevant for their situation. This
was because the approach of social mobilization followed by vaccination had increased the number of families willing to
have the vaccination done. They felt that the messaging should not have been different but one participant did suggest that
religious leaders and community elders could be involved in the campaign, i.e. by spreading the message in the local
mosque for example.
“The vaccine is taken appropriately; both CMs and vaccination team work together, you can understand the level of polio
and it eradicates [polio]…” (male, community member, Afgoye)
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Theme 3: The FGD participants were satisfied with the information and services provided to them during the vaccination
campaign. They did not think any information was missing from what was provided by the social mobilisation team. They
also felt any questions they had were sufficiently answered by the team. In the future, they would like the team to add
information on measles and to bring medicines such as painkillers, deworming tablets, chlorine tablets, bed nets and
treatment for malaria. To increase the quality of services provided, the CMs should cooperate with the community to address
refusal rates. They should also receive adequate training. Finally, there should be sufficient CMs for the population size. This
may mean increasing the number of CMs in the local community.
“Yes, because we ask them many questions like ‘does the vaccination have fever… and how many days will it last?’ and
they give us answers to our questions ...” (male, community member, Afgoye)
Theme 4: They all trust the CMs and the vaccinators. This is because they believe that the CMs and vaccinators performed
well at their job, they are local residents and they are from different clans, so they do not discriminate in the services they
provide. Over time the community members also saw the benefits that vaccination had on their children. Community
involvement was not discussed in great detail but one FGD participant did describe how those who know about the benefits
of the vaccination work with community members who have less confidence in the vaccination team to make sure the
vaccination is given. They felt that trust could be improved further with more awareness raising in the community by CMs.
There should also be more coordination between community and CMs.
“The vaccinators are local residents and belong to all clans … there is no discrimination they are all same … we are
confident because they are our people and they perform their job well.” (male, community member, Afgoye)
Theme 5: Knowledge and awareness of the vaccination has increased. Previously families were very wary of the
vaccinators but now community members are very willing to have their children vaccinated and actively seek out the
vaccinators.
“…There is a big change. I remember a Somali mother who used to refuse for her children to take the vaccine, but she
recently accepted when she saw me taking the vaccine. Furthermore, the mother carries her children on her back to the
vaccination places like MCHs … there seems to be more confidence now the benefit of the vaccine has been seen.” (female,
community member, Afgoye)
Theme 6: The FGD participants agreed that SM Net can be used for other health issues in the community. Health issues
that were raised by the participants included measles, malaria, typhoid and for raising awareness on breast feeding. When
prompted they also agreed sensitization on WASH would be important. They felt that if the campaign is implemented as it is
now there would not be any challenges faced in their community. They also felt that more than one health message could be
covered in a social mobilisation campaign at one time.
“In my opinion, it is better to cover more than one campaign on ‘awareness’ because there is what is called the 'Nutrition
program', there are 'six killer diseases' and there is also 'malaria' so SM Net could be used for many programmes and it is
not appropriate to use only one ...” (male, community member, Afgoye)
FGD 22. Afgoye, urban 2 (Lower Shabelle, South Central)
Theme 1: The FGD participants all described receiving house to house visits from CMs prior to the vaccination campaign.
One participant described hearing information from cars mounted with microphones prior to the house to house visits. They
were satisfied with these visits and felt the information provided was sufficiently clear. They could not identify ways in which
this could be improved except to provide information on other health issues, in particular hygiene and sanitation. They also
suggested that CMs should focus their attention on the most vulnerable within their community. One FGD participant also
thought it would be better to gather all the community members in one place to deliver the sensitization on polio rather than
have CMs go individually from house to house.
“The approach used (by SM Net) was beneficial. It was a good way that the community of Afgoye were satisfied, and we are
happy about the awareness...” (female, community member, Afgoye)
Theme 2: The moderator did not discuss section two in much detail with FGD participants. However, in general the FGD
participants were satisfied with the messaging provided through SM Net and would not look to change it. They also felt the
approach using house to house visits was appropriate to the context in Afgoye. It could be further improved by engaging
religious leaders, scholar and school teachers in the community to deliver the message on polio.
“…the school teachers, scholars, religious leaders - people with knowledge and trust [within the community], those should
spread the message [about polio] to the society” (female, community member, Afgoye)
Theme 3: The FGD participants were satisfied with the information and services provided to them during the polio campaign
and vaccination process. They felt any questions they had were sufficiently answered on polio but they would like further
support on other health issues, including nutrition and deworming (see theme 6). They also noted that there are still
community members who refuse the vaccine so there needs to be further campaign work done in their community.
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“There is no missing information that am aware of now.” (male, community member, Afgoye)
Theme 4: The FGD participants all agreed that they trust the CMs and vaccinators because of their professionalism and the
awareness that was provided alongside the polio vaccination. They have also the seen the benefits of vaccination amongst
the children who have received them and those that have not. To increase community trust further they should do more
awareness in the community and work with religious scholars and elders. The FGD participants agreed that there was
sufficient community involvement in the SM Net campaign. Most community members spread the information on the polio
vaccine to their neighbours whilst others choose to become employed by the campaign.
“I am a member of the community elders, we are confident on the work they are doing for us. The youth who work on the
campaign they get along with the people and make them understand about the vaccination, without the awareness the
vaccination work can be done.” (male, community member, Afgoye)
Theme 5: The FGD participants felt both theirs and the wider community’s knowledge and awareness around polio the
disease and the vaccination had increased since the CMs and the vaccinators began working in the community. Before
community members were wary to get their children vaccinated but now they actively seek out vaccination teams.
“Like I told you before I am 80 years and did not used to believe the vaccination. Now I believe it and so there is a big
change. If I had not have seen the benefits then I would not cooperate with them, but because I have now seen these
effects, I am cooperating with all the campaigns that come, for the awareness for the children of Somalia, my children and
my grandchildren.” (male, community member, Afgoye)
Theme 6: SM Net can be used for other health messages. The FGD participants suggested the following health issues:
deworming, nutrition, malaria, hygiene and sanitation. When prompted they also considered promoting breastfeeding as a
valuable health message for the community.
“I believe there is nothing in that community that will be against it…they don’t have… medicine…in Afgooye, if something
happens to someone they have to take them to Mogadishu.” (male, community member, Afgoye)
FGD 23. Kismayo, urban 1 (Lower Juba, South Central)
Theme 1: Three participants felt that house to house visits were the most effective communication tool to use because it
guaranteed that community members would receive the message on polio. Three participants felt that cars or people walking
on foot with microphones were the most effective tool because they have a larger coverage area. Only one of the FGD
participants did not think the tools used were sufficiently clear. The reason given was that using microphones meant that
community members who did not understand what was being said over the microphone could not have their questions
clarified this way. To improve the tools the CMs should be provided with the necessary equipment to deliver the work. The
number of CMs and vaccinators should also be increased to cover the total population of the area.
“I think installing microphones to a moving car is the best, so that each and every one will hear what the campaign is about.”
(female, community member, Kismayo)
Theme 2: The FGD participants all agreed that the approaches used to communicate on the polio vaccine and to deliver the
vaccine to their children was relevant. The main reason given for this is that polio the disease is a highly relevant issue for
the local community. The majority of participants were satisfied with the approaches and messages used. One FGD
participant suggested also using TV and radio to spread the message on the polio campaign. Another suggested increasing
the number of CMs operating in the area.
“The polio disease is serious for the children, and the campaign is relevant and appropriate to the context.” (female,
community member, Kismayo)
Theme 3: They were all satisfied with the information provided during the polio campaign and considered this sufficient.
FGD participants were less sure about the vaccination services provided. In particular, they felt there were not enough
vaccinations for the community and they were not always sure about the quality of the medicine provided and the equipment
it was stored in.
“.. most of the time, the medicine is not enough … and also the quality of the medicine is very low so we request that they
bring us high quality medicine.” (female, community member, Kismayo)
Theme 4: The FGD participants all trusted the CMs and the vaccinators because they felt that the team had delivered a
good service to the community. However, they felt that the services both in terms of awareness raising and vaccination were
not sufficient for the size of the community and so they requested more medicine and more vaccinators. They suggested
establishing community committees to further improve the work in the community. They felt that there was sufficient
community involvement as mothers were required to make a decision on whether the children are vaccinated or not.
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“I think first they should give enough awareness to the parents, especially mothers. If you said to Somali mothers take this
medicine and give to your child, she will not accept because she already heard that the medicine itself carry diseases, so I
think first they should receive enough awareness.” (female, community member, Kismayo)
Theme 5: They all agreed that their knowledge and awareness around polio the disease and the vaccination had increased
since the CMs arrived. However, there are still pockets of the community that lack awareness and still refuse to take the
vaccine.
“Yes, it has changed things. I told you before how there were scandals saying that the vaccination itself is a disease but now
we realize its advantage.” (female, community member, Kismayo)
Theme 6: SM Net can be used to address other health issues in the community including whooping cough, diphtheria,
tetanus, TB, malnutrition, malaria and measles. They also said that they urgently need an MCH. They anticipated similar
challenges as those faced by CMs in the current SM Net for any future health programmes. The FGD participants all agreed
that there should only be one health message delivered at a time to allow sufficient attention on each health issue. When
prompted, they agreed that breast feeding and WASH would also be important issues to address in a campaign similar to
SM Net.
“I think it is good to do one campaign every three months … when they finish that campaign then they will start the next
one.” (female, community member, Kismayo)
FGD 24. Kismayo, urban 2 (Lower Juba, South Central)
Theme 1: The FGD participants differed in their opinion of which was the most effective tool to deliver the polio campaign.
Some said cars mounted with microphones were the best option because of their ability to reach large numbers of people
(5). Other participants thought radio or tv were the best means of transmitting information (3). Another participant felt that
posters were most effective (1). Finally, some FGD participants thought house to house visits were best because it is more
effective to explain about polio and understand who is interested in the vaccine face to face (2). In general, all the tools
covered were considered to be clear. However, the participants noted that there were insufficient numbers of CMs for the
area. This issue was worsening as the number of refugees entering the area increased. The FGD participants felt that CMs
needed to do more awareness raising, particularly amongst population groups that are new to the town.
“…CMs are very few and you may see only two people who are working in all the villages. So they may not be able to go all
around the village and that's why they used the radio. So what I would like is if they increase the number of CMs...” (male,
community member, Kismayo)
Theme 2: The FGD participants agreed that delivery of the polio vaccine was very relevant for their community as polio was
prevalent in their area. Most FGD participants were satisfied with the approaches used although they felt that with the large
influx of refugees into the town without sufficient knowledge on the disease or vaccinations the campaign needed to be remobilized to address these people specifically.
“There are many people who have no idea about polio, especially refugees, so they need to have more awareness” (male,
community member, Kismayo)
Theme 3: The majority of FGD participants were satisfied with the information and services provided during the polio
campaign and vaccination. One FGD participant said he would have preferred more information and several FGD
participants agreed that there are insufficient CMs to provide information about the polio disease and vaccine equally across
the community they live in. They would like to see CMs provided with adequate equipment and training to be able to do their
job effectively.
“It was not enough [information] for me, because the employees are very few, so not everyone in the community gets the
information.” (male, community member, Kismayo)
Theme 4: The FGD participants all trusted the CMs and the vaccinators. However, they were not satisfied with the agency
that employed the CMs or the MoH as they felt that they had not provided enough CMs to cover the community; nor had
they provided them with sufficient equipment (i.e. vehicles to move around the community). They also felt that some of the
CMs should be men as currently they are all women and this means that they can only talk to other women in the
community. They felt community involvement in the campaign could be improved if more men as well as women were
involved in the campaign and if religious leaders, scholars, elders and businessmen were involved in the campaign in some
way.
“I don't have any problem with the CMs but I'm criticizing the agency and Minister of Health because they are the ones who
send these employees. They [the employees] are doing a good job, the only problem is there are too few. It would be much
better if they sent four people for each village instead of two … so that will make the work better. That’s the only problem we
have and it's good if they can talk about that.” (male, community member, Kismayo)

171

Theme 5: They all agreed that their knowledge and awareness around polio the disease and the vaccination had increased
since the CMs arrived. They also felt that there had been more positive attitudes and increased demand towards polio
vaccination. One FGD participant also said that he had the knowledge about measles, not just polio.
“Before they used to believe these vaccinations are diseases but lately there are more awareness about the polio and how
we can prevent it …” (male, community member, Kismayo)
Theme 6: SM Net can be used to cover other health messages. Health issues in the local community included measles,
diarrhoea, malaria, TB and whooping cough. Once prompted by the moderator, WASH and breast feeding were also
considered as two health messages that would also be considered relevant for the local community. Two FGD participants
felt it would not be appropriate to have more than one health message per campaign whilst in contrast two FGD participants
felt that it would be possible. Challenges of implementation were not discussed.
“We are very thankful to this SM Net organization and these discussions we have about polio … but there are other diseases
like malaria, so if they can use this there is no problem.” (male, community member, Kismayo)
FGD 25. Dollow, urban (Gedo, South Central)
Theme 1: The FGD participants described receiving information on the polio vaccination campaign via television, cars
mounted with microphones and house to house visits. They also used to receive information on their mobile phones, but this
had not happened recently. Most participants had seen one or more awareness tools, suggesting the approach used in the
community was quite mixed. Generally, FGD participants agreed that using the cars with mounted microphones was the best
approach for raising awareness in their communities. They felt the tools that were used were sufficiently clear. They would
like SM Net to use the radio to raise awareness on the polio campaign.
“The best methods are the car with the microphone, radio, television and the mobile messages...” (male, community
member, Dollow)
Theme 2: They felt that the approaches used to communicate on the polio vaccine as well as the delivery of the vaccination
to their children was relevant to their context. This was because polio was seen as a relevant issue for local community
members. Apart from two participants who would like the polio campaign to be broadcast on the radio the other FGD
participants were satisfied with the messages and approaches used and would not want anything changed.
“There’s no gap at all. I think they worked hard…they madea lot of effort, and they convinced the community and the whole
population.” (female, community member, Dollow)
Theme 3: The FGD participants were all satisfied with the services and information provided by SM Net. They also found
that the information provided was sufficient and that their questions were answered by the CMs and vaccinators. They did
not request any additional support for polio but they did request support for other illnesses (see theme 6)
“We are really satisfied with how they do their tasks.” (male, community member, Dollow)
Theme 4: The FGD participants all trusted the vaccinators and the CMs. They trusted them because of their professionalism
and dedication to serving their communities. They felt that trust could be further improved by doing regular campaigns and
continuing to show the same dedication to the community. The participants also felt the community was sufficiently involved.
They cited examples of how they worked with the campaigns to sensitize other members of the community and alert them to
potential cases of polio.
“For example I heard of a sick child in Qansaxlay Village … I shared with them [the CMs] and they listened to us … they
request us to go with them to where that location is … we ride their car we go there and show them the sick child.” (male,
community member, Dollow)
Theme 5: The knowledge and awareness of the community and the FGD participants has increased since the CMs became
more active in their community.
“... now we have enough experience about polio, and we can prevent and cure the child before the polio affects them...”
(male, community member, Dollow)
Theme 6: SM Net can be used to address other health issues in the community. Health issues raised included female health
issues in particular, including antenatal and postnatal care, breastfeeding and malnutrition. They also mentioned other
diseases such as malaria, measles and whooping cough. Two FGD participants felt that only one health message per
campaign should be used. One FGD believed that measles, malaria and polio can be easily combined into one health
message. Finally, they did not foresee any challenges in implementing additional health messages, provided that sufficient
staff where provided to cover all the additional information.
“I think for those going to the rural areas with transportation, medicine and a refrigerator they should be accompanied by
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other people that treat measles and prevent malaria … so I support combining them together.” (male, community member,
Dollow)
FGD 26. Dollow, rural (Gedo, South Central)
Theme 1: The FGD participants said that mobilization teams used microphones mounted on cars, stickers and posters that
they distributed in the community and awareness raising campaigns on the television. They did not seem to have received
many, if any, house to house visits. They preferred the microphone as a tool because it is able to cover a large area in a
short period of time.
“The most effective tool is the microphone, because even if we’re sitting here or outside the home we can hear what they’re
talking about...." (female, community member, Dollow)
Theme 2: Most of the FGD participants felt that the community would benefit from having more than one CM(which is what
they currently have). With more CMs they could have house to house visits which they considered would be a more relevant
approach for the community. They would also like these CMs to be highly qualified staff and that the community should be
involved in developing and implementing the programme in their community. In addition, they would like to see the number
of people using microphones to also increase.
“There’s another alternative … where they call two people to be representatives from the local community to give them
awareness.” (male, community member, Dollow)
Theme 3: The FGD participants were all satisfied with the services and information provided by SM Net. They also found
that the information provided was sufficient and that their questions were answered by the CMs and vaccinators. Their only
suggestion for improved services was to increase the number of mobilizers active in their community and if the community
could be more involved in the implementation of the programme.
“It could be improved if they come together and hold meetings. They should meet to provide awareness tothe community,
that is how I think it could be improved." (male, community member, Dollow)
Theme 4: The FGD participants all trusted the vaccinators and the CMs. They did not specify why this was the case in the
FGD. As covered in theme 3 they felt there should be great community involvement in the campaign, both in designing the
programme in their area and recruiting local community members to be CMs and implementing the programme.
“It could be improved by recruiting local community members into the campaign.” (male, community member, Dollow)
Theme 5: The knowledge and awareness of the community has increased since the CMs became more active in their
community. The participants described how there had been positive behaviour change in the community with more people
agreeing to have their children and themselves vaccinated.
“We used to believe that it’s not a good thing for us [the vaccine] and for our children. We told them [vaccinators] to leave us
alone, we don’t need your vaccination, but now we don’t refuse, because we realize its advantage and its importance.”
(female, community member, Dollow)
Theme 6: SM Net can be used to address other health issues in the community. Health issues raised included: typhoid;
cholera, TB, measles, malaria, hepatitis, hygiene and sanitation. All the FGD participants believed that more than one health
message could be covered at one time in the local community although it wasn’t clear if this referred also to being covered
under one health campaign. They did not foresee any challenges in implementation apart from a lack of transportation.
“Yes, it is possible to use other campaigns … they can be vaccinators for polio and they can work on typhoid, cholera, and
tuberculosis." (male, community member, Dollow)
FGD 27. Jowhar Horsed, urban 1 (Middle Shabelle, South Central)
Theme 1: In general community members felt that house to house visits were the better approach over radio and television.
This was because CMs are able to build stronger relationships and identify issues with specific families towards vaccination.
They did not discuss what methods are actually used in the community and what could be done to improve existing
methods.
“To visit people's house is the best approach … once, CMs visited a house and the household…refused and then local
people were sent to the family by the CMs and then the family was given awareness and then they accepted the mobilization
and they apologized for their first refusal so that is why visiting is important.” (community member, Jowhar Horsed)
Theme 2: This theme was not well understood by the FGD participants. The FGD respondents felt that the approaches used
were relevant, although they were not able to clearly explain why this was the case. They felt that the approaches used
could be improved by ensuring that there is more monitoring of the CMs in the communities.

173

“An improvement could be made ... they should be monitored because if a person is aware that there is monitoring he/she
might be afraid, though Allah's fear is the most important.” (community member, Jowhar Horsed)
Theme 3: The FGD participants were mostly satisfied with the work that the CMs do, but they felt that sometimes they did
not answer all of their questions around the polio vaccines or made mistakes when they provided answers. They would like a
complaints committee to be set up so that community members can provide feedback on the CMs. They also felt that not all
the community members had been reached by the CMs in the polio campaign and so they would like to see the CMs
complete this work in the community. They felt the community was sufficiently involved in the campaign.
“Yes…they do their work well though they sometimes make mistakes but they do a good job.” (community member, Jowhar
Horsed)
Theme 4 and Theme 5: Theme 4 was not fully addressed by the moderator but was covered under theme 5 in the
participants’ responses. The FGD participants all trusted the vaccinators and the CMs. They did not specify why this was the
case. They also said that there was sufficient community involvement, but did not explain this further. The knowledge and
awareness of the community and the FGD participants had increased since the CMs became more active in their
community. They described how there had been positive behaviour change in the community with more people agreeing to
have their children and themselves vaccinated.
“I personally believed that vaccination is something strange for children and that the vaccinators were contractors, but we
realize today, as community, that vaccination is useful and that these people are not contractors but they [CMs] think about
the safety of the community. We have understood a lot and we are satisfied with it.” (community member, Jowhar Horsed)
Theme 6: SM Net can be used to cover other health messages. Health issues in the local community included measles,
diarrhoea, malaria, typhoid and cholera. FGD participants felt it would not be appropriate to have more than one health
message per campaign as it might cause confusion amongst community members. Challenges of implementation would be
similar to those faced currently by SM Net. They will need to adequately train CMs and increase their numbers to overcome
these challenges.
“More than one campaign could be covered but it is better to cover one at a time so the community may have time to
understand it well … otherwise they will not understand and it will confuse them, for example, if polio is being talked about
today and then sanitation should be talked about tomorrow.” (female, community member, Jowhar Horsed)
FGD 28. Jowhar Hantiwadag, urban 2 (Middle Shabelle, South Central)
Theme 1: The FGD participants felt that face to face visits were the most appropriate communication tool for their
community. They suggested more awareness raising would help to improve the programme
“The most useful is face to face … because they may not have tv or radio. Sometimes they may have a radio but they don't
listen.” (female, community member, Jowhar Hantiwadag)
Theme 2: This theme was not well understood by the FGD participants. The FGD respondents felt that the approaches used
were relevant, although they were not able to clearly explain why this was the case.
“They treated us nicely. They knocked on our doors and the women come into our house and they talk to the head of the
house the mother or the father.” (female, community member, Jowhar Hantiwadag)
Theme 3: The FGD participants were all satisfied with the services and information provided by SM Net. They also found
that the information provided was sufficient and that their questions were answered by the CMs and vaccinators. There only
suggestion for improved services is to increase the number of vehicles the mobilizers have access to as currently they walk
long distances.
“I am satisfied with their way of vaccination … it is very organized and they convince us ...” (male, community member,
Jowhar Hantiwadag)
Theme 4: The FGD participants all trusted the vaccinators and the CMs. They trusted them because of their professionalism
and dedication to serving their communities. They also felt they were able to provide them with all the information they
needed. The participants also felt the community was sufficiently involved although they did not clearly explain why this was
the case.
“I trust the CMs. They will explain to you what this medicine is and why it is good…and the second one [vaccinator] has the
medicine while you are in your house. It's a very good thing”. (female, community member, Jowhar Hantiwadag)
Theme 5: The knowledge and awareness of the community and the FGD participants has increased since the CMs became
more active in their community. With this knowledge has come increased demand for the vaccination within the community.
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“Yes our knowledge has increased … people understand more now and they know this disease is a killer.” (male, community
member, Jowhar Hantiwadag)
Theme 6: SM Net can be used to cover other health messages. Health issues in the local community included diarrhoea and
colic. FGD participants felt it would be appropriate to have more than one health message per campaign, for example
combining polio and cholera.
“They will make you understand about how to you these medicines whether is diarrhea, colic or polio.” (female, community
member, Jowhar Hantiwadag)
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ANNEX 6. IDI QUESTIONNAIRE RESULTS
Table 8 presents the quantitative findings from Tools 1 and 2 for all three zones, as well as for the whole sample (including the two respondents
interviewed in Nairobi and working at the overall country level). Research questions 14 and 16 were explored solely through FGDs and the
findings are therefore not presented in this annex.
Table 8. Quantitative findings from Tools 1 and 2101112
Zone
Question
Overall13

Puntland

Somaliland

South Central

Research question: 1. Are the interventions by SM Net in line with programme needs?
Theme: Perceptions on compatibility of SM Net with programme requirements
In your opinion what
were the main
programme needs of
SM Net? (text) (x20114)

51% (32/63) of respondents said that the
main programme need was to raise
awareness around polio, particularly through
awareness campaigns. Other common
responses across the three zones included:
to raise awareness specifically on polio the
disease and the vaccination as well as to
increase the demand for polio vaccination
and contribute to the eradication of polio in
Somalia.
In Nairobi the two respondents said that the
main programme needs of SM Net were to:
1) track nomadic populations and ensure
they were vaccinated and 2) to respond to
the recent outbreaks of polio in Somalia.
Quotes
“Polio is a big challenge in Somalia. It’s a

This question was not always well
understood.

This question was not always well
understood.

62% (8/13) said it was to educate and
encourage community members to take the
polio vaccine.

63% (15/24) said awareness raising on polio
was the main programme need, particularly
through awareness campaigns.

Other responses included: awareness
raising on polio the disease (3); eradication
of polio from Puntland (1); prevention of
polio in Puntland (1).

Other responses included: increasing
communication between the MCH and
communities (4); creating awareness of the
polio vaccine (3); awareness campaigns run
prior to vaccination rounds (2); increasing
vaccine uptake (5); microplanning (3);
awareness raising on measles (1); removing
fears around polio in local communities (1);
increasing the number of CMs in
communities (1).

Quotes
“In my belief, it was a matter of not just
curing polio but prevention of polio. The
project’s objective was to address the need
of prevention and to do this we needed to
communicate to the community the benefits
of the vaccination drops instead of just

35% (9/26) said that the main programme
need was to implement awareness
campaigns on polio in order to support polio
immunization services.
Other responses included: improving
community awareness on polio (5);
eliminating polio from Somalia (5); improving
community awareness on the polio vaccine
(6); implementing polio vaccination services
(3); addressing community health needs (1);
working with community and religious
leaders (1).
Quotes
“In my opinion, the main need is to eradicate
polio out of Somalia completely." (male,
zonal level actor, Mogadishu)

Quotes

10

Figures have been rounded up or down to ensure they add up to 100%.
The total sample sizes (N) for Tools 1 and 2 are as follows: Tool 1 (70), of which Nairobi (2), Puntland (13), Somaliland (24) and South Central (31); Tool 2 (56), of which Puntland (12), Somaliland
(16), and South Central (28). In some cases questions were not fully understood by respondents, so their answers were not included in the denominator to calculate relevant indicators.
12
All respondent quotes in this annex were edited for clarity, and respondent details anonymized to “district/regional/zonal level actors” to protect their privacy.
13
The overall indicator values for Tool 1 questions include the 2 IDI responses from Nairobi.
14
Question numbers for Tool 1 were preceded by an ‘x’, whereas those for Tool 2 were preceded by a ‘y’.
11
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How did SM Net
address those needs?
(x202)

very conservative community [...] In 2013
and 2014 we had huge outbreaks of polio in
Somalia, because children were not
immunized. So we put in place CMs and
started to build this network. The main aim
was to mobilize the community and provide
immunization. We now use it for other things
as well." (male, Nairobi)

administering them." (Male, zonal level
actor, Garowe)

Across all three zones, respondents
described SM Net using a variety of different
communication tools including house to
house visits, radio, television, SMS, cars
with microphones and community meetings
to raise the awareness of polio in local
communities. They also engaged with local
community leaders and religious elders and
carried out advocacy activities with local and
national government.

80% (8/10) of respondent said house to
house visits were used to address SM Net
programme needs.

In Nairobi respondents talked about the
house to house visits and the role of the
RSMCs and ZSMCs in ensuring that the
message communicated by CMs was
correct across all regions.

“Social mobilisation, to increase awareness
of the community and to increase the uptake
of the immunisation services." (male, zonal
level actor, Hargeisa)
“To improve community awareness towards
the specific topic of health and to remove the
misconceptions towards polio." (Male,
regional level actor, Borama)

Other responses included: mass
communication campaign (4); media (4);
community meetings (2); advocacy with
Government institutions (1); mass
mobilization (1).
Quotes
“Through media, house to house, and
community meetings. I believe that we need
to do more media campaigns even when we
are not doing vaccination campaigns."
(Male, district level actor, Bosaso)
“We did house to house visits, meetings with
community leaders and also radio
campaigns." (male, zonal level actor,
Garowe)

29% (6/21) said SM Net responded to
programme needs by implementing a clearly
defined and well-coordinated structure. 24%
(5/21) said awareness campaigns and social
mobilization were used.
Other responses included: working with the
Maternal and Child Health Centers (MCH)
(2); working with community leaders,
religious leaders and doctors (3); reducing
refusal rates (3); supporting the MoH (3);
house to house visits (4); cars with
microphones (3); media (1).
3 respondents said SM Net did not address
programme needs (Male, regional level
actor, Hargeisa; Male, regional level actor,
Borama; Male, regional level actor,
Hargeisa).
Quotes
“I don’t agree with the way mobilization work
it’s useless; for example they do the work
three days before the vaccination so we
don’t go with them to these houses, we
cannot guarantee if they really visit these
house or not because we are not involved
and even there are no any marks or records
to proof that so that’s the main issue” (male,
regional level actor, Borama)

35% (9/26) said that SM Net used different
awareness raising tools such as house to
house visits, radio, television and
microphones to raise awareness on polio the
disease and vaccination in local
communities.
Other responses included: SM Net worked
with local community leaders (5); SM Net
employed CMs to do mobilization in
communities (7); they delivered lobbying and
advocacy to government (1); training to the
MoH, NGOs and community leaders (1);
implementing DCP plans with MoH (1);
awareness raising and information sharing
with local community (3); polio drops
distribution (1).
1 respondent said SM Net did not address
programme needs (male, zonal level actor,
Mogadishu).
Quotes
“We did […] house to house awareness
raising, sound tracks, giving advice during
(Qudba Prayer) […] really we did a lot hard
work and finally we gained our goal to
vaccinate all under five children in the
region." (male, district level actor, Jowhar)

“[...] We used different kinds of mobilisation
resources. Which were the house to house
mobilisation, media, mount microphone,
messages. We also used the community
leaders and religious leaders who we gave
some training to on polio." (male, district
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level actor, Borama)
Overall, on a scale of 1
to 5, where 1 is the
lowest and 5 is the
highest, how would you
rate the performance of
SM Net in meeting
these needs? (1=very
poor, 2=poor, 3=
average, 4=good,
5=very good) (x203)

74% (52/70) of respondents across all 3
regions and Nairobi rated the performance
of SM Net in meeting programme needs as
either good or very good.

100% (13/13) said either good or very good.

71% (17/24) rated the performance as either
good or very good.

65% (20/31) said good or very good.
29% (9/31) said average.

96% (23/24) rated the performance as 3 or
above.

22% (15/67) rated it as average (Somaliland
and South Central).

4% (1/24) rated the performance as poor
(male, regional level actor, Borama).

6% (2/31) said poor or very poor (male,
NGO, Mogadishu; male, zonal level actor,
Mogadishu).

4% (3/70) rated the performance as poor or
very poor (Somaliland and South Central).

Theme: Existing gaps
In your opinion, what
gaps are there in SM
Net interventions in
meeting these needs?
(text) (x204)

For both Somaliland and South Central it
was a lack of CMs on the ground. Other
major gaps across all three zones included
limited communication and coordination
between management and field staff as well
as between coordination teams (i.e. UNICEF
and MoH). In Puntland the main challenge
was reaching rural areas and HtR groups.
Other major issues in Puntland included
poorly educated staff and insufficient time
constraints for campaign days. For South
Central it was insufficient budget and
regional insecurity.
In Nairobi one respondent also felt that
insufficient budget was a key gap. Another
respondent talked of the lack of information
for monitoring and effectively updating plans
for SM Net services based on observed
results.
Quotes
“What we are missing now is using this
information for updating the campaign micro
plans - this is not done on a regular basis.
We need to use the information to inform our
district micro plans. Corrective measures
taken on the spot - from data you can see
number of missing children, etc. mechanisms for corrective measures on the
spot are not always there." (male, Nairobi)

54% (7/13) said it was difficult for SM Net to
reach rural areas and HtR groups.
54% (7/13) said financial incentives for CMs
were too small.
Other responses included:
too many documents for
mobilization used (1); campaign days were
insufficient (time
constraints) (3); campaign focused only on
polio (2); not enough CMs (4); poorly
educated staff (1); lack of materials (1); poor
communication with supervisors (2); poor
access to transport (1);
community reluctance (1); insufficient
training of staff (1); .
Quotes
“[...] The number of documents that were
used as tools to raise awareness was
excessive and could be minimized. Also, the
incentives that were being given to
mobilizers were very small. The bulk of the
work is on their shoulders and they have the
hardest part which is to convince people that
the vaccines are good for them and yet they
get paid very little." (male, regional level
actor, Bosaso)
“[...] When it comes to performance of the
SM Net, it depends on how the teams used

48% (11/23) said shortage of core staff
(CMs).
30% (7/23) said lack of transportation.
26% (6/23) said lack of resources including
computers, internet, cameras, microphones,
etc.
Other responses included: rural
areas/nomadic areas are particularly
underserved (3); limited
supervision/oversight/poor management
structures in place (5); no monitoring of
mobilizers in place (2); poorly educated staff
(2); time constraints (4); insufficient staff
training (2); late arrival of finances (2).
Quotes
“We cannot confirm if the mobilizers did their
jobs or not. We don’t have enough
mobilizers and I don’t think they will bring
more because I have been following up on
the same issue for 10 years and nothing has
changed, only words with no action, and as
we know action speaks louder." (male,
regional level actor, Borama)

27% (8/30) said the main gap was the
insufficient number of CMs.
20% (6/30) said lack of information sharing
between coordination teams, management
and field staff.
Other responses included: a lack of
transportation (3); lack of materials (4);
insufficient budget (3); insufficient training of
field staff (2); subcontracting by NGOs (2);
regional insecurity (5); biased recruitment of
CMs (4); lack of community support (2);
community needs support beyond just polio
(2); late arrival of finance (2); nothing (3);
poorly educated staff (2); incentives were
too low (2).
Quotes
“[…] SM Net has 28 people working as CMs
in Kismayo which is not enough. Many
people have arrived in the city from different
regions due to […] life circumstances mainly
droughts. Therefore the city is urbanizing
day after day and becoming overcrowded
and the number of mobilizers is not enough
[…]." (male, district level worker, Kismayo)

“Shortage of core staff in rural areas. For
example in cities they were above 80% while
in the rural areas they were only 20%."
(male, regional level actor, Burao)
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the different tools, for example when we ask
the mothers whether they had the vaccine in
a good manner or not and they usually tell
us that they got it in a good manner, we feel
more confident with the team. This shows
that the SM Net needs have been meet in an
appropriate way […]." (male, district level
actor, North Galkayo)

Theme: Possible ways SM Net could be improved to fill these gaps
How could SM Net be
improved to fill these
gaps?
(text) (x205)

In Puntland the focus was on identifying
ways for SM Net to target HtR groups. For
Somaliland it was about increasing
resourcing, be it financial, logistical or
human; in South Central it was to build the
capacity of CMs to deliver quality services.
Other popular responses included:
increasing the number of CMs; providing
better incentives for CMs; working closely
with stakeholders.
In Nairobi one respondent suggested
following up with field officers to get data
from the ground and to encourage the use of
data at the regional level for decision
making. The other respondent suggested
incorporating other health issues into SM
Net campaigns so that the programme can
secure additional funding.
Quotes
“We should start supporting SM Net for other
themes, for example malaria, wash,
interventions […] if all these sections were to
come together there would be good funding
for the activities." (male, Nairobi)

54% (7/13) said identifying ways to reach
HtR groups and putting more focus on
accessing rural areas.
Other responses included developing better
communication materials (2); providing
better incentives for CMs (4); adding more
campaign days (2); additional training for
staff (2); increase the number of CMs (2); .

46% (11/24) said more resourcing (financial,
transportation, equipment etc.).

37% (10/27) said increase the number of
CMs.

42% (10/24) said increasing the number of
CMs.

22% (6/27) said providing adequate training
and capacity building to field staff.

Other responses included: better
management structures (3); more training of
CMs (4); better coordination with
stakeholders (1); M&E activities
implemented (1); better incentives (1), NA
(2); work more with MoH (1); motivate staff
(1); more campaign days (2); target HtR
groups (1).

Other responses included: working more
closely with stakeholders (4); resolve budget
constraints (4); work more closely with MoH
(2); work with local government and
community leaders (3); provide more
resourcing (4); effective planning and needs
assessment (2); ensure timely arrival of
funds (2); NA (3); larger awareness
campaigns (2); better incentives for CMs.

Quotes:
“It won’t be improved unless things go
beyond words and we see actions." (male,
regional level actor, Burao)
There is still a gap between the proportion of
the community members and the number of
house to house mobilisers, so if they fill this
gap they might reach the highest level of
mobilisation […]." (female, zonal level actor,
Hargeisa)

Quotes
“The best solution is to get budget to rent
cars for transportation of the mobilizers in
the future. Secondly, to give incentives and
training in order to improve their work."
(male, district level actor, Mogadishu)
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Research question: 2. Is the SM Net approach appropriate to the local context?
Theme: Perceptions on appropriateness of the activities to the local context
In your opinion, what
are the most important
contextual factors (e.g.
related to religion,
culture, geography)
that need to be taken
into account for SM
Net operation?
(1=religion, 2=culture,
3= geography,
4=combination of these
(specify the code
numbers), 5=other
(specify))
(x301)

56% (38/68) of respondents said religion
and culture. All regions also mentioned
geographical location.

Please explain the
reasons for your
answer. (text) (x301b)

Across all three zones and in Nairobi,
respecting religious and cultural factors were
seen as key in ensuring the success of
programme implementation. If community
elders and religious leaders did not accept
the programme and advise families to
vaccinate their children against polio then
community members were unlikely to take
the vaccination. In addition many community
members would only engage with CMs and
vaccinators from their own clan.

62% (8/13) mentioned culture and religion.
38% (5/13) mentioned geography alone or
together with one of the other factors.

In Nairobi: clan, culture and gender
dynamics (men from other households were
not allowed in the house) were listed as the
most important contextual factors.

63% (15/24) said culture and religion are
important factors.
42% (10/24) mentioned geography alone or
together with one of the other factors.

71% (22/31) said culture; 68% (21/31) said
religion; 48% (15/31) said culture and
religion; 23% (7/31) said geography.
Others included: clan elders (3); do not know
(1); drought (1).

4% (1/24) mentioned the drought.
4% (1/24) mentioned clan considerations.
4% (1/24) said none. (male, district level
actor, Borama)

Geography was also a key factor as certain
groups were much easier to engage with
because they were from areas that were
easily accessible for SM Net.
Finally the ongoing drought has meant that
in many areas polio vaccination has been
deprioritized by families looking for food and
water for their families and livestock.

The consideration of religion and culture was
perceived by many respondents to be
crucial, given the importance that Somali
people attribute to them.

Religion and culture were perceived to be
two crucial aspects to the lives of Somali
people, and they should therefore be taken
into account.

Quotes
“Religion and culture are important because
it means a lot to the beneficiaries.
Geography too because people in remote
areas don’t have access to health facilities
as compared to people in urban centres. So
the focus should be on reaching people in
the remote areas." (female, district level
actor, Garowe)

Quotes
“To take into account religion. Culturally,
there are a lot of people who refuse the
vaccinations and they believe different
things, some people believe the vaccination
itself is a disease and say that our religion
prohibited this." (female, district level actor,
Burao)

“If you can incorporate religion in SM Net
operations then you have the most important
contextual factor. People respect religion
and it is an integral part of everyone’s lives
[...]." (male, district level actor, Bosaso)

“Nomadic people move to different areas …
in the rainy time like autumn and spring they
stay in their original place where we can find
them, while in the drought time they move to
another place which we know … but now
there is no exact seasonal context because
of more drought, so they move to a different
area which you cannot know … all of this are
different kinds of context." (male, zonal level
actor, Hargeisa)

Religion and culture were considered to be
the most important contextual factors as
without support for the programme from
religious, community and clan leaders, the
programmes will not be accepted in
communities.
Geography is also important in order to
identify the HtR groups. Drought was also
raised as a key contextual issue affecting
the current success of the programme.
Quotes
“It is […] necessary to have religious
involvement on this programme[…] the
community strongly believe and respect
religious leaders and it’s very important to
consult with religious leaders before we start
the program. Messages we are using in this
programme must be based on Islamic
perspectives." (male, NGO, Dollow)
“Currently, there are massive droughts and a
shortage of rain in all regions of Somalia.
Therefore… it takes time to convince people
because their needs are beyond vaccine...
they need something they can eat...
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because they are dying… of hunger, thirst
and malnutrition.” (male, NGO, Dollow)
In your opinion, what
are the most important
contextual factors (e.g.
related to religion,
culture, geography)
that need to be taken
into account for SM
Net operation?
(1=religion, 2=culture,
3= geography,
4=combination of these
(specify the code
numbers), 5=other
(specify))
(y201)

Across all regions the most important
contextual factor was culture and religion.
The second most common response was
geography.

Please explain the
reasons for your
answer. (text)
(y201b)

As in tool 1, respecting religious and cultural
factors were seen as key in determining the
success of the implementation of the
programme. If community elders and
religious leaders did not accept the
programme and advise families to vaccinate
their children against polio then community
members would not accept the vaccination.
Further many community members would
only engage with CMs and vaccinators from
their own clan.
Geography was also a key factor as certain
groups were much easier to engage with
because they were from areas that were
easily accessible for SM Net.

83% (10/12) said religion is important.
67% (8/12) said culture; 25% (3/12) said
geography.

93% (13/14) said religion is important; 71%
(10/14) said culture.

64% (18/28) said religion.
89% (25/28) said culture.

8% (1/12), said ‘other’ - dialect. (male, DFA,
North Galkayo)

36% (5/14) said geography.
Others included refusals (1) (female, DFA,
Burao); community behaviour (1) (male,
vaccinator, Burao); health (2) (female,
vaccinator, Burao; male, DFA, Hargeisa).

Reasons were provided for each contextual
factor:

Reasons were provided for each contextual
factor:

Reasons were provided for each contextual
factor:

Religion - it is a very important aspect of the
lives of the local communities.

Religion - there is need to understand if the
religion affects the vaccination.

Culture - groups from the south have
different culture and dialect so that should
be respected in designing the programme.

Culture - there are cultural beliefs around the
polio disease and treatment. Also cultural
beliefs about the vaccination - i.e. it causes
infertility/poison.

Religion - there is need to respect the
religious views of the community and most
of the respondents engage the religious
leaders in their activities and in spreading
the information on polio.

Quotes
Dialect: “There are people who came from
the south, who have different culture and
dialect compared to the communities in this
area, so this should be considered and
respected." (male, DFA, North Galkayo)
Religion: “Everyone here is Muslim so if you
don’t incorporate Islam in the project then
you won’t be respected or listened to."
(female, vaccinator, Garowe)

Geographical - there is need to know who
lives there and how easy it is to access.

25% (7/28) said geography.
4% (1/28) said there are no factors to be
considered (male, vaccinator, Dollow)

Culture - Nothing can be achieved without
considering the different cultures.
Quotes
“We inform our people about polio with
consideration of the religious beliefs we also
give chance for the Imams to give this
information to our people and this really
helps us when it comes to passing the
information." (male, DFA, Baidoa)
“Culturally the central (urban) communities
have their own methods. If you are from
other regions of Somalia, it’s hard for you to
adapt to this community, because of their
hard culture and they are always violent."
(female, DFA, Dusamareb)
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Overall, on a scale of 1
to 5, where 1 is the
lowest and 5 is the
highest, how would you
rate the
appropriateness of SM
Net to the local
context? (1=very poor,
2=poor, 3=average,
4=good, 5=very good)
(x302)

83% (58/70) of respondents across all three
zones and Nairobi rated the appropriateness
of SM Net to the local context as either good
or very good.

Overall, on a scale of 1
to 5, where 1 is the
lowest and 5 is the
highest, how would you
rate the
appropriateness of SM
Net to the local
context? (1=very poor,
2=poor, 3=average,
4=good, 5=very good)
(y202)

95% (53/56) rated the appropriateness of
SM Net to the local context as either good or
very good.

100% (13/13) rated the appropriateness as
good or very good.

71% (17/24) rated the appropriateness as
good or very good.
25% (6/24) rated it as average.

In Somaliland and South Central a total of
20% (11/55) rated it as average.

4% (1/24) rated it as poor.

100% (12/12) said good or very good.

84% (26/31) said good or very good.
16% (5/31) said average. All were male
(male, zonal level actor, Kismayo; male,
zonal level actor, Mogadishu; male, NGO,
Mogadishu; male, NGO, Baled; male, district
level actor, Jowhar).

88% (14/16) said good or very good.

96% (27/28) rated it as good or very good.

12% (2/16) rated it as average.

4% (1/28) rated it as average (male, DFA,
Jowhar).

41% (9/22) respondents said religious
leaders should be more involved in the
awareness campaign or trained alongside
CMs.

41% (12/29) said working with community
elders and role models.

Theme: Possible ways SM Net could be improved to be more reflective of local contexts
How could SM Net be
improved to be more
reflective (or
considerate) of
contextual factors?
(text) (x303)

In all three zones the most popular response
was for SM Net to engage religious leaders
and community elders in the polio campaign.

46% (6/13) respondents said religious
leaders needed to be involved in the
campaign.

Other common responses included:
recruiting more CMs and ensuring they are
sufficiently qualified for the role; providing
CMs with sufficient training; conducting
regular meetings with community members;
conducting regular campaigns and
mobilization on polio.

46% (6/13) of respondents said community
elders and role models needed to be
involved.

In Nairobi one respondent said that field staff
should provide more information on reasons
for vaccination refusals in communities to
better understand and respond to cases.
Another suggested more focus on clanbased selection of volunteers to ensure that
community members feel comfortable with
the CMs that work with them.

Other responses included: including
traditional midwives and doctors (1);
including teachers (1); including the
community in general (1); using female
mobilizers (1); M&E of SM Net (1); more
health campaigns by SM Net (1); more
training of CMs and vaccinators (3); Nothing
- SM Net was very responsive to local
context (1); involve the government (1);
make use of regional maps (1); integration
with other campaigns (2).

32% (7/22) of respondents said that
community elders and role models should be
involved.
32% (7/22) said trainings should be held for
both CMs and community members.
Other responses included: regular
campaigns and mobilization on polio should
be done (5); regular meetings with
community members should be held (1);
qualified CMs need to be recruited (4); there
should be sufficient financial support of SM
Net (4); a committee should be established
in each community on the campaign (1);

34% (10/29) said working with religious
leaders.
34% (10/29) said providing sufficient training
for CMs and the community.
Other responses included: implementing
regular awareness initiatives and campaigns
(8); expanding to rural areas (1); involving
traditional midwives and doctors (2);
involving teachers (3); involving female
mobilizers (2); using radio as a
communication tool (1); hiring more qualified
CMs (6); hiring CMs from local village (2);
CMs should be paid on time and provided
with sufficient resources and incentives (1);
more funds should be allocated to SM Net
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Quotes
“...need to have a mechanism of clan-based
selection of volunteers” (male, Nairobi)

How could SM Net be
improved to be more
reflective (or
considerate) of
contextual factors?
(text) (y203)

The most common response across all three
zones was that SM Net could be improved to
be more reflective (or considerate) of
contextual factors if it worked with and
included religious leaders and community
leaders in the implementation of the
campaign.
Other common responses included
employing CMs from local communities
(Puntland and South Central) and providing
more training to CMs.

Quotes
“Increase cooperation with religious leaders,
this will put an end to rumours and
innuendos and will improve trust. Also, being
aware of the geography and situation of
certain areas. It wouldn’t be wise to conduct
a polio campaign when there are serious
issues going on such as drought and
looming famine. Also improving cooperation
with traditional elders." (male, regional level
actor, Bosaso)

train CMs from villages targeted by the
campaign (2); the community itself should be
involved as a whole (1); M&E of SM Net (1);
adjust the approach for each given region
(1); pay CMs appropriately and on time (1);
make the care sustainable (1); involve the
government (1); improve mobilization (1);
meet the time frame (1); make use of
regional maps (1).

50% (6/12) suggested including local
community leaders such as religious leaders
and doctors.

56% (9/16) said to do more awareness
raising and campaigns.

Other responses included: more awareness
campaigns (4); increase training (2);
increase number of days (2); increase
incentives for CMs (1); increase community
involvement (2); increase staff (1).
Quotes
“By ensuring that religious leaders and other
community leaders are involved even more."
(female, DFA, Bosaso)

Quotes
“It won’t improve unless they do something
about the mobilizers, only 50% of the
mobilizers do their work and the lack of
resources makes things much harder."
(male, regional level actor, Borama)

Other responses included: include religious
leaders and elders in the campaign (3); do
more training for CMs (1); improve
mobilization days (1); improve quality of staff
(2); increase transportation for staff (1); none
(1); teams connect urban and rural
communities (1); community members
participate in trainings (1); more budget
allocated for SM Net (1); awareness on
television and radio (1); larger area covered
by campaign (1).

(2); increased security (1); involve
government (1); integrate SM Net with other
campaigns.
One respondent said they did not know.
Quotes
“Give local elders a chance to take part in
SM Net implementation. Provide more
training to local leaders to enhance their
understanding of SM Net [...]." (male,
regional level actor, Mogadishu)

43% (12/28) said work with community and
religious leaders and other actors in the
community such as doctors and midwives.
Other responses included: provide more
visual aids to make it easier for illiterate
community members to understand (1);
recruit more CMs who are also sufficiently
qualified (6); provide more pay for CMs (5);
recruit CMs from communities they work in
(3); provide more communication tools for
CMs to use (2); expand the awareness
campaign (8); provide more media
campaigns (1); provide training to CMs (3).

Quotes
“Inviting religious leaders [...] they will help in
encouraging the community to be part of the
polio campaign. Islamic religion should be
the base of everything being done because
when they realize that it is not against their
religion they will easily accept it." (female,
vaccinator, Burao)
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Research question: 3. What were the key constraints and difficulties in implementation and how were they addressed?
Theme: Perceptions on key constraints and difficulties in implementation
What were the major
constraints and
difficulties faced in the
implementation of SM
Net? (text) (x401)

In Somaliland the main challenge faced was
the refusal rate of the communities. In South
Central it was a concern about security. In
Puntland it was a lack of CMs or low CM
morale due to delayed payment or lack of
incentives.
In Somaliland the second major challenges
was negative rumours/attitudes associated
with the vaccine and a lack of transportation.
In Puntland the second major challenges
were the refusal rates and the negative
rumors/attitudes in the community. In South
Central the second major constraints were
the lack of community understanding and
lack of CMs or CM morale.
In Nairobi the main constraints were
identified as: security; recruitment and
selection of CMs; field monitoring and data;
funding.
Quotes
“Sometimes we have difficulties in reaching
communities, particularly in Al-Shabab
controlled areas where there is a ban on
immunization. Sometimes we don't have a
unified list of settlements - so it is hard to
make a plan for the CMs to move from
house to house to ensure full coverage.
Finally it is difficult for international and
national staff to monitor activities in the field
and have to rely on reports made by them."
(male, Nairobi)

What were the major
constraints and
difficulties faced in the
implementation of SM
Net? (text) (y301)

In all three zones the major constraint faced
by SM Net was community refusal. Other
common responses included: lack of trust
between community members and SM Net
team (Puntland); negative rumours about the
vaccination amongst community members
(Somaliland); insecurity in the region (South

There were a variety of responses from
Puntland. These included the refusal of
communities to take the vaccine (4);
negative attitudes from community leaders,
religious leaders (2); negative
attitudes/rumors from the community (4); a
lack of CMs, low capacity of mobilizers and
CMs lacking morale due to low financial
incentives (6); mobilization was a new
concept in some communities so it took time
for these communities to feel comfortable
with the process (1); security issues (2);
communities were requesting more from the
vaccinators than just polio as they often
lacked access to decent medical care (1); a
need to focus on rural areas (1); short
campaign periods (3); lack of materials (2);
lack of community understanding (1); lack of
mobilization and awareness (1); lack of
transport (2); lack of training for CMs (1);
government clashing (1); no link to public
health centers (1).
Quotes
“The only issue that I can say is that the
vaccinators were asked what else they had
for them. A lot of people are sick and need
medical attention especially in rural places
which don’t have medical facilities. A lot of
people asked if we had something other
than the polio vaccines." (male, district level
actor, Garowe)

54% (13/24) said refusal rates of the
communities.

32% (10/31) respondents said security in the
region was an issue.

21% (5/24) said negative rumours or
attitudes of the vaccine (it is poisonous/HIV/
come from outside and cannot be trusted)
from the community.

19% (6/31) said a lack of CMs or CM moral.

Other responses included: negative rumors
and attitude about the vaccines and refusal
of support from religious leaders and elders
(3); loss of 3 major stakeholders in the
programme, the MoH, Ministry or religious
and Islamic Affairs (1); lack of finances for
the programme (4); turnover of mobilizers
(1); lack of transportation (5); lack of
accountability (2); not enough mobilizers (2);
not enough DFAs (1); lack of training of CMs
(1); lack of system to input and store data
(1); lack of coordination of the programme
and communication (4); lack of community
understanding (4); lack of resources (3); lack
of mobilization and awareness (2); none (1).

Other responses included; refusal rates (4);
negative rumors and attitudes within the
community members (4); negative rumors or
attitudes from religious leaders and elders
(2); lack of funding (2); clan issues (3);
turnover of CMs (2); lack of refresher
training for CMs (3); accessing HtR groups
(2); community member asked for more
support than just polio vaccinations (2); lack
of resources (5); lack of mobilization and
awareness (3); lack of accountability (1);
lack of transport (2); lack of coordination and
communication (1).
2 respondents said none.

Quotes
“There were scandals and bad news
spreading in the communities saying that the
immunization itself transmits HIV and if you
inject your child or give your child this
vaccine, they will get HIV." (female, district
level actor, Burao)
“When implementing a high level program,
we need continuous funding." (male, zonal
level actor, Hargeisa)

33% (4/12) said refusals.

38% (6/16) said community refusals.

25% (3/12) said lack of trust between
community members and SM Net team.

Other responses included: lack of support
from religious leaders (2); children not at
home when vaccinators come (1); rumours
about the vaccine’s impact on fertility (2);
poison, CMs not to be trusted (3); HtR (1);

Other responses included: rumours in
communities about polio (2); HtR areas (2);

19% (6/31) said the level of community
understanding was the major constraint
faced.

Quotes
"[…] Our major constraint is security
challenges which caused some areas to be
hard to reach. Clan issues were also one of
the largest constraints we faced because
some of the village members were
requesting us to send them mobilizers from
their clans." (female, district level actor,
Baidoa)

43% (12/28) said refusals. 32% (9/28) said
insecurity in the region.
Other responses included: insufficient staff
(3); harassment by soldiers (1); delays in
salary (3); transportation (3);
misunderstanding of the vaccine or the
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Central).

people wanting food instead of vaccines (in
IDP camps) (1) (female, DFA, Bosaso);
none (1) (female, vaccinator, North
Galkayo).

lack of trust between CMs, communities and
vaccinators (2); low budget and lack of
transportation (2); community ignorance (2);
none (2).

Quotes
“The challenge the programme is facing is
that it can’t cover all the areas, there are
some places we can’t reach because of the
road. The SM Net team cannot walk with an
ice cooler, which is heavy to carry, to some
places and we can’t drive to the far rural
areas […]." (male, DFA, North Galkayo)

Quotes
“The religious leaders believe that this
immunisation is polio itself. They also say
we believe in ALLAH so we don’t need to
have this immunisation. Also the old and
uneducated mothers who do not believe in
immunisation." (male, DFA, Hargeisa)

“There are challenges in the SM Net. For
example one day I was working in a village
giving children the vaccination and the father
came with a gun. He pointed it at me and
said ‘Get out of my house, you are carrying
a virus and want to kill my children. Before
they die I will kill you’. Sometimes in the
villages we also face theft and robbery."
(female, vaccinator, North Galkayo)

“Lack of trust between the community
members, mobilizers and the SM Net team."
(female, DFA, Berbera)

60% (42/70) rated the ability of SM Net to
overcome these constraints as good or very
good.

77% (10/13) rated the ability of SM Net to
overcome these constraints as good or very
good.

24% (17/70) rated it average.
16% (11/70) rated it poor or very poor (This
included one respondent from Nairobi).

23% (3/13) rated the ability of SM Net to
overcome these constraints as average (2
male, regional level actors, Bosaso and
Garowe, 1 male, zonal level actor, Garowe)

Overall, on a scale of 1
to 5, where 1 is the

74% (41/55) rated it good or very good.

82% (9/11) rated it good or very good.

18% (5/28) said none. (2 female DFAs,
Afgoye; female, DFA, Mogadishu; female,
vaccinator, Afgoye; female, vaccinator,
Mogadishu)
Quotes
“The transition era was also the problematic
situations we had when Al-Shabab was
moving from Baidoa and the government of
Somalia and the Ethiopian troops were
coming to the power in Baidoa." (male,
vaccinator, Baidoa)
“We were also facing challenge of
unconditional cash voucher system which
the humanitarian organizations offer to the
poor households in Baidoa; because some
of the households may think that our polio
campaign and that system are the same and
some of them refuse our service." (male,
DFA, Baidoa)

“In the beginning there were very many
difficulties. Children used to say it’s the
‘ladies with the HIV needles’. There were
very many negative perceptions that the
public had about our campaign. This was
caused by ignorance." (female, vaccinator,
Garowe)
Overall, on a scale of 1
to 5, where 1 is the
lowest and 5 is the
highest, how would you
rate the ability of SM
Net to overcome these
constraints? (1=very
poor, 2=poor, 3=
average, 4=good,
5=very good) (x406)

campaign (4); insufficient budget (2);
inconsistent campaigning (1); lack of
incentives (3); insufficient training (3).

63% (15/24) rated SM Net’s ability as good
or very good.

54% (17/31) rated SM Net’s ability to
overcome constraints as good or very good.

88% (21/24) rated it as 3 or above.

22.5% (7/31) rated it as average.

12% (3/24) rated it as poor and very poor (1
male, regional level actor, Hargeisa; 1 male,
district level actor, Berbera; 1 female,
regional level actor, Berbera).

22.5% (7/31) rated it as poor or very poor
(All male with: 1 district level actor,
Dusamareb; 4 regional level actors, 2 from
Mogadishu, 1 from Kismayo, and 1 from
Dusamareb; and 2 zonal level actors,
Mogadishu).

69% (11/16) rated it good or very good.

75% (21/28) rated it as good or very good.
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lowest and 5 is the
highest, how would you
rate the ability of SM
Net to overcome these
constraints? (1=very
poor, 2=poor, 3=
average, 4=good,
5=very good)
(y306)

24% (13/55) rated it average.
1 rated it as poor (based in South Central).

18% (2/11) rated it as average (male, DFA,
North Galkayo; female, vaccinator, North
Galkayo).

31% (5/16) rated it average (male,
vaccinator, Burao; female, DFA, Hargeisa; 2
females, vaccinators, Hargeisa; female,
vaccinator, Borama).

1 response was missing.

21% (6/28) rated it as average (female,
vaccinator, Baidoa; female, vaccinator,
Dollow; male, vaccinator, Dollow; female,
vaccinator, Mogadishu; female, DFA,
Mogadishu; male, DFA, Jowhar).

100% (16/16) rated it average or above.
4% (1/28) rated it as poor (female,
vaccinator, Jowhar).

Theme: Processes implemented to overcome these
What were the
processes put in place
to overcome these?
(text) (x402)

In Puntland the responses were fairly
distributed with main responses including
nothing being done, increasing training and
increasing mobilization/awareness. In South
Central, a majority of respondents said
increased mobilization and awareness
raising. Their second response was that
processes had not been put in place,
although this was because one of the major
constraints was insecurity in the region
which the SM Net team cannot address.
Other common responses included: working
with religious leaders, elders and
government officials (Somaliland, Puntland,
South Central); and training provided to CMs
and vaccinators (South Central, Puntland,
Somaliland).
Some respondents did not understand the
question.
The Nairobi respondents explained that
security could only be partially addressed as
it was largely out of their control. However,
they do ensure staff followed security
protocols when in the field. The Nairobi team
have funding to conduct a settlement
satellite mapping project and using open
data kit to monitor staff in the field. They
have also been working with other teams to
identify ways to combine multiple health
messages into one campaign and access
additional funding.

17% (2/12) said no additional processes
were put in place.

27% (6/22) said working with religious
leaders, elders and government officials.

48% (13/27) said that SM Net increased the
number of campaigns in local communities.

17% (2/12) said putting trainings in place.

27% (6/22) said increase mobilization and
awareness.

30% (8/27) said the issues were not
resolved (this mostly related to insecurity in
the region).

17% (2/12) said by increasing mobilization
and awareness campaigns.
Other responses included: working as a
team together (1); DFAs providing additional
support to CMs in neighbourhoods with high
refusal rates (1); CMs were linked up to
MCHs (1); tighter security measures (1);
incentives for CMs (1); distributing vitamins
(1); working with community members (1);
working with religious leaders, elders and
local government (1); holding regular
meetings with administration and community
(1).
1 respondent did not know and 1 respondent
did not understand the question.
Quotes
“We give vitamins and other non-serious
medicine to workers so they can give out to
those who need them.” (male, district level
actor, Garowe)

Other responses included: working with
community members (4); training staff (2);
nothing was done (2); regular meetings with
administration (1); working with partners (1);
regular meetings with community and
administration (1); planned refusal
registration (1); create community
committees (1); identify community role
models (1); increase the number of CMs (1);
recruit CMs from local community (2); hold
advocacy meetings (1); increase resources
(2); implement the cycle framework (1);
improve communication (1); create smooth
logistics plan (1).

Other responses included: training provided
to CMs and vaccinators (4); they recruited
CMs from community clans and regions (2);
recruited good quality staff (2); worked with
local religious and elder leaders (4); ensured
more cooperation between different teams
(3); working with community members to get
them involved (2); DFAs provided support
where necessary (1); regular meetings held
with the community (1); increase the number
of CMs (1); create smooth logistical plans
(1); welcome every health group (1); make
sure to return to missed cases (2); deal with
each refusal uniquely (1).

2 people did not understand the question.
Quotes
“In urban areas we did more and more
awareness raising that made the refusal
rates reduce but in rural areas it didn’t
reduce that much.” (male, zonal level actor,
Hargeisa)

4 respondents did not understand the
question.

“We utilized the gatekeepers of the
community such as the religious leaders,
elders and government officials who helped
carry the message across to the
community.” (female, district level actor,
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Garowe)
What were the
processes put in place
to overcome these?
(text) (y302)

In Somaliland and South Central the main
approach to overcoming constraints was to
implement more awareness campaigns in
communities. In Puntland it was to report
any challenges encountered in the field to
the supervisor.
Other common responses included:
involving local communities in the campaign
(all three zones); CM training on how to deal
with community refusals (Puntland,
Somaliland); frequent communication
between field workers in places that had
security issues (South Central).

58% (7/12) said they would report any
issues to their supervisor.

50% (8/16) said campaign and awareness
days.

43% (12/28) said awareness and
campaigns.

Other responses included: targeting support
at refusals (2); community involved in the
campaign (3); being trained on how to deal
with refusals (1); none (2) (2 male DFAs
North Galkayo).

Other responses included: doing campaigns
in partnership with WFP food distribution (1);
targeted awareness for refusal cases (2);
contacted DFAs when there were refusals
(1); involve local communities in campaign
(religious leaders, elders, community
members) (5); took part in training (1).

Other responses included: frequent
communication among the workers in places
that had insecurity issues
(1); conducting weekly meetings to discuss
the challenges faced and possible solutions
(1); consulting their supervisor (2); working
with village and community leaders (1).

Quotes
“We ask the people questions such as what
they believe about the vaccine. Why did you
refuse? and what you think it will do to you?
Some will answer it has side effects like
causing infertility for women. So we do a lot
of awareness convincing them and informing
them that we have already given this out to
children and nothing has happened and at
the end they are convinced." (female, DFA,
Borama)

Quotes
"The refusal rate decreased because we
were not tired of convincing those people
who were refusing the vaccination and we
were visiting them constantly." (female,
vaccinator, Baidoa)

Quotes
“For the negative perceptions of the public
that we would encounter, we called our
superiors and they would come and
enlighten the person or people about how
this vaccine is made in a Muslim country and
that the religion allows vaccination as a
preventative measure. So we would use
people within the SM Network to inform the
people who did not trust us and this would
work most of the time." (female, vaccinator,
Garowe)
“Hiring some of those that had refused the
vaccine to be part of this network and did
more awareness to ensure that every child
was vaccinated." (female, vaccinator, North
Galkayo)

“We used the slogan ‘Kick the Polio from
your Country’." (male, DFA, Berbera).

Theme: Constraints and difficulties which could not be overcome and why
What were the
constraints or
difficulties that could
not be overcome? (text
(x403)

In South Central the most common response
was none, although this was closely followed
by insecurity in the region. In Somaliland
refusal rates and lack of transportation for
field staff were both seen as constraints that
could not be overcome. In Puntland, the
answers were fairly distributed between
having no issues that could not be
overcome, the high refusal rates, the lack of
resources, and accessing HtR groups.
Other popular responses included: budget
constraints (South Central and Somaliland);
small CM teams (South Central and
Somaliland).

23% (3/13) said none.
23% (3/13) said refusal rates of the
community.
23% (3/13) said lack of resources.
23% (3/13) said accessing HtR groups.
Other responses included: small teams (1);
clashes between different administrations
(1); delay in payment of CMs and low CM
morale (2); child dying after taking vaccine
(1); religious sects do not want the
vaccination (1); time constraints (2); do not

29% (7/24) said lack of resources (including
transport and equipment).

32% (10/31) said nothing.
29% (9/31) insecurity in the region.

25% (6/24) said refusal rates.
Other responses included: no problems
were not able to resolved (5); small teams
(4); high staff turnover (1); low funding (4);
delay of salary (1); accessing HtR groups
(2); 3 Shoulders (1); the practicality of the
FGDs (1); how the system works (1); lack of
communication with community members
(1); not enough transparent supervision (1).

Other responses included: budget
constraints (3); turnover of staff (2); refusal
rates in local communities (2); cultural
barriers (1); low incentives for CMs (3);
drought and natural disaster (2); lack of
resources (5); do not know (1); accessing
HtR groups (1); small mobilization teams (5);
poor communication with the UN (1); training
and hiring knowledgeable staff (1).

17% (4/24) reported no constraints. (male,

“Insecurity, lack of incentives to mobilizers
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know (2).
In Nairobi both respondents agreed that the
constraints that could not be overcome were
the security issues in the region.

Quotes
“Apart from the refusals and some incidents
such as children being vaccinated and then
later dying, that became an issue since the
family thought the child died because of the
vaccine. That was very hard to overcome.”
(male, district level actor, Bosaso)

regional level actor, Hargeisa; female,
district level actor, Hargeisa; male, district
level actor, Borama; female, district level
actor, Berbera)

and high number of refusals from the
community and shortage of mobilizers.”
(female, regional level actor, Mogadishu)

Quotes
“Mobilization is not reaching to these rough
mountainous areas and lack of resources.”
(male, regional level actor, Borama)
“In general funds are less and a lot of things
need funds for example supervision and
monitoring, full trainings, and offices for SM
Net.” (male, zonal level actor, Hargeisa)

What were the
constraints or
difficulties that could
not be overcome?
(text)
(y303)

In all three zones the respondents said that
there were no constraints that could not be
overcome.
Other responses included: insecurity (South
Central); low salaries or incentives for CMs
(South Central); transport and
communications for CMs/vaccinators to
interact with communities (Somaliland); lack
of budget (Puntland).

58% (7/12) said there were no constraints
that could not be overcome. (male, DFA,
North Galkayo; female, vaccinator, North
Galkayo; 2 female, vaccinators, Garowe; 1
male, DFA, Garowe; 1 male and 1 female,
vaccinators, Bosaso)
Other responses included: religious leaders
(1); lack of budget (1); lack of time for
campaigns (1); lack of training (1); some
community members would not accept the
polio vaccine (1).
Quotes
“There was one man that we couldn’t do
anything about. He almost assaulted us and
none of our superiors could convince him.”
(female, DFA, Bosaso)

50% (8/16) said nothing. (female, vaccinator,
Berbera; 2 females, vaccinators, Borama;
female, vaccinator, Hargeisa; female, DFA,
Burao; 1 male and 1 female, DFAs, Borama;
male, DFA, Hargeisa)
Other responses included: religious leaders
(2); transport and communications (2); HtR
groups (1); rumours in the community about
polio (1); lack of budget (1).
Quotes
“Rumours like ‘vaccinators don’t give
vaccine [to] their children’.” (male, DFA,
Berbera)

54% (15/28) said they had no constraints. (1
male and 2 female, vaccinators, Baidoa; 2
female, vaccinators, Afgoye; male,
vaccinator, Dollow; female, vaccinator,
Jowhar; 2 female, DFAs, Dusamareb;
female, DFA, Mogadishu; 1 male and 1
female, DFAs, Dollow; 2 female, DFAs,
Afgoye; male, DFA, Jowhar)
Other responses included: the community
not believing the existence of polio (2);
insecurity (4); lack of enough CMs (1); AlShabab (1); lack of vehicles to use (1);
inconsistency of vaccination campaigns (1);
lack of recognition work done (1);
salaries/incentives (3); insufficient budget
(2).
Quotes
“I met a man and women who said they did
not know what polio is and that they needed
other things like food and water instead of
OPV. That was the most difficult challenge I
found and I could not overcome it.” (male,
vaccinator, Dusamareb)

Why could these
constraints or
difficulties not be
overcome? (text)
(x404)

In all three zones programme budget
constraints were seen as the main reason
why these constraints could not be
overcome.
The respondents from South Central and

The most common responses were: there
was insufficient budget to fix the issues;
political and clan differences; dealing with
pastoralist groups made it very hard to
overcome constraints as they are very
mobile; issues were not addressed by

The most common responses were: there
was insufficient budget to fix issues;
religious leaders were always against the
campaign; there was no ownership of SM
Net in local communities; there was a
shortage of working campaign days; issues

The most common response was that these
are external issues beyond the programme
implementers control - i.e. insecurity in the
region, lack of central government. The lack
of budget also rests with the programme
coordinators, in particular UNICEF. Finally
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from Nairobi explained that insecurity in the
region was an external issue that could not
be addressed by the SM Net team.
Other responses included: tackling certain
cultural attitudes towards medicines and
health in communities was extremely difficult
to address by CMs in the short term (South
Central); religious leaders in some
communities continued to be against the
programme despite attempts to engage with
them (Somaliland); accessing mobile
populations (nomadic groups) continued to
be a challenge (Puntland).
Why could these
constraints or
difficulties not be
overcome? (text)
(y304)

Answers varied per region. In Puntland the
main reasons were that there were
insufficient days for campaign work and
insufficient budget to address difficulties. In
Somaliland religious leaders in some
communities still refused to support the
programme, despite sensitization on polio. In
South Central the main challenge that could
not be overcome was security in the region.
This was closely followed by a lack of
budget to implement the programme.

programme management.

were submitted to WHO and UNICEF but no
response was given.

Quotes
“Because it’s very hard to come up with
strategies to target people who are
constantly on the move. And it is equally as
hard to penetrate religious sects with such
beliefs.” (male, zonal level actor, Garowe)

Answers included: the number of working
days was insufficient; lack of finance; it is
hard to deal with arguments based on
religious reasons.
Quotes
“It is hard to overcome some of the issues
when they are using religious reasons.”
(female, DFA, Garowe)

some cultural attitudes towards medicines
and health in local communities are
extremely difficult to overcome and may take
years of effort.
“The financial resources are limited and the
number of target population is hard to reach
with this number of staff...Insecurity exists
for some districts and rural areas.”
(male, NGO, Dollow)

Answers included: that religious leaders hold
very strong beliefs; there is a lack of
communication between key SM Net
partners (WHO/UNICEF/MOH); communities
are illiterate and also believe that polio is the
will of Allah; there was a lack of schedule
and transportation plan from management of
the campaign.

Answers included: that they still cannot
reach the community members since there
is still insecurity; lack of finances; external
factors such as security which they have no
control over.

Quotes
“Because they deeply believe that the polio
vaccine is disease itself.” (male, DFA,
Hargeisa)

Quotes
“The Galguduud community is the hardest
community in Somalia [...] every clan is
fighting or problems begin from this region.
This society is very violent in the Somali
community, according to other regions.”
(male, vaccinator, Dusamareb)

33% (8/24) said increasing the budget.

26% (8/31) said increase the budget.

Other responses included: increasing
working teams (2); increasing equipment (2);
working with religious elders, educators and
community leaders (4); better coordination
between MoH, UNICEF and local
government (2); transportation provision (4);
more capacity building for teams (1);
logistics-such as releasing salaries on time
improved (2); do not know (1); increasing
commitment (1); increase awareness
campaigns (2); come up with strategic plans
(2); need support from the government (1);
NA (4); register number of refusals (1);
participation consent forms (1); M&E (2); get

Other responses included: situation cannot
be overcome/is external to SM Net (1); NA
(6); more training for staff (3); improve
logistics like ensuring salaries are paid (4);
more awareness campaigns (3); working
with community leaders (1); better
admin/internal
communication/communication with
stakeholders (3); better transport (1); come
up with strategic plans (1); need the support
of the government (4); alternative
communication strategies (1); increase the
number of staffers (1); increase equipment
(1); implement M&E (1); ensure safety of

Theme: Possible solutions to these existing constraints and difficulties
How could these
constraints or
difficulties be
overcome in the
future? (text) (x405)

In Somaliland and South Central the most
common suggestion was to increase the
budget for SM Net. In Puntland, the most
common answer was that there were no
constraints to overcome. Other common
responses included: review constraints and
come up with a strategic plan to resolve
them (Puntland); provision of transport for
field staff (Somaliland); more training for
staff (South Central); increase awareness
campaigns (all).
In both South Central and Nairobi
respondents also said that some of these
constraints cannot be overcome without
government intervention. In the meanwhile

38% (5/13) said NA, that there were no
constraints that needed to be overcome.
31% (4/13) also said reviewing constraints
and coming up with a strategic plan to
resolve them.
15% (2/13) said more awareness campaigns
must be made and more of the target
population should be reached.
Other suggestions included: warring states
working together for peace (1); UNICEF and
MoH receiving and reviewing feedback (1);
holding face to face meetings with the
community (1).
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as a respondent in Nairobi explained, the
programme can use alternative
communication approaches, such as the
radio, to reach groups in HtR areas.
Quotes
“It can only be overcome by the
Government, it is beyond SM Net. For
communication we use alternative means such as radio […] so people get the
message and if they want they leave the
district for vaccination and come back in;
and we have vaccination teams just outside
the districts which capture people moving.”
(male, Nairobi)
How could these
constraints or
difficulties be
overcome in the
future? (text) (y305)

Answers varied per region. In South Central
many respondents felt that issues could only
be resolved if security issues are addressed.
All three zones agreed that SM Net could
address some of its difficulties by increasing
the programme budget.
In Somaliland and Puntland respondents
suggested increasing the engagement of
religious and community leaders in the
programme. In Puntland they suggested
increasing the number of working days and
training days for staff. In Somaliland they
suggested increasing the number of staff,
improving transport and logistics and adding
additional campaigning days.

DFAs for mobilizers (1); increase
accountability (1).

workers in insecure areas (1); work with
midwives; address insecurity (1); improve
communication (1).

Responses included: to establish good
connections with key persons in the
community; increase mobilization days;
better preparation of transport and logistics;
increase the budget and number of staff
working on the SM Net team.

Suggestions included: dealing with AlShabab; donors to increase the funds;
increase community awareness.

Quotes
“The international partners should listen to
the suggestions that the Ministry gives and
establish the necessary strategies to ensure
that it [polio] does not arise again.” (male,
regional level actor, Bosaso)
“Awareness is the key to overcoming all
constraints and SM Net is key in providing
the much needed information on health
issues. I believe that SM Net should be
applied to all health issues.” (male, district
level actor, Garowe)
Suggestions included: increasing the
number of working days; increasing the
budget; increasing the number of training
days for staff members; working with
community members and religious leaders
on the campaign. One said they did not
know.
Quotes
“If constraints arise in the future, they can be
overcome if we continue to improve the
knowledge of the people by continuing to get
the message across and also by utilizing
religious elders to get the message across.”
(female, vaccinator, Bosaso)

Quotes
“It can be solved if the Network
organizations deal or communicate [with] AlShabab then it can be reached all the places
especially those places under Al-Shabab
administration.” (male, DFA, Baidoa)
“The government, backed by the AU, should
invade these places and take over control
and force Al-Shabab to leave these
territories.” (male, DFA, Kismayo)

Research question: 4. Was the SM Net approach able to respond to changes in priorities or programme strategies?
Theme: Perceptions on ability of SM Net to adapt to changes in priorities or programme strategies
What were the main
changes in priorities or
programme strategies
since the start of SM
Net in Somalia? (text)
(x501)

In Puntland the most common response was
that there had been no main changes in
programme strategy since the start of SM
Net. In South Central a majority of the
respondents did not understand the
question. In Somaliland the most common
answer was increasing the house to house
mobilization.

50% (6/12) said there had been no main
changes in priorities or programmes since
the start.

This question was not well understood in
Somaliland. Only 18 respondents were able
to answer effectively.

Only 18 respondents fully understood the
question and the remaining answers were
very spread out.

Other responses included: an increased
focus on rural areas (3); minor changes to
the programme were made based on
contextual factors (1); mobilizers now went
before the vaccination team for house to

Of these, 22% (4/18) said that house to
house visits were started.

Of these, responses included: previously the
team was using microphones, now they are
predominantly doing house to house visits
(3); there is now an accountability and
transparency system in place (1); SM Net

16% (3/18) said no main changes in
priorities or programmes had been made
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Other responses included: an increased
focus on rural areas (Puntland); reducing the
number of CMs (South Central).

house visits (1); involving the elders of the
community (1); DSMC linked with local
NGOs (1).

In Nairobi the team said that initially the
primary focus of SM Net had been to raise
awareness and address refusals. Towards
the end of the programme the focus shifted
to reaching nomadic populations.
Community surveillance has also become a
greater focus in the last few years.
Additionally, the future shift may integrating
routine immunizations with the polio
campaign.

One respondent did not understand the
question.
Quotes
“The strategy is always changing due to the
feedback we receive. If our reports indicate
that some village is low on vaccination
intake then we try to put more focus on
reaching that place than a place that is more
saturated.” (female, district level actor,
Garowe)

Quotes
“The first priority was to create awareness (it
was less than 50% - now 90%). Then it was
to address refusal and missed children
(were 15% and now 5/6%), 3... Then it was
reaching nomadic populations (at the start
40% were not immunized at all, currently
about 10%)…” (male, Nairobi).

since the start.
Other responses included: appointment of
DFAs (1); capacity building and training (4);
reduction in programme funding (1);
introduction of microphones (1); working with
MCH (1); mapping of villages in Somaliland
(1); better coordination and structure (from
zonal to district level) (2); more community
involvement (1); incorporating SM Net into
routine immunization (1); reduced use of
TPA (1); reduction of refusals (2); change
community expectations (1); change of
reporting (1); use of tablets (1); working to
support overall health of community (1);
reducing size of focus regions (1); change in
management (1); increase size of
management campaigns (1).

now works alongside routine immunizations
(1); the programme is now run by MoH
rather than local NGOs (3); only giving
children vaccinations once (1); more
community involvement in SM Net (1); fewer
CMs (4); the programme now has female
CMs work with mothers (1); cars mounted
with microphones have been added (1).
1 respondent said there had been no
programme changes.

Quotes
“Before it was only me and now there are
district officers.” (male, regional level actor,
Hargeisa)
“In 2013, the structure was only zonal level,
later on they added regional level and after
that district level but we hope it reaches the
village level.” (male, zonal level actor,
Hargeisa)

Overall, on a scale of 1
to 5, where 1 is the
lowest and 5 is the
highest, how would you
rate the ability of SM
Net to respond to these
changes? (1=very
poor, 2=poor, 3=
average, 4=good,
5=very good) (x502)

77% (54/70) of respondents in the three
zones and one in Nairobi rated the ability of
SM Net to respond to these changes as
good or very good.

100% (13/13) rated SM Net’s ability to
respond to changes as good or very good.

67% (16/24) rated SM Net’s ability to
respond to changes as good or very good.

77% (24/31) said good or very good.
6 said average.

83% (20/24) rated it as 3 or above.
1 said poor (male, RPO, Dusamareb).

16% (11/70) rated it average.

4% (1/24) rated it as poor and 13% (3/24)
rated it as very poor (male, regional level
actor, Borama; 2 males, regional level
actors, Hargeisa).

7% (5/70) rated it as poor or very poor.

Theme: Examples of failure
Can you give any
examples of when SM
Net failed to
adequately respond to

Respondents in Puntland could not identify
any examples of where SM Net failed to
adequately respond to change. In South
Central and Somaliland examples included:

100% (13/13) said they could not provide an
example of when SM Net failed to
adequately respond to changes.

52% (11/21) said they could not provide
examples.

71% (22/31) said they could not provide
examples.

Other responses included: failure to cover

Other responses included: poor responses
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changes? (text) (x503)

failing to cover rural areas; not addressing
low/diminishing numbers of CMs; not
building the capacity of field teams; not
sufficiently addressing religious issues; poor
quality equipment for vaccinators; financial
constraints.

rural areas (4); SM Net could not send
enough CMs to rural areas (2); not enough
capacity building for teams (2); not enough
vaccines available (1); poor quality data (1);
need for her per diem and pay on time (2);
availability of transport (1); connecting all the
health facilities (1).

In Nairobi one respondent felt supervision in
South Central was very weak due to security
issues. Another respondent used the
example of lack of reporting on surveillance.

to diminishing CMs (2); poor response to
religious context (1); poor quality equipment
for vaccinators (1); financial constraints (1);
poor response to insecurity (1); inconsistent
campaigning (1); insufficient transportation
(1); failed to engage government
participation (1).

Quotes
“In 2015 we needed more mobilisers, we
requested for 500 but they sent us 200.
Secondly, there was a time that the MoH lost
funds for our implementation plan and there
was a financial gap and no one could work
without funds in early 2016.” (male, regional
level actor, Hargeisa)

Quotes
“In South Central there has been a problem
from the beginning of poor supervision due
to security. The clan divide is also much
more prominent. A district level or regional
level person cannot go to all the villages;
international staff can't travel without a
convoy [...] so we have tried to manage this
by using NGOs - but it is not managed to the
extent we want.” (male, Nairobi)

Theme: Possible improvements to how SM Net adapts to changes in priorities or programme strategies
How could SM Net
improve its ability to
adapt to changes in
priorities or programme
strategies? (text)
(x504)

The majority of respondents in the three
zones could not identify ways to improve SM
Net’s ability to adapt to changes. Of those
that responded the most common
suggestions were: working with local
stakeholders (MoH/NGO/local authorities);
more programme engagement with
community members; recruiting qualified
staff (South Central); providing sufficient
training and capacity building to SM Net
staff.
In Nairobi suggestions included: providing
third party monitoring; use of SMS
monitoring (for example through the African
Voices Foundation SMS programme);
provide training and orientation to staff; work
with regional management to build a strong
M&E system.

38% (5/13) said that SM Net did not need to
improve or that they did not know.
Other responses included: working more
closely with partnering organizations (2);
more training and capacity building for staff
(2); more monitoring and evaluation (1);
identifying ways to improve vaccination rates
(1); finding ways to talk about other health
issues during epidemics/droughts (1); more
funding for SM Net (1); making teams better
aware of polio outbreak locations and
severity (1); revisiting unaccessible areas at
a later point (1).
Quotes
“Well it is hard seeing as they aren’t offering
food or water. However, during periods like
this [drought periods], there are a lot of
health issues that arise and it would be wise
to talk about these issues or at least attach
those issues to polio campaigns to ensure

33% (8/24) said to improve planning and
implementation of the plan. 25% (6/24) said
to increase training.
Other responses included: working more
with the community and its leaders (3);
engagement with national institutions to
create ownership of the programme (3);
increasing the budget and resourcing for SM
Net (3); ensuring a robust M&E system (3);
expand operational coverage (1); timely
funding (1); increase staff (3); increase
number of days (2); improve transportation
(1); not applicable or did not know (3).
Quotes
“We need a real leader at the ministry of
Health, if we do not find a leader, there will
be no improvement [...].” (male, zonal level
actor, Hargeisa)

6 responded NA and 3 did not understand
the question.
Of the remaining 22 respondents, 27%
(6/22) suggested recruiting the right kind
(correct clans, qualifications) staff.
23% (5/22) suggested increasing training for
staff.
Other responses included: allocating more
budget (2); implementing better
administrative procedures (1); effectively
reviewing the programme and conducting
regular M&E of the programme (2); working
with local stakeholders to implement the
programme - for example NGOs, local
government, district authorities and national
government (3); implementing better
procedures (4); holding review meetings with
a resultant action plan (1); improve tools (1);
retainment of staff (1); contribute to the
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that citizens are more receptive to the
message and that the campaign is more
effective.” (male, regional level actor,
Garowe)

campaign as a team (1).
Two respondents mentioned addressing
security issues in the region which is beyond
SM Net’s control.
Quotes
“To have review meetings to discuss the
challenges and the achievements of the
programme and […] take any action points
to improve and solve the outstanding
problems that have been raised by the
fieldwork team or anyone who is involved in
the program.” (male, regional level actor,
Kismayo)

Research question: 5. Has the SM Net increased knowledge and awareness of polio, immunization and local polio campaigns amongst community members, including hard to
reach groups?
Theme: Knowledge and awareness of polio and immunisation
Overall, on a scale of 1
to 5, where 1 is the
lowest and 5 is the
highest, how would you
rate the effectiveness
of SM Net in increasing
the knowledge and
awareness of
communities on polio,
the disease? (1=very
poor, 2=poor,
3=average, 4=good,
5=very good)
(y401)

88% (49/56) rated the effectiveness of SM
Net in increasing the knowledge and
awareness of communities on polio, the
disease, as either good or very good.

Were there
geographical areas or
specific population
groups where
knowledge and
awareness on polio,
the disease, was
increased significantly
more than others?
(1=yes and 0=no)

71% (40/56) said yes there were areas
where knowledge on polio, the disease,
increased more significantly. This was
particularly the case in Somaliland.

83% (10/12) rated it as good or very good.

88% (14/16) rated it as good or very good.

89% (25/28) rated it as good or very good.

17% (2/12) rated it average (male, DFA,
North Galkayo; female, DFA, Bosaso).

12% (2/16) rated it as average (female,
vaccinator, Burao; female, DFA, Borama).

7% (2/28) rated it as average (male, DFA,
Baidoa; male, DFA, Afgoye).

11% (6/56) rated it as average.

4% (1/28) rated it as poor (female,
vaccinator, Jowhar).

1 rated it as poor (South Central).

In Somaliland and South Central the majority
of these areas were urban. In Puntland there
was no clear urban/rural distinction made.
The main reason given was that these areas

67% (8/12) said yes.

81% (13/16) said yes.

68% (19/28) said yes.

33% (4/12) said no (2 females, vaccinators,
Garowe; female, DFA, Garowe; female,
DFA, Bosaso).

19% (3/16) said no (female, vaccinator,
Hargeisa; female, DFA, Borama; female,
vaccinator, Borama).

Areas included: Hema in Galkayo; Takfir and
Tuima-Wayn; Mudug; Garowe; Suweto; IDP
camps; RafiyoRaaxo. It is not clear if there
was an urban/rural distinction.

The majority said urban areas. Only one
said rural areas. Places listed include:
October in Burao; Berbera City;
GacaanLibaax; Sh. Nuur; MohamuudHaybe;

25% (7/28) said no (2 females, DFAs,
Mogadishu; female, vaccinator, Mogadishu;
male, vaccinator, Dusamareb; female, DFA,
Dusamareb; female, vaccinator, Jowhar;
female, DFA, Afgoye).
7% (2/28) said do not know (2 males, DFAs,
Jowhar).
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If yes, which and why?
(y402 - 402c)

had been the focal points for awareness
raising campaigns. In Puntland these were
also areas where teams worked with
religious leaders and government and where
communities had seen polio within their
communities. In Somaliland these
populations tended to live near health
centres, have access to media campaigns
and were more educated. As such they often
already knew what polio was. In South
Central, these communities tended to be in
regions which were secure and were easily
accessible for CMs to carry out the
awareness campaigns. Furthermore, those
living in IDP camps had often come from
Kenya, where they had already learnt about
polio.

42% (5/12) said this was because
awareness had increased in those areas.
Other responses included: the team used
religious leaders as part of the campaign (1);
community and government worked together
on the campaign (1); there were a lot of
diseases in the IDP camps so those in the
camps had more first-hand experience of
polio (1).
Quotes
“Religious sects (Takfir and Tuima-Wayn):
Their knowledge and awareness on polio
increased because SM Net hired individuals
who belong to these religious sects and
whom they trust. Eventually they accepted
the vaccination.” (male, DFA, North
Galckacyo)

Jungalho; Borama Sh. Osman; Daarole;
Sheikh AbdaalGo’odaWayn.
The main reasons given included: these
groups were in areas where a lot of
awareness raising has been done (9); these
are communities who already know or easily
accepted the messages in the awareness
raising campaigns (4); they had access to
media sources (1); they are close to
hospitals (1); they are educated
communities (3); they are communities
where community health workers live (3);
community leaders accepted it (2); not
applicable (3).
Quotes
“Sheikh Nur; because, before the community
would ignore the vaccination because of
religion. They got sick and told us ‘We want
you to vaccinate us’ and their awareness
also increased their knowledge.” (male,
DFA, Hargeisa)

Areas/groups included:
Centres/crowded place; cities; urban areas
such as Kismayo; people living in
Xamarweyne district; Kismayo, Afmadow,
Dyoobleey, KulmiyowBadhaadhe; Dollow;
Jowhar; IDPs who lived in Kenya.
54% (15/28) said this was because they
were exposed to more awareness
campaigns.
Other reasons included: the areas are safer
(5); they are more educated (4);
microphones on vehicles (1); they have prior
knowledge of the vaccine (2); they have
radio/TV (2); they receive awareness in the
mosque (1); they know the CMs (1); not
applicable (9).
Quotes
"Al-Shabab zones are risky while the areas
under the south-west regional Somali
government are safe and we can do our
campaign smoothly.” (male, vaccinator,
Baidoa)
"These people know about the polio disease
and they have more knowledge on it
because they lived in Kenya which is a
better country than Somalia in terms of
development.” (female, vaccinator, Baidoa)
“The reason is that the community always
gets the awareness and they listen to the
radios and televisions, so they are more
aware than those that live in the
countryside.” (female, vaccinator,
Dusamareb)

Were there
geographical areas or
specific population
groups where
knowledge and
awareness on polio,
the disease, increased

48% (27/56) said yes, there were some
areas/population groups where knowledge
on polio the disease had increased more
slowly. This was particularly the case in
South Central.

42% (5/12) said yes (female, DFA, Bossaso;
female, vaccinator, Bossaso; female,
vaccinator, Garowe; male, DFA, Garowe;
female, vaccinator, North Galckacyo).

31% (5/16) said yes (male, vaccinatior,
Burao; male, DFA, Berbera; female, DFA,
Berbera; 2 females, vaccinators, Berbera).
69% (11/16) said no.

58% (7/12) said no.
In all three zones, population in remote and

The majority said HtR areas. They

61% (17/28) said yes.
28% (8/28) said no (2 females, vaccinators,
Afgoye; 2 females, vaccinators,
Mogadishu;female, DFA, Dusamareb; male,
vaccinator, Dusamareb; male vaccinator,
Kismayo; male, DFA, Jowhar).
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more slowly or not at
all? (1=yes and 0=no)
If yes, which and why?
(y403 - 403c)

rural areas had lower levels of awareness on
polio, the disease. Puntland and South
Central respondents also mentioned
nomadic groups as having lower levels of
awareness. South Central respondents also
mentioned those living in areas under AlShabab or in areas of insecurity.
Nomadic groups frequently moved and it
was difficult for SM Net (particularly CMs) to
reach these population groups on a regular
basis. Similarly, population groups in
insecure regions were difficult to access.
Awareness levels were also low because
these groups were often unable to access
health facilities or conventional media (i.e.
radios/television).

How do you think
knowledge and
awareness on polio,
the disease, can be
improved in these
specific groups or
geographical areas in
the future? (text)
(y404)

In all three zones respondents suggested
increasing awareness campaigns with HtR
groups. SM Net could also bring community
members to a central location (i.e. from
these HtR groups) and provide them with
training. They could then go back and
deliver sensitization on polio within those
communities. In Somaliland and South
Central there was also the suggestion to
increase the number of vehicles available for
CMs and vaccinators so they are able to
reach remote areas.

The main areas are rural or nomadic
populations as well as populations that have
recently migrated to the city. New Bosaso.
Reasons given included: nomadic groups
are in HtR areas and move frequently;
migrant groups have recently entered urban
areas coming from rural areas where they
have not been exposed to the campaigns
before; these communities often do not have
access to conventional media and may also
be illiterate; affluent groups also consider
polio campaigns for poor communities and
not for them.

mentioned specifically: Sarar; Dabo-Dabo;
Lascidle.
Reasons given included: these areas do not
receive mobilizers and vaccination teams
regularly, if at all; when the CMs and
vaccinators do visit it is not for long periods
of time as it is HtR them; they are also areas
without MCHs and hospitals; they live in
areas with poor infrastructure.

Quotes
“The knowledge and awareness on polio
[disease] can be improved for these specific
groups through more mobilization and
awareness. There was a time we registered
the houses that refused the vaccination and
we submitted the list to UNICEF. The
government also can put pressure on those
few houses to take part in the polio
campaign.” (male, DFA, North Galkayo)

Reasons given include: these areas have
people who are less educated; they did not
get mobilization because they are
inaccessible due to insecurity or are in AlShabab controlled areas; nomadic groups
are constantly moving and so it is difficult for
them to be included in the campaign.
Quotes
“As they live in remote areas, it is hard to
reach them to provide community
mobilization for polio disease, secondly, they
don't listen to media, even the radio..."
(female, vaccinator, Dusamareb)

Quotes
“There are societal issues that cause these
people not to be as aware of the campaign
as much as others. Some of the reasons
being they perceive these campaigns as
below their societal standards and that it is
meant for the poor or the disadvantaged.”
(female, DFA, Bosaso)
Suggestions for improvements included:
more community interventions; constant
campaigning; engaging more with religious
leaders; engaging more with private
hospitals.

11% (3/28) said do not know (female, DFA,
Mogadishu; 2 males, vaccinators, Jowhar).

Suggestions included: training groups
among the community to transmit the
message on polio; run more campaigns in
these areas; develop strategic plans for HtR
groups; increase budget and availability of
transportation to reach these areas; use
radio and SMS based messages to target
these areas.

Suggestions included: more awareness;
increasing the CMs; communicate with AlShabab; train people under Al-Shabab rule;
provision of vehicles for the team.
Quotes
"Comparisons of polio affected kids and
healthy kids should be shown to the
community members then they will know the
benefit of polio vaccination.” (male, DFA,
Baidoa)
"Communication with Al-Shabab or we can
take some people from those areas and they
can be trained here in order to serve their
villages when they return.” (female,
vaccinator, Baidoa)
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Overall, on a scale of 1
to 5, where 1 is the
lowest and 5 is the
highest, how would you
rate the effectiveness
of SM Net in increasing
the knowledge and
awareness of
communities on polio
immunisation? (1=very
poor, 2=poor,
3=average, 4=good,
5=very good)
(y405)

88% (49/56) rated the effectiveness of SM
Net in increasing knowledge and awareness
of communities on polio immunisation as
good or very good.

Were there
geographical areas or
specific population
groups where
knowledge and
awareness on polio
immunisation was
increased significantly
more than others?
(1=yes and 0=no)
If yes, which and why?
(y406 - y406c)

75% (42/56) said yes. In particular
respondents in Somaliland felt that
knowledge and awareness on polio
immunisation had increased significantly
more in certain areas or within certain
population groups.

100% (12/12) rated it as good or very good.

63% (10/16) rated it as good or very good.

96% (27/28) rated it as good or very good.

31% (5/16) rated it as average.

4% (1/28) rated it as average (female,
vaccinator, Jowhar).

6% (1/16) rated it as poor or very poor.
(male, vaccinator, Burao)

11% (6/56) rated it as average (Somaliland
and South Central).
1 respondent in Somaliland rated it as poor
or very poor.

Areas or groups included urban areas, rural
areas near to paved roads, certain IDP
camps and those who had received the SM
Net campaign for the longest time.
In South Central, Puntland and Somaliland
respondents attributed this to the fact that
more campaigns had been done in those
areas and, as a result had greater exposure
to and understanding of polio immunization.
This was because these groups were
located in areas easily accessible by CMs.
These groups had more trust in CMs
because they either delivered their work
well, they were employed from within the
community or they were female mobilizers
(they could talk to the mothers in the
household).

75% (9/12) said yes.
Areas include: Mudug, IDP camps; Garowe;
places which have had the campaign for the
longest time; Bosaso.
25% (3/12) said no (female, vaccinator,
Garowe; female, DFA, Bosaso; female,
vaccinator, North Galkayo).
Reasons given included: people have
knowledge about the advantages of
immunization in these areas (2); SM Net
employed mobilizers from these
communities (3); there were a lot of
campaigns in this area (5); people in urban
areas tend to have an educational
background so they understand the
immunization process better (3).
Quotes
“Everyone’s knowledge and awareness grew
over the years that SM Net was being
implemented. The mobilizers did a great job
informing the masses of what polio
immunisation is.” (female, DFA, Garowe)

88% (14/16) said yes.
Areas included: Burao; Actoobar; rural
places near to paved roads; GucanLibaax;
Sheikh Nuur; MohamuudAagbe; Jungal; Sh.
Osman; urban areas; Daray-Godle; Lasa
rug; Abdaal Sheikh; Berbera.
71% (10/14) said because these
communities understand the importance of
the polio vaccine.
Other responses included: parents are
educated (1); SM Net used female
mobilizers and midwives (1); these villages
are close to the cities (4); the CMs did a
good job in these areas (2); these
communities have family members in the
city who advise them (1); these communities
get more access to awareness campaigns
than others (2).
12% (2/16) said no (female, vaccinator,
Hargeisa; female, vaccinator, Borama).
Quotes
“Areas close to the city have access to get
awareness and regular campaigns, but not
the far away areas.” (female, DFA, Berbera)

68% (19/28) said yes.
Areas and groups included: the educated,
urban areas and communities; near IDPs
(Kabasa and Qansaxley).
25% (7/28) said no (female, vaccinator,
Baidoa; female, vaccinator, Mogadishu;
female, DFA, Mogadishu; male, DFA,
Jowhar; female, DFA, Afgoye; male,
vaccinator, Dusamareb; female, DFA,
Dusamareb)/
7% (2/28) said do not know (female,
vaccinator, Mogadishu; male, DFA, Jowhar).
50% (14/28) attributed it to more awareness
and campaigns.
Other reasons included: the areas are
secure (3); urban population is better
educated (3); support from distinct District
Commissioner (1).
Quotes
“Because these villages/districts have been
implementing this programme and are in
secure places where the campaigns are
frequently carried out ..." (male, DFA,
Kismayo)
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Were there
geographical areas or
specific population
groups where
knowledge and
awareness on polio
immunisation
increased more slowly
or not at all? (1=yes
and 0=no)
If yes which and why?
(y407 - y407c)

52% (29/56) said yes. In particular South
Central respondents felt there were certain
areas or population groups where
knowledge and awareness on polio
immunisation increased more slowly or not
at all.

58% (7/12) said yes.

Groups mentioned included: those living in
rural areas; nomadic groups; those who had
recently migrated to urban areas; those
living in IDP camps; those in insecure or AlShabab controlled areas.

Groups mentioned include: nomadic groups;
those on the Ethiopian-Somali border;
Galkayo; rural areas; religious groups.

Reasons given across all regions included
lack of accessibility to these groups. This
was either because: they were mobile
populations (Puntland); there was
insufficient transportation to reach them
(Puntland); they were too far to reach from
towns (Somaliland); they were in insecure
areas (South Central).
Other reasons given included: that literacy
and education levels in these areas were
generally lower (Puntland and Somaliland);
there is more distrust of development
agencies in rural areas (Puntland); there
was lower access to MCHs and health
services in these areas (Somaliland).

How do you think
knowledge and
awareness on polio
immunisation can be
improved in these
specific groups or
geographical areas in
the future? (text)
(y408)

A common suggestion was to train people
from HtR communities and send them back
to their communities to conduct awareness
campaigns.
Other suggestions included: tracking
nomadic groups and conducting campaigns
at water points where nomadic groups
frequently gather (Puntland and South
Central); using mixed media approaches
(i.e. radio, cars mounted with microphones)
to reach remote groups; to use more
vehicles to transport CMs to HtR areas.

42% (5/12) said no (male, DFA, North
Galkayo; male, DFA, Bosaso; female,
vaccinator, Bosaso; female, vaccinator,
Garowe; female, vaccinator, North Galkayo).

Reasons given included: there is a lack of
transportation available to reach these
areas; these communities do not prioritize
immunization and some people, despite
having awareness campaigns, still refuse to
immunize; campaigns are not as visible in
rural areas - there are fewer boards and
posters for example; people are less
educated; there is more distrust of
development agencies in rural areas; it is
hard to track down nomads.

38% (6/16) said yes (male, vaccinator,
Burao; female, DFA, Borama; male, DFA,
Berbera; female, DFA, Berbera; 2 females,
vaccinators, Berbera).
62% (10/16) said no.
Areas mentioned include: mountainous
regions; rural areas; nomadic areas. Specific
areas mentioned included: DarayGodle;
Karin; Lascidle; Allays.
Reasons given included: they are HtR
communities; literacy levels are generally
lower; there is less access to awareness and
training on polio as campaigns cannot reach
them; there are no MCHs in these
communities.
Quotes
“Because most people [in rural areas]
cannot read and write and lack of
awareness.” (female, DFA, Borama)

Quotes
“Because campaigns are not done [in rural
areas] as thoroughly as they are in the urban
centres where there are billboards, media
and other communication tools. Also, the
level of education is lower and there is more
mistrust for development agencies in rural
places.” (female, vaccinator, Garowe)
Suggestions included: conduct campaigns at
water points in nomadic areas; more
campaigns delivered to a broader population
group; use different methods to campaign,
including media and vehicles, in rural areas
as in urban; more training for staff. One
respondent was unclear on how to address
religious leaders, saying religious beliefs are
hard to change.
Quotes
“Knowledge and awareness on polio
immunisation can be improved for these
specific groups in the future by more
awareness and by consultation with these

Suggestions included: training people within
these remote communities who can go back
and do the sensitization; do more campaigns
in HtR areas; prepare smoother
transportation and logistics plans to HtR
areas; increase the budget; engage more
with religious leaders.

57% (16/28) said yes.
25% (7/28) said no (2 females, vaccinators,
Afgoye; female, vaccinator, Mogadishu;
male, DFA, Kismayo; female, vaccinator,
Kismayo; male, vaccinator, Dusamareb;
female, DFA, Dusamareb).
18% (5/28) did not know (2 females, DFAs,
Mogadishu; 2 males, DFAs, Jowhar; male,
vaccinator, Kismayo).
Areas/groups mentioned include: insecure
areas; new arrivals; rural areas; IDP camps;
all districts controlled by Al-Shabab;
nomads.
Reasons given included: some areas are
inaccessible; new arrivals to camps take
some time to adapt; security concerns; less
awareness in some areas.
Quotes
“IDP camps in Mogadishu are areas where
knowledge of polio immunization increases
more slowly because these people are poor
and they are busy getting daily food, and so
they are not interested in the polio
immunization.” (female, vaccinator,
Mogadishu)

Suggestions included: solving regional
issues of insecurity; educating community
members; more awareness; increasing the
number of workers and having more mobile
teams; increasing the number of vehicles;
employing local elders in insecure places;
having documentation on where the nomads
go.
Quotes
“To employ local elders from insecure places
who can take that role instead of bringing
out mobilizers to the villages.” (male,
vaccinator, Jowhar)

197

people. There was a house which had
always refused the vaccination. Then the
head of the UNICEF, who later died in car
bomb, visited the house and persuaded the
mother and finally they accepted and
vaccinated the 7 children.” (male, DFA,
North Galkayo)

Theme: Knowledge and awareness of polio campaign, CMs and vaccinators
Overall, on a scale of 1
to 5, where 1 is the
lowest and 5 is the
highest, how would you
rate the effectiveness
of SM Net in increasing
the knowledge and
awareness of
communities on the
local polio campaign
and immunisation
rounds? (1=very poor,
2=poor, 3=average,
4=good, 5=very good)
(y409)

86% (48/56) rated SM Net as good or very
good at increasing knowledge and
awareness of communities on the local polio
campaign and immunisation rounds.

Were there
geographical areas or
specific population
groups where
knowledge and
awareness of the local
polio campaign and
immunisation rounds
was increased
significantly more than
others? (1=yes and
0=no)
If yes which and why?
(y410 - y410c)

73% (41/56) said yes, there were specific
areas or groups where knowledge on local
immunisation rounds were increased
significantly more than others. (Puntland and
Somaliland)

100% (12/12) rated it as good or very good.

12% (7/56) rated it as average (Somaliland
and South Central).

81% (13/16) rated it as good or very good.

82% (23/28) rated it as good or very good.

13% (2/16) rated it as average (female,
vaccinator, Hargeisa; male, male, DFA,
Hargeisa).

18% (5/28) rated it as average (male, DFA,
Baidoa; female, vaccinator, Mogadishu;
male, DFA, Kismayo; female, vaccinator,
Jowhar; male, DFA, Jowhar).

6% (1/16) rated it as poor or very poor
(male, vaccinator, Burao).

1 rated it as poor.

Areas or groups mentioned included: urban
areas; villages near paved roads; Sufi
communities; some IDP camps. In Puntland,
respondents also mentioned that mothers
have better knowledge in households than
men.
As with other responses the main reasons
given included that these areas were the
main focal points for awareness raising
campaigns because they were easily
accessible for CMs and vaccinators. This
was either because they were based near
where most CMs and vaccinators lived or
because they were in secure areas. These

92% (11/12) said yes.

88% (14/16) said yes.

57% (16/28) said yes.

8% (1/12) said no (female, vaccinator,
Garowe).

12% (2/16) said no (female, vaccinator,
Borama; female, vaccinator, Hargeisa).

Responses included: mothers have better
knowledge than fathers; Mudug; districts
covered by the vaccination campaign;
Wadajir; Sufi communities; IDP camps;
Bosaso; urban areas.

In general these areas are urban or near
paved roads. Specific locations mentioned
include: Burao; Actoobar; Hargeisa;
GacaanLibaax; Borama; Sh.Osman;
Barwaaqo; Geed-Lokar; Daarole; BurkoSheikh.

29% (8/28) said no (2 females, DFAs,
Dusamareb; male vaccinator, Dusamareb;
female vaccinator, Dusamareb; male, DFA,
Kismayo; male, DFA, Jowhar; female,
vaccinator, Baidoa; female, DFA
Mogadishu).

2 provided answers that were unrelated to
the question.
44% (4/9) said that people understand about
the polio campaign and immunization rounds
because they have experienced them.
Other responses included: trust in CMs and
vaccination teams (1); repeated
mobilizations (1); people take the time to

50% (7/14) said that a lot of awareness was
given in these areas.
Other responses included: communities that
are accessible to the polio campaign
(including close to the city) (5); those living
in cities are more educated (4); they watch
television or listen to radio (1); there are
MCHs or hospitals nearby (2); the CMs

14% (4/28) said they did not know (female
vaccinator, Jowhar; male vaccinator,
Jowhar; male, DFA, Jowhar; female, DFA,
Mogadishu).
Specific areas included: those with high
population density; urban areas; places that
are easily accessible.
32% (9/28) said that the area was exposed
to more awareness campaigns.
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were also the areas where communities had
experienced polio immunization rounds
(Puntland). These communities also tended
to be better educated and had access to
health and to a variety of media (television,
radio etc.). Finally these communities also
tended to be the ones where community
members had more trust in CMs and
vaccinators either because the community
and religious leaders had supported the
programme or because the CMs and
vaccinators were from those communities.

listen in these areas and are generally
educated (1); community leaders took part in
the campaign in these areas (1); these
people had access to the media and so
could be informed by the ministry (1).
Quotes
“After the leaders in the neighbourhood took
part in the campaigns and started sensitizing
their neighbours the refusals started to drop
dramatically.” (female, DFA, Garowe)

delivered good work (2); communities know
the CMs/vaccinators as they are from their
own communities (2).
Quotes
“Because they are more familiar with the
polio campaigns. When they see the CMs’
uniform they automatically understand that it
is a vaccination campaign.” (female, DFA,
Borama)

Other reasons provided included: these
places are secure and accessible (8); their
understanding is better as compared to
people in the rural areas (3); working with
the community leaders and religious leaders
(2); they are better educated (1); CMs were
hired from these areas (2); not applicable
(12).
Quotes
“The people living in Kismayo and the
surrounding districts have always received
more campaigning activities as compared to
other hard to reach villages and the reason
is because the further rural areas are very
difficult to reach because Al-Shabab militant
can easily access them at any time.” (male,
DFA, Kismayo)
“The local community of Xamar Wayne gets
more awareness on polio because the
community leaders in this district take part in
the polio campaign ..." (female, vaccinator,
Mogadishu)

Were there
geographical areas or
specific population
groups where
knowledge and
awareness of the local
polio campaign and
immunisation rounds
increased more slowly
or not at all? (1=yes
and 0=no)
(y411 - y411c)

50% (28/56) said yes, there were certain
areas where knowledge on the polio
campaign and immunisation rounds
increased more slowly or not at all. This was
mostly the case in Puntland.

75% (9/12) said yes.

44% (7/16) said yes.

43% (12/28) said yes.

25% (3/12) said no (female, DFA, Garowe;
female, vaccinator, Garowe; female,
vaccinator, Bosaso).

43% (12/28) said no.

Across all three zones these groups were
either from rural areas, were nomadic
groups, were groups that had migrated into
towns recently or were those that lived in
insecure areas.

In general these are: nomadic groups;
groups from rural areas; groups from
mountainous areas; those from small towns
and cities. Also there are some specific
individuals in cities and people from Galgala.

56% (9/16) said no (2 females, DFAs ,
Burao; female, vaccinator, Burao; male,
DFA, Hargeisa; 2 females, vaccinators,
Hargeisa; female, DFA, Borama; 2 females,
vaccinators, Borama).

The main reason given was lack of access
to these groups. This was either because
these groups are highly mobile populations,
they live in very remote areas or they live in
insecure regions or those controlled by AlShabab. Lack of access to these
communities meant that limited awareness
raising could be done. Further these
communities also lacked access to other
media outlets that might have increased

Reasons given included that nomads are
HtR and so are hard to immunize (3). This is
of concern as the nomads are migrating into
towns because of the drought and bringing
potentially infected children with them.
Groups in these areas tend to: believe more
in local rumours about polio (1); they lack
knowledge on campaign and immunization
rounds (2); they lack trust (2); the security
situation in these areas is poor which

In general these are mountainous or rural
areas. Specific locations included: Sarar;
Qodaxda; Dabo-Dabo.
Reasons given included: that there had not
been any communication campaigns
conducted in these communities for a while
(2); these groups receive less access to
campaigns and less time with CMs because
of their distance from urban areas (5); they
tend to believe more in local rumours about
polio (1); they are nomadic populations (1).

14% (4/28) do not know (female, vaccinator,
Mogadishu; male, vaccinator, Kismayo;
female, DFA, Mogadishu; male, DFA,
Jowhar).
In general these are: the newcomers; the
rural areas; the insecure areas; nomads.
Reasons given included: these are AlShabab controlled areas and are insecure
(9); there is a lack of transportation to these
areas (2); the places are far (3); there are
insufficient numbers of vaccination teams
(1); nomadic and difficult to locate (3).
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their awareness (such as radio or television).
As such, populations tended to believe more
in local negative rumours about polio
immunization.

reduces access (1); they often lack access
to radio and television (1).

How do you think
knowledge and
awareness of the local
polio campaign and
immunisation rounds
can be improved in
these specific groups
or geographical areas
in the future?
(y412)

The most common responses were to target
SM Net efforts on reaching these hard to
access groups by providing extra budget,
staff and logistical support towards reaching
these areas. In Puntland some respondents
also suggested using radio and television
stations to send out information on polio
immunization information to remote
communities or those living in insecure
areas.

Suggestions included: re-train and send SM
Net teams back to the field to target rural
and HtR groups (2); approach and consult
community leaders before entering
communities with campaigns (1); work with
radio and television stations assigned to
these specific areas (1); more campaigns
(6).

Suggestions included: training people from
these villages to lead campaigns (3);
ensuring regular campaigns in these areas
(3); more budget directed towards rural and
HtR groups (1); more teams and working
days provided as well as better logistics (7).

Suggestions included: generating more
awareness in these communities on polio
the disease and immunization (3); enforcing
or improving security in these regions (8);
increasing the number of CMs (2);
increasing the number of vaccination teams
(1); increase the number of rented vehicles
(2).

Overall, on a scale of 1
to 5, where 1 is the
lowest and 5 is the
highest, how would you
rate the effectiveness
of SM Net in increasing
the knowledge and
awareness of
communities on the
roles of the vaccinators
and CMs? (1=very
poor, 2=poor,
3=average, 4=good,
5=very good
(y413)

88% (49/56) rated the effectiveness of SM
Net in increasing knowledge and awareness
on the roles of the vaccinators and CMs as
good or very good.

100% (12/12) rated it as good or very good.

94% (15/16) rated it as good or very good.

79% (22/28) rated it as good or very good.

6% (1/16) rated it as very poor. (male,
vaccinator, Burao)

21% (6/28) rated it as average.
(female, vaccinators, Jowhar; male,
vaccinators, Jowhar; female, vaccinator,
Baidoa; female, vaccinator, Mogadishu;
male, vaccinator, Kismayo; male, DFA,
Jowhar)

Were there
geographical areas or

61% (34/56) said yes, there were specific
population groups where knowledge and

81% (13/16) said yes.

46% (13/28) said yes.

Quotes
“Because the nomadic groups live in the far
rural areas, they sometimes cannot be
reached by cars, due to lack of roads. The
main concern we have now is that the
nomadic people lost their livestock after the
prolonged drought and they came to the
towns and villages nearby. Most of those
that came are children and we are worried
they might have come with the virus, so we
have a polio campaign planned and we want
to go to every place that the newcomers
reside and give them awareness.” (male,
DFA, North Galkayo)

6 respondents in South Central rated it as
average.
1 respondent in Somaliland rated it as very
poor.

67% (8/12) said yes.
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specific population
groups where
knowledge and
awareness on the roles
of the vaccinators and
CMs was increased
significantly more than
others? (1=yes and
0=no)
If yes which and why?
(y414 - y414c)

awareness on the roles of vaccinators
increased significantly more. This was
particularly the case in Somaliland.

33% (4/12) said no (female, vaccinator,
Garowe; female, vaccinator, Bosaso; male,
DFA, Garowe; female, DFA, Bosaso).

As with other responses, the main areas
were urban, located near to MCHs, certain
IDPs and those that have experienced the
most awareness raising campaigns by SM
Net.

Areas referenced included: IDPs; villages
and residents in cities; religious groups;
Galkayo; where communities have
experienced multiple campaigns; urban
areas in general.

As with previous responses, the main
reason was the accessibility of the
community. CMs and vaccinators could
more easily interact with these community
members because they were easy to reach.
These communities had also experienced
multiple campaigns and so by this point
knew who the CMs and vaccinators were.
Further the CMs and vaccinators often lived
in these areas and so they could easily
reach communities and community
members knew and trusted them.

Responses included: locations where health
workers lived as they would provide advice
in the local communities even when not
mobilizing (2); there was generally more
awareness of polio campaign and polio
disease in these communities (3); these
areas worked with CMs and vaccinators that
they knew and trusted (2); people in these
areas have seen several campaigns so
know the difference between CMs and
vaccinators (2); people in urban areas tend
to be more educated and also listen to the
radio and television where they also pick up
information (1).
Quotes
“Mostly the auxiliary nurses do not only give
awareness during the three days of the
assignment, but they are in the community
always and whenever they see something
wrong with a child, they give consultation
and inform the community on prevention of
the disease.” (male, DFA, North Galkayo)
“Because the people knew us since we are
members of the community and therefore it
is made it easier for people to open up to
us.” (female, vaccinator, Garowe)

Were there
geographical areas or
specific population
groups where
knowledge and
awareness on the roles
of the vaccinators and
CMs increased more

32% (18/56) said yes, there were specific
population groups where knowledge and
awareness of the mobilizers increased more
slowly. This was particularly the case in
Somaliland.
These were: rural areas; regions that lacked
security; amongst communities where

17% (2/12) said yes (female, vaccinator,
North Galkayo; female, DFA, Bosaso).

Areas included urban areas. Specific
locations are: Burao; Borama; Sh.Osman;
Actoobar; Daarole; Barwaaqo; Viland;
Burao-Sheikh; Mosco.
77% (10/13) respondents said there were a
higher number of awareness campaigns
done in these areas.
Other responses included: CMs and
vaccinators established a strong relationship
with different sectors of the community (4);
community understand the importance of the
polio vaccine (4); they used community
members as CMs in these communities (1);
they worked with the MCHs (2); the urban
areas have more campaigns (2); CMs,
community members, MoH, UNICEF and
WHO worked together well in these
communities (1).
19% (3/16) said no (male, DFA, Hargeisa;
female, vaccinator, Hargeisa; female,
vaccinator, Borama).

36% (10/28) said no (2 females, vaccinators,
Afgoye; male, DFA, Kismayo; female, DFA,
Baidoa; 2 females, DFAs, Dusamareb; male,
vaccinator, Dusamareb; female, DFA,
Afgoye; female, vaccinator, Mogadishu;
female, DFA, Mogadishu).
18% (5/28) said they did not know (female
vaccinator, Jowhar; male, vaccinator,
Jowhar; 2 males, DFAs, Jowhar; female,
vaccinator, Dusamareb).
The areas mentioned included: overcrowded
villages such as Horseed Village, Isha
Village and Bardale village; urban areas and
cities; areas near MCHs; women groups.
The reason given were: the areas/villages
have more population as compared to others
(2); availability of medical services (1); they
have received many trainings (3); the areas
are safe and secure (4); the groups/areas
get more awareness (1); they are educated
(1).

Quotes
“They established strong connections and
communication with the different sectors of
the community. They spent money, energy
and effort to convince the community the
importance of the polio Vaccine. When they
face any kind of problem they try to solve it,
if they can’t solve that problem, they ask the
problem solvers to help them like the elders,
religious leaders and other qualified
persons.” (female, DFA, Burao)

Quotes
"The newly internally displaced people who
are living inside Baidoa camps are difficult to
approach and it is hard to do disease
awareness effectively.” (female, vaccinator,
Baidoa)

44% (7/16) said yes.

32% (9/28) said yes.

56% (9/16) said no.

54% (15/28) said no.

Specific areas included mostly rural areas particularly mountainous or coastal areas
(Lascidle). Specific areas include:
Dhuxunha; Hayayti; Dabo-Dabo.

14% (4/28) did not know (male, DFA,
Kismayo; male, vaccinator, Kismayo;
female, vaccinator, Dusamareb; female,
vaccinator, Jowhar).

83% (10/12) said no.
Reasons included: these were people with
strong religious beliefs and as such they
chose not to participate in the campaigns

201

slowly or not at all?
(1=yes and 0=no)

people held strong religious beliefs and
never took part in the campaigns.

If yes which and why?
(y415 - y415c)

In these regions low levels of accessibility
meant that communities had limited time to
engage with CMs and vaccinators because
they tended not to live in the same areas
and due to lack of budget and logistical
constraints could only visit for limited periods
of time.

How do you think
knowledge and
awareness on the roles
of the vaccinators and
CMs can be improved
in these specific
groups or geographical
areas in the future?
(y416)

To resolve this issue respondents suggested
more budget should be allocated towards
providing awareness raising campaigns in
those areas. In particular SM Net should
focus on building stronger connections with
these communities and their religious
leaders and elders. They should also recruit
and train CMs from these areas.

(2); less accessible areas (1).

Suggestions included: working with the
government and use top down messaging
from the ministries as well as community
level initiatives (1); train people within the
community to be CMs (1); special targeting
of these groups (1); increase staff (2);
increase incentives for the staff (1); increase
the overall budget (1).
Quotes
“We need a hand from the government. If
the government makes this a national issue
and orders everyone to vaccinate their
children, then the community will improve
their knowledge towards the vaccine.”
(female, vaccinator, North Galkayo)

The reasons included: these communities
tended to be less educated (3); they spend
less time talking with CMs (3); they have a
lack of awareness on polio (3); they are HtR
(3); not enough staff work in those areas (1);
they tend to believe rumours around polio
vaccine (1); there is not enough budget to
reach these areas (1); there is not enough
transport to reach these areas (1).

The areas mentioned included: Corner
Villages such as Towfiq, Waberi and ADC
villages; small or rural villages; villages
located far from cities; areas with insecurity.

Suggestions included: implementing
workshops and extra awareness raising
activities (2); more awareness raising (3);
regular meetings with the community (1);
transportation provision (3); form strong
connections in communities (1); more staff in
these areas (2); engage with religious
leaders and elders (1); more budget
allocated (1); develop strategic plans for HtR
areas (2).

Suggestions included: training the people in
the inaccessible places in the cities then
sending them back home as CMs and
vaccinators (2); increasing the number of
teams (2); solving issues of regional
insecurity (4); increase budget (1).

69% (11/16) said rural or HtR areas were
different compared to urban areas.

82% (23/28) said there is a difference. The
difference was mainly between the rural and
urban areas and places with security and
places that lack security.

The reasons given were: they are newly
settled places and they have less population
compared to the other places (1); budget
constraints (1); poor roads (2); insecurity (8);
movement for nomads (2).

Quotes
"We can bring some of the people from the
inaccessible place to Baidoa city and they
can be trained here and then go back and
deliver the polio service to their
communities.” (male, vaccinator, Baidoa)

“It is already very good. Everybody knows
who we are. They either call me by name or
scream out vaccinators. People also know
the difference between the vaccinator and
CMs and they know we come after the CMs.
Sometimes they even know our schedule.”
(female, vaccinator, Garowe)
In addition to the
above, are there any
specific differences in
the knowledge and
awareness of
accessible populations
compared to the hard
to reach groups, such
as nomads or other
excluded groups?

73% (41/56) of respondents said there were
specific differences in the knowledge and
awareness of accessible populations
compared to the HtR groups, such as
nomads or other excluded groups. However,
in some cases there are religious
communities in urban areas or those that
have recently migrated to the city that still
have low levels of awareness, despite being
relatively accessible geographically.

75% (9/12) said rural and urban areas have
specific differences. In particular, urban
areas: have more access to media (1); are
more literate (3); are more accepting (2).
Rural areas: tend to believe in traditional
beliefs (1); receive less awareness (2); are
less accessible (2). Rural communities that
have recently migrated to urban areas are
also tricky (1).

Other responses included: communities with
strong religious presence (1); outskirts of
cities could be as hard to reach as villages
(1); women have better understanding than
men (1); education is a determining factor
(2); none (1) (female, vaccinator, Borama).

29% (8/28) said that urban and secure
places received more awareness.
The other reasons given included:
accessibility (4); security (4); level of

202

(y417)
Reasons given were that urban groups have
more access to awareness raising
campaigns as well as to a variety of different
media outlets. Further, rural communities
tend to adhere to traditional beliefs on
medicine. In contrast urban populations tend
to be nearer to health centres and get their
health information from there and other
sources.

8% (1/12) said yes but did not provide
details.

education (2); nomadic groups do not
understand the vaccine’s purpose (1); those
in urban areas know the CMs personally (1).

25% (3/12) said there are none. (2 females,
vaccinators, Garowe; male, DFA, Garowe)

Quotes
“There is a big difference between the
accessible populations such as urban cities
who have more knowledge and excluded
groups ... and the main reason is that in
urban villages SM Net teams conduct more
awareness campaigns.” (male, DFA,
Kismayo)

Quotes
“Yes, a person in the urban centre is
someone who is more in tune with the media
and therefore is more informed and they
also have more campaigns. But the nomadic
populations don’t really understand the
campaigns because they haven’t been
exposed to it as much.” (male, vaccinator,
Bosaso)

Theme: Specific differences between accessible and hard to reach groups
What are the specific
challenges in
increasing knowledge
and awareness of
these hard to reach
groups? (text) (y418)

The majority of respondents across all three
zones talked about poor infrastructure,
limited financial support from SM Net and
challenges in tracking nomadic groups.

Most responses included: lack of
infrastructure (roads) and bad terrain (3);
limited financial support (1); some stated
that it is HtR the communities (4).

38% (6/16) said lack of transport.

54% (15/28) said insecurity.

38% (6/16) said limited/lack of financial
support.

25% (7/28) had no challenges to report on.

Other responses included: lack of staff;
ongoing drought in the region; community
illiteracy; low levels of access to media,
radio or television.

Other reasons given include: there is no
access to media, radio or TV which makes it
hard for them to hear about health
programmes (1); community illiteracy (1); the
community takes a long time to understand
(2).

Other reasons given include: lack of
awareness campaigns (2); lack of trainings
(type not specified) (1); lack of health
facilities (1); lack of clear communication;
lack of understanding in the rural areas (1);
nomadic groups are difficult to find (2).

Quotes
“They are tough people to reach [nomads]
and also they are always on the move. They
also don’t believe in conventional methods
of treating diseases since they have their
own methods ...” (female, vaccinator,
Garowe)

13% (2/16) said none. (female, vaccinator,
Hargeisa; female, vaccinator, Borama)

Other responses were: poor roads (3);
drought (2); budget constraints (3); nomadic
movement (5).
Quotes
“The main challenge is when they [nomads]
cross the border ... to get more grass for
their livestock.” (female, vaccinator,
Dusamareb)

Quotes
“In some places like Sarar, they have no
health centre at all.” (male, vaccinator,
Burao)

“It takes very long to make them understand
what the project is about and what the
vaccination is. Some people have never
seen this before.” (female, DFA, Bosaso)
What could be done to
overcome these
challenges?
(y419)

All three zones agreed that: the budget for
SM Net needs to be increased; that more
CMs need to be provided; more transport
and logistics arrangements should be put in

Suggestions included: increasing the budget
for these areas (1); implement mobile teams
who can access these groups (1); target
nomads in particular (2); train people from

38% (6/16) said employ more CMs and
vaccinators in HtR areas.
25% (4/16) said ensure smoother

Responses included: the government should
intervene with regards to Al-Shabab (3);
training a team of the people from the HtR
areas in towns (2); resolving insecurity (8);
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place. In addition, respondents felt that SM
Net should strategically plan and target
accessing HtR groups. They should also
engage more with these communities by
recruiting CMs from these areas and
working with community leaders and
community committees.

these HtR areas (3); continue awareness
and vaccination campaigns so groups
become used to the process (2).
Quotes
“Nomads need to be targeted more so that
their children can be vaccinated. There
needs to be more campaigns that target
where they are. Also the use of radio can
help make the campaigns more effective.”
(female, vaccinator, Garowe)
“Nothing can be done, because it’s beyond
the ability of the government to have roads
at every place in the country. The rural
people came to the towns as they have lost
their livestock due to drought, so now what
we can do is to provide them health facilities
in their IDP camps.” (male, DFA, North
Galkayo)

transportation to these areas.
Other responses included: more days
allocated for CMs to do their work (4); plan
outreach for HtR groups (3); allocate more
budget to these groups (6); more awareness
(4); more health staff (1); establish rural
committees (1).
Quotes
“Establish rural committees to work there
and give them little money.” (female,
vaccinator, Berbera)

provision of transport (3); more staff (2);
using media for awareness (1); increasing
the number of days worked (1); increasing
funds (2); more trainings (1).
Quotes
“Communication with Al-Shabab should be
done to overcome this challenge because
those people who are under Al-Shabab
regime can discuss with Al-Shabab that the
polio campaign is a health related issue and
it is not about politics […].” (male, DFA,
Baidoa)
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Research question: 6. Has SM Net changed attitudes towards polio immunisation, with increased demand and positive behaviours?
Theme: Attitudes (positive and negative) towards polio immunisation
Overall, on a scale of 1
to 5, where 1 is the
lowest and 5 is the
highest, how would you
rate the effectiveness
of SM Net in increasing
positive attitudes of
communities to polio
vaccination? (1=very
poor, 2=poor,
3=average, 4=good,
5=very good) (y501)

87% (49/56) rated the effectiveness of SM
Net in increasing positive attitudes of
communities towards polio vaccination as
either good or very good.

What were the specific
negative attitudes
towards polio
vaccination? (text)
(y506 - y506c)

The most common responses included that
the polio vaccine caused various types of
health issues including: HIV/AIDS; infertility;
disability; general illnesses.

83% (10/12) rated it as good or very good.

94% (15/16) rated it as good or very good.

17% (2/12) rated it average (male, DFA,
Garowe; vaccinator, female, North Galkayo).

6% (1/16) rated it as average (female, DFA,
Borama).

The responses given included that polio
vaccine causes HIV (3) and reproductive
issues (4).

44% (7/16) said that the polio vaccine is
viewed as causing HIV.

86% (24/28) rated it as either good or very
good.
14% (4/28) rated it as average.

13% (7/56) rated it as average (from across
all three zones).

Other responses included that it was an
import from the West used to kill the local
population and that it was against Islam.
Others simply did not want to use it because
it was against their own traditional beliefs.
These attitudes were most commonly found
in: rural areas; nomadic groups; religious
groups [Takfir and Time-Wayne]; also in
small pockets within urban areas.
As mentioned above, the key reason for
negative attitudes was lack of awareness.
Other reasons included communities actively
wanting to adhere to their own traditional or
religious beliefs and because, in some
cases, rumours were initiated by people with
personal grievances within the community.

Other responses included: communities
believe it is an import from a foreign country
(1); against Islam (1); general suspicion (2);
it is poison/makes children disabled (3).

Other responses included: that the vaccine
acts as a birth control (7); that it is an export
from a foreign country (2); brings disease
(4); refusal (1); communities do not like
marks being put on their doors (1).

Areas/groups where this was observed
included: nomads; Takfir and Tuima-Wayn
religious groups; rural areas.

This negative attitude was everywhere in the
beginning but now only found in pockets of
urban areas and rural areas.

This is because of: a lack of knowledge;
belief that the mission of vaccinators is to
spread disease; religious beliefs; rumours
initiated by personal grievances; do not see
the benefits of the vaccine.

Reasons given for negative attitudes
included: a lack of awareness on the
vaccine; some community members spread
these rumours.

Quotes
“In the beginning they used to tell us that
nurses were caught in Libya injecting people
with HIV and that the vaccines were really
meant for spreading infertility ...” (female,
vaccinator, Garowe)

Quotes
“Negative beliefs about the vaccination, for
example when the polio vaccination is being
given again, they ask why is it being given
again and some think the vaccination is the
disease itself.” (female, DFA, Borama)

Of the 11 that responded, 36% (4/11) said
communities initially believed it reduced birth
rates in communities.
Other responses included: that vaccinators
were profiteering off the vaccination (1); they
were suspicious as to why the vaccinators
came so frequently (1); they did not trust
vaccinators who did not come from their
village (1); they believed the drops were just
water (1); the drops would make the child
sick (2); the drug was from the West and
was aimed at killing Somalis (1); that it was
poison (1); they believed their traditional
beliefs on polio (1).
The negative attitudes were most commonly
found in: rural areas; displaced communities;
nomadic groups; religious groups.
Reasons given for negative attitudes
included: a lack of understanding about polio
the disease and vaccine amongst these
groups. This was caused by lack of access
to information. Further, some community
groups preferred their traditional beliefs on
medicine and treatment for illness.
Quotes
"Some people of the community were saying
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the polio vaccination reduces the birth rate
of the community." (male, vaccinator,
Baidoa)
Overall, on a scale of 1
to 5, where 1 is the
lowest and 5 is the
highest, how would you
rate the effectiveness
of SM Net in
overcoming negative
attitudes of
communities to polio
vaccination? (1=very
poor, 2=poor,
3=average, 4=good,
5=very good) (y507)

84% (47/56) said SM Net was either good or
very good at overcoming negative attitudes
around the polio vaccination in communities.
This was particularly the case in Somaliland.

83% (10/12) rated it as good or very good.

94% (15/16) rated it as good or very good.

79% (22/28) rated it as good or very good.

1 respondent said average (male, DFA,
North Galkayo).

1 respondent said average (female, DFA,
Borama).

14% (4/28) rated it average.

6 said it was average.

1 respondent said very poor (female,
vaccinator, North Galkayo).

In addition to the
above, are there any
specific differences in
attitudes (positive or
negative) of accessible
population compared
to the hard to reach
groups such as
nomads? (1=yes and
0=no)

41% (23/56) said yes. This was fairly
consistent across all regions.

If yes, what are the
specific differences?
(y509 - y509b)

What are the specific
challenges in
increasing positive
attitudes of these hard
to reach groups? (text)
(y510)

2 respondents rated it poor or very poor
(female, DFA, Afgoye; female, vaccinator,
Mogadishu).

3 respondents said it was either poor or very
poor at doing so (Puntland, South Central).

The main reasons given were that nomadic
or HtR populations came from poorer
backgrounds, were less well educated, and
had different cultural and traditional beliefs
than those in urban areas. In addition, it was
hard to locate them, and staff often lacked
the resources to do so. In contrast, urban
areas were easier to access, giving CMs
more time to spend with communities. These
population groups were also better educated
and had exposure to information on polio
from the media and other outlets.

The following were listed as the key
challenges: lack of budget; lack of
transportation; uncertainty as to where
nomadic groups were located at any one
time; shortage of time to interact with
communities; staff being insufficiently
educated to handle the culture of these
population groups.

45% (5/11) said yes.

50% (7/14) said yes.

39% (11/28) said yes.

55% (6/11) said no.

Responses included that in urban areas it is
easier to reach communities and it is easier
for CMs to spend more time with these
communities. They also tend to be better
educated and have exposure to other
aspects of the campaign such as media. All
of this means attitudes towards polio are
more positive compared to rural areas.

Reasons given included that in urban areas
communities have more knowledge on polio
as they are easier to reach by social
awareness campaigns and vaccination
teams.

1 response was missing.
Nomadic groups had the most significant
differences because they are often from
poorer backgrounds, illiterate, and have
different cultural and traditional beliefs than
those in urban areas. It is hard to locate
them, and often the regional teams lacked
the vehicles and staff to reach them.
Quotes
“They [nomadic groups] are less educated
and therefore are more susceptible to
hearsay or rumour and this makes it hard to
change their viewpoint in one meeting.”
(female, vaccinator, Garowe)
Increasing positive attitudes of nomadic
groups is particularly challenging because
of: lack of budget; staff are not educated to
handle these people; there is not enough
time for house to house campaigns; there is
a shortage of meetings with these
communities; not enough transportation to
reach them.

Quotes
“In cities, communities are positive because
they have access to awareness, nomads
lack this.” (female, DFA, Borama)

Quotes
“The urban people have more knowledge on
polio because they are living in the city and
they have received the polio vaccine notice
from mass media, SMS or directly see the
CMs in their village; but nomad people they
did not get enough awareness compared to
urban villages due financial constraints and
also insecurity challenges.” (male,
vaccinator, Kismayo)

Responses included: that there is a lack of
budget; inadequate education of staff; not
enough house to house campaigns are
completed [due to time it takes to access
these groups]; shortage of meetings with
communities [due to time it takes to access
group]; not enough transportation to reach
groups; no supervision of what is being done

The most common response was lack of
security, which makes it very hard to access
these groups. Nomadic groups are difficult to
work with because they are so frequently
mobile and it is hard to locate them for social
mobilization campaigns. Finally respondents
blamed budget constraints for their inability
to reach these groups with sufficient
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by whom by SM Net.

information on polio.

42% (5/12) suggested hiring people that are
relatable or from the community.

38% (6/16) said providing transportation to
reach these groups.

Other responses included: getting
community intervention and seeking out
support from local government before
accessing nomadic groups (1); increase the
number of days (1); increase training (2);
increase the number of campaigns (3);
increase staff (1); not applicable (3).

Other responses included: recruit qualified
staff (2); regular meetings (1); extra working
days in rural areas (3); increase budget (6);
capacity building for current staff (2); use
microphones (1); more awareness (3); more
teams of CMs and vaccinators (6); build
relationships between CMs and communities
(2); work with elders (1); work with health
facilities (1).

The majority of these responses related to
issues beyond SM Net’s control, principally
the government regaining control of insecure
regions (11). To address challenges related
to nomadic groups, they suggested
increasing tracking and using mobile teams
of CMs and vaccinators with cars to reach
them (3).

Two respondents reported to have no
challenges (male, DFA, North Galkayo;
female, DFA, Bosaso).
What could be done to
overcome these
challenges (for
increasing positive
attitudes)? (y511)

In South Central the majority of responses
related to issues of insecurity that were
beyond SM Net’s control.
Other responses from Puntland and
Somaliland included providing transportation
for staff; seeking out support from local
government and community elders, and
working with CMs from those communities
who are familiar with the beliefs and
traditions of those people.
In Somaliland additional suggestions
included using microphones; conducting
more awareness campaigns and building
relationships between CM and communities.

Quotes
“As I said before, utilizing people they can
relate to. Spreading the word by giving them
the tools or letting them accompany
mobilizers. Also utilize people within their
community that they respect.” (female,
vaccinator, Garowe)

Other responses included: the number of
polio awareness campaigns should be
increased to ensure that everyone is
reached (3); train people from these
communities to be CMs (1); increase the
budget (3); increase staff (2); increase staff
training (1); work closely with religious
leaders (1).
Quotes
“In my idea, the only way to overcome
negative attitudes is to double polio
awareness through mobilizers, mass media,
house to house and relatives.” (male, DFA,
Jowhar).

What are the specific
challenges in reducing
negative attitudes of
these hard to reach
groups? (y512)

In South Central the majority of respondents
said insecurity. In Somaliland they said the
lack of financial and technical resources.
Lack of transportation, lack of
communication between communities and
SM Net teams, and insufficient training of
staff were also given as reasons.

Apart from the 25% (3/12) who said not
applicable or do not know, other responses
were: few number of mobilizers (1); health
workers should go through the MoH to
ensure community buy-in (1); lack of staff
training to deal with negative attitudes (1);
mistrust of the HtR groups (2); lack of
knowledge of the campaigns/importance of
the vaccine (2).

44% (7/16) said lack of funds.

36% (10/28) said insecurity.

Other responses included: shortage of
resources [financial and technical] (2);
persuading mothers to let children take
vaccine (1); lack of awareness (2); areas
where these people live (2); not enough
vaccinators and mobilizers (3); transport
insufficient (3); none (1) lack of
communication (1). In urban areas attitude
and beliefs matter (1); in rural areas it is
about access (1).

Other responses included: lack of
transportation (5); discrimination within
certain communities (1); lack of budget (1);
mobile populations (1); not enough staff (1);
CMs not from local communities (1); lack of
awareness (5); not applicable or did not
know (8).

What could be done to
overcome these
challenges (for
decreasing negative

In South Central respondents said the
issues could only be addressed once
security improved in the region.

42% (5/12) said deliver more awareness
campaigns.

50% (8/16) said increase resources.

39% (11/28) said address the security
issues in the region [something beyond SM
Net’s control].

Other responses included: not applicable

Other responses included: meeting with
communities (3); meeting with religious

207

attitudes)?(text) (y513)

In Somaliland and South Central
respondents also called for the SM Net
budget to be increased and to hire additional
staff.
Respondents in Puntland, Somaliland and
South Central also wanted to see increased
awareness campaigns, staff capacity to be
built, and more engagement with HtR
groups.

(2); more qualified teams/build staff capacity
(2); more vaccinators or mobilizers (1); hire
staff that nomads can relate to (1).
Quotes
“Train campaigners to be more patient and
get the message across better.” (female,
vaccinator, Garowe)

leaders/elders/people of influence in
communities (3); increasing awareness
campaigns (1); more vaccinators and
mobilizers (7); have transportation (4); train
some of the community members to be CMs
and vaccinators (1).
Quotes
“Meeting with them individually; increase
resources both financially and technically;
meeting with the people who are influential
such as religious and community elders.”
(female, DFA, Burao)

Other responses included: increase the
budget (2); increase access to transport (2);
increase awareness campaigns (5); reach
out to isolated groups (2); provide more staff
(3); train local leaders (4); not applicable (4).
Quotes
“The government should secure these
places, after that the polio health workers
can conduct massive awareness campaigns
to the entire districts and village.” (male,
DFA, Kismayo)

Theme: Changes that have occurred since the start of SM Net
Were there
geographical areas or
specific population
groups where positive
attitudes to polio
vaccination were
increased significantly
more than others?
(1=yes, 0=no)
(Including the
responses of (y502,
y502b, y502c)

66% (37/56) said yes, there were specific
population groups where positive attitudes to
polio vaccination increased more
significantly than others. This was
particularly the case in Puntland.
These areas were predominantly urban. In
addition, mothers were likely to have a more
positive attitude than fathers towards the
vaccination (Puntland); more educated
populations (South Central), those
populations displaced from Kenya (South
Central), those with access to an MCH and
those from certain IDP camps also had a
more positive attitude.
The main reason for this is that many of
these population groups are the focus of
awareness campaigns so they get
information on polio from a variety of
sources, including the media, health centres,
house to house visits and hospitals. These
communities also tend to have a more
positive relationship with CMs and
vaccinators, because the community leaders
and religious leaders worked with SM Net or
CMs and vaccinators live within the
community and so are known and trusted.
Positive attitudes could be increased by
carrying out more awareness campaigns;

83% (10/12) said yes. The groups
mentioned included: mothers, religious
groups; residence in IDP camps; people in
urban areas; people who visit the MCH.
Specific areas mentioned: HantiWadag; Bari
Region.
Reasons for the increase include: mothers
gain more awareness and have more
knowledge about the disease; the
communities have more awareness and
understand the importance of the vaccine.
To improve attitudes and awareness, they
suggested: an increase in the number of
awareness campaigns; use the local radio
for awareness; encourage the leaders to
embrace the polio awareness.
17% (2/12) said there are none. (female,
vaccinator, Garowe; female, vaccinator,
Bosaso)

69% (11/16) said yes. General areas
mentioned: villages very close the MCH; all
Somaliland cities.
Specific areas: Burao branches; Qoryalay
Area; Sheikh Nur; Borama city; Burao;
Berbera; Moosko; Daarole; Barwaaqo.
Reasons for the increase include: they
understand the importance of the vaccine;
the communities receive a lot of awareness;
these areas or groups receive awareness.
In Sheikh Nur, the community and the SM
Net have a good relationship; in BuraoSheikh, they worked well with the SM Net
team and the CMs; in Berbera, they have
qualified health workers, hospitals and
MCHs.
To improve attitudes and awareness, they
suggested: an increase in awareness; an
increase in training of CMs; increase the
financial support.
31% (5/16) said there are none (male, DFA,
Hargeisa; 2 females, vaccinators, Hargeisa;
male, DFA, Borama; female, vaccinator,
Borama).

57% (16/28) said yes. General areas
mentioned included: areas that are
accessible [for security reasons]; urban
areas; areas with people who are educated;
groups that live around health centres; IDP
camps, especially with populations displaced
from Kenya.
Specific areas included: Baidoa, Afgoye,
Dyoobleey, Kismayo, Afmadow, Kulmiyow,
Rashaan Booni, and Dollow.
Reasons for the increase were that these
population groups live in secure or urban
areas often close to health centres which
makes them easily accessible to SM Net. As
such, they are more likely to receive
information on polio and as a result have
more positive attitudes towards the
vaccination. They also tend to be more
educated and as such they were
knowledgeable about polio prior to the
campaign, making it easier for them to have
a positive attitude towards the campaign and
the vaccination.
Quotes
“As I told you earlier, the people living in
Kismayo and the surrounding districts have
always received more campaigning activities
compared to other hard to reach villages. As
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training more CMs; increasing financial
support and encouraging community leaders
to support polio campaigns.

What were the main
signs/indications that
positive attitudes
towards the
vaccination had
increased/ changed?
(y503)

The main indications across all three zones
were: lower refusal rates in communities;
that communities now gave positive
feedback and actively welcomed vaccinators
and CMs in their community; that community
members followed up on vaccination
timetables and asked for their children to be
vaccinated.
In Puntland families were encouraging
neighbours to let their children be
vaccinated. In Somaliland and South Central
families were now going to MCHs to get their
children vaccinated.

a result, most of the households have
knowledge on the polio vaccine and they
always work with team collectively.” (male,
Kismayo, DFA)
58% (7/12) responded that communities now
give positive feedback and welcome the
polio vaccines/campaigns.

50% (8/16) responded that a positive sign
was that community members were asking
when vaccinators would arrive.

Other responses included: families asking
when vaccination team was coming (3);
welcoming vaccination teams into houses
(2); neighbours encouraging neighbours to
let their children be vaccinated (1).

Other responses included: community give
positive feedback on polio vaccine/campaign
(1); allow markers to be put on their doors
(1); welcome vaccinators into homes (3);
people go to the MCH looking for vaccines
(2); not applicable (4).

Quotes
“People would ask what happened to the
vaccination campaigns. Why we weren’t
carrying them out anymore and when the
next one is happening. This is proof that the
same people who would refuse to open the
door or insult us are now asking why we
haven’t come around to vaccinate their
children.” (female, vaccinator, Garowe)

Quotes
“Now each and every family is looking to
polio vaccine for prevention.” (female,
vaccinator, Burao)
“The community asks questions like ‘when
do you think the vaccinators will come?’”
(male, DFA, Hargeisa)

“The main sign is the difference in people’s
attitudes from when I started in this job and
now, it is totally different.” (female,
vaccinator, Bosaso)
Were there
geographical areas or
specific population
groups where positive
attitudes towards polio
vaccination increased
more slowly or not at
all? (1=yes and 0=no)
If yes, which and why?
(y504 - y504c)

32% (18/56) said yes, there were specific
groups where positive attitudes towards
polio vaccination had increased more slowly.
This was fairly evenly spread across all
three zones.
These areas tended to be rural, in newly
established IDP camps, amongst pastoralist
groups, or certain religious sects (Takfir).
In all three zones this was due to a lack of
community awareness. This was caused by
a lack of accessibility to communities, either
because religious leaders forbid it, or these
regions were insecure or remote, or that
these groups were highly mobile (nomadic).

33% (4/12) said yes (female, vaccinator,
North Galkayo; female, vaccinator, Garowe;
male, vaccinator, Bosaso; female, DFA,
Bosaso).

25% (4/16) said yes (female, DFA, Borama;
male, DFA, Berbera; female, DFA, Berbera;
female, vaccinator, Berbera).
75% (12/16) said no.

Religious sects (Takfir); some areas in the
cities and small villages.
In the city some better off families refuse to
take the vaccine as they get information
from the MCH and think vaccinators give
expired products. Other families believe that
vaccinators are not acting in children’s best
interests. Religious groups believe the
vaccine is against Islam.

Rural areas and pastoralist groups.
This was because of lack of awareness as
nomads are always moving. Not enough
training received as a result. Shortage of
staff and budget to reach these areas.

36% (10/28) said that lower refusal rates
was the main indication that positive
attitudes towards the vaccination had
increased.
Other responses included:
the community welcomed vaccinators into
their homes/neighbourhood (7); community
members follow up on the scheduled dates
for vaccination (7); those living near health
centres now take their children for
vaccination there (8); there is a positive
attitude towards the campaign in the
community (4); understanding of polio has
increased (4); the rate of vaccination has
increased (2); there have been no new
cases of polio (1).
Quotes
"The community members themselves are
asking us the time we are coming to their
houses while earlier they were not opening
their houses or they used to refuse us.”
(female, DFA, Baidoa)

35% (10/28) said yes.
Areas included HtR communities, rural
areas, discriminated groups and new IDP
camps. Specific areas mentioned were
villages on the outskirts of Baidoa and the
districts of Banadir.
This was principally because of the lack of
awareness within these groups, mainly due
to the fact that they lived in insecure or
remote areas that the polio awareness
campaign could not reach. A lack of
awareness meant a greater level of distrust
towards the vaccination amongst those
communities. Further, some groups, such as
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Further, migrants coming into urban areas,
particularly in response to the drought, also
tended to have low awareness, because
they had only recently arrived into these
areas.

Quotes
“Because they [Takfir] believe that the
vaccinations are not in their best interest and
that it is an agenda that is being carried out
by those who wish to see their children
suffer.” (female, vaccinator, Garowe)

nomads who frequently move around or
refugees, may have just arrived into urban
areas and so have very little information
about polio.
Quotes
"The positive attitudes towards vaccination
increase more slowly in these groups
because they are nomadic communities who
recently came to the urban areas and they
don't have much information about polio."
(female, vaccinator, Baidoa)

Theme: Possible solutions to negative attitudes
How do you think these
negative attitudes can
be overcome in the
future? (text)
(y505)

All regions agreed that more awareness
campaigns were needed and that the
number of days per campaign and the
number of CMs and vaccinators be
increased to ensure that all of the target
populations are reached. They also
suggested involving prominent leaders,
government figures, community leaders and
community members in the campaign.

33% (4/12) said to conduct more awareness
campaigns. 58% (7/16) responded not
applicable.

38% (6/16) said to conduct more awareness
campaigns. 63% (10/16) responded not
applicable.

Other responses included: use local radio
(1); involve prominent leaders and
government figures (3).

Other responses included: increase the
number of days (1); increase the overall
budget (1); build MCHs (1); build stronger
connections with the community (2);
increase CM trainings (1); create mobile
teams (1); train members of these groups to
be CMs (2); increase transportation (1).
Quotes
“Hire some of them to create trust and
positive attitudes.” (female, DFA, Berbera)

How do you think these
negative attitudes can
be overcome in the
future? (text) (y508)

All regions agreed that more awareness
campaigns were needed, and that the
number of days per campaign and the
number of CMs and vaccinators be
increased to ensure that all of the target
populations are reached. They also
suggested involving prominent leaders,
government figures, community leaders and
community members in the campaign.

10 respondents answered this question. Of
these, responses included: increase the
number of campaigns (4); train members of
remote groups and send them back to
communities to deliver awareness (3);
recruit more CMs (1); recruit more
community leaders (1); use visual aids, such
as posters/pictures (1); make sure the
campaign works in all villages in a district
(1); improve security (3).
Quotes
"Some members should be taken from those
inaccessible areas then they can be trained
in Baidoa then they can go back to their
access areas and they can serve their
communities." (male, DFA, Baidoa)

75% (9/12) said more awareness
campaigns.

63% (10/16) said more awareness
campaigns on polio are needed.

58% (15/26) said more awareness raising
campaigns were needed.

Other responses included: involve religious
leaders and/or elders/government officials
(4); role models in community for connection
(1); number of days increased on campaigns
(1); hire CMs from local communities (1).

Other responses included: build the capacity
of the community in polio disease and the
vaccine (5); involve religious leaders and
elders (3); increase budget (2); continue as
currently doing (1); build the relationships
between vaccinators and the administration
(1); more house to house mobilizers (1);
more focus on rural areas (1); role models in
the community used to increase connection
(1).

Other responses included: recruit more CMs
(5); work with and train community leaders
to be part of the programme (6); more house
to house visits (1); more days added to
campaigns (1); more budget allocated (1);
target HtR groups (1); improve security in
the region (3); train community members (1).
Quotes
"It can be solved or overcome increasing the
mobilizing activities and it should be
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increased the number of the CMs because
they are less in number.” (male, DFA,
Baidoa)

Theme:Perceptions on changes in polio vaccine demand or other positive behaviours
Overall, on a scale of 1
to 5, where 1 is the
lowest and 5 is the
highest, how would you
rate the effectiveness
of SM Net in increasing
demand for polio
vaccination (or
intention to treat)?
(1=very poor, 2=poor,
3=average, 4=good,
5=very good) (y514)

91% (51/56) rated SM Net either good or
very good at increasing the demand for the
polio vaccination. This was consistent
across all three zones

Were there
geographical areas or
specific population
groups where demand
for polio vaccination (or
intention to treat) was
increased significantly
more than others?
(1=yes, 0=no)

75% (42/56) said yes, there were specific
population groups where demand for the
polio vaccination had increased significantly
more. This was particularly the case in
Somaliland.

If yes, which and why?
(y515 - y515c)

92% (11/12) rated SM Net either good or
very good at increasing demand for polio.

88% (14/16) rated SM Net either good or
very good at increasing demand for polio.

1 rated it average (female, DFA, Bosaso).

2 rated it poor (male, DFA, Hargeisa;
female, vaccinator, Hargeisa).

3 rated it as average.

93% (26/28) rated SM Net either good or
very good at increasing demand for polio
vaccination.
2 rated it average (2 males, DFAs,
Kismayo).

2 rated it as poor (Somaliland).

These areas were urban areas and certain
IDP camps.
People in these communities, especially
those that had lived in these areas a long
time, had come into the polio immunization
and awareness raising campaigns multiple
times. Over time their understanding had
increased, which led to a rise in demand for
the vaccine over time in these population
groups.
In South Central respondents described how
those who have been displaced from Kenya
and are settled in IDP camps had learnt
about the vaccination whilst living in Kenya
and so were more eager to have their
children vaccinated than those displaced
from within Somalia.
In Puntland respondents described how in
IDP camps people were more concerned

75% (9/12) said yes.

94% (15/16) said yes.

64% (18/28) said yes.

25% (3/12) said no (2 females, vaccinators,
Garowe; female, DFA, Garowe).

6% (1/15) said no (female, vaccinator,
Hargeisa).

They said: IDP camps; villages outside
cities; other said they were not sure.

Urban areas and some rural areas near to
cities. Specific locations included: Burao;
Actoobar; Duruqsi; Hargeisa;
MagaaloJincaale, Gacaan Laban; Mahmud
Haybe; Borama Sh. Osman; Dacar-Budhuq;
Moosko; Daarole; Barwaaqo;
WadajirXafunDaarole.

Central villages/urban areas had seen
increased demand for the vaccine. In
particular those that had lived in urban areas
for a long time. The respondents also
mentioned communities in IDP camps who
had come from Kenya. Specific locations
included: Baidoa, Kismayo, Dollow,
Afmadow, Dyoobleey, Kulmiyow, and Bur
Gabo.

IDPs because communities are concerned
about diseases and want immunizations to
be done. Also they do not have access to
health services, so they welcomed the free
vaccines.
In rural villages many do not have access to
the vaccines as vaccinators cannot reach
them. There is high demand in these villages
amongst people who want to vaccinate their
children.
Quotes
“They are vulnerable and poor, and they are
afraid of diseases. Mostly in the morning
they are not at home, but their demand has
increased and even when they go out they
make sure their neighbours will give
permission for us to vaccinate their children.”
(male, DFA, North Galkayo)

People in these communities come into
contact with campaign groups very often.
They are more aware of the polio vaccine
and understand the benefits. They have
access to stronger and more qualified
vaccination and mobilizer teams and they
are frequently at health centres.
Quotes
“Because they have a hospital and also
have MCH. Their community also
understands the importance of the vaccine.”
(female, vaccinator, Burao)

People in these communities, particularly
those that have lived a long time in the
community, come into contact with the polio
campaign, either through posters, cars
mounted with microphones or house to
house visits very frequently. As such they
have a greater understanding of the benefits
of the vaccine and so demand for
vaccination is generally higher in these
areas. Also the population is higher, so the
need for vaccination is also higher. Those
who have been displaced from Kenya learnt
about the vaccination whilst living there and
so are more eager to have their children
vaccinated than those displaced from within
Somalia.
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about disease and wanted immunization to
be done. Further they did not have access to
health services so they welcomed free
vaccinations.

What were the main
signs/indications that
demand for polio
vaccination had
increased/ changed?
(text)
(y516)

The main signifier for increased demand
included people asking vaccinators and
healthcare providers for polio vaccinations.
Other responses included community
members having a greater connection with
CMs (Puntland); there are low refusal rates
(South Central); rates of vaccination have
increased (South Central); rural people are
now travelling to urban areas to get
themselves and their children vaccinated
(South Central).

Quotes
“After many awareness campaigns they had
taken, the people of the above villages
understood the importance of polio vaccine
to their children since they have seen many
children and families affected the polio
disease after they refused during the
campaigning days and I think that was the
main reason.” (male, DFA, Kismayo)
75% (9/12) said that people were asking for
these vaccines.

88% (14/16) said the community members
were asking for polio vaccines.

Other responses included: that more
children are vaccinated on each round than
previously (1); they run out of vaccines
during the day (1); neighbors remind
mothers to get their infants vaccinated (1);
community is welcoming (1).

Other responses included: when people
welcome in mobilizers and vaccinators to
their homes (1); when there is a strong
connection between community members
and CMs (1); when the teams ran out of
vaccines in the middle of their day (1).

Quotes
“People asking you for the vaccines …
asking why we haven’t conducted a
campaign lately. Why it’s taking so long.
Also how they frequently remind each other
to vaccinate a newborn infant ...we have
mothers who drag other mothers and their
infant babies to the MCH to have them
vaccinated. This was unheard of before.”
(female, DFA, Bosaso)

Quotes
“I’m vaccinator and sometimes I finish ten
vials early in the morning and I have to order
for extras.” (male, vaccinator, Burao)

34% (19/56) said yes, there were specific
population groups or areas where demand
increased more slowly. The rate was lowest
in Puntland.
This was particularly the case in nomadic
groups and rural areas as well in pockets of
some urban areas.

17% (2/12) said yes. One said nomads and
one said rural people (male, DFA, North
Galkayo; female, DFA, Bosaso).
This is because nomads do not believe that
health facilities benefit the human life. Rural
people do not have access to the same
mobilization, awareness raising and health

Other responses included: community now
works with vaccination team (2); community
welcomes vaccinators and CMs in
community (4); those living near MCHs now
go to get their children vaccinated (7); there
are low refusal rates (5); there is now a
positive attitude to the campaign (1);
understanding has increased (3); no cases
of polio (1); rural people are now coming to
urban areas to get vaccinated (1).

“They ask us about the vaccination and
when mothers deliver their babies they ask
me to vaccinate their children.” (female,
DFA, Borama)

Quotes
“The local villagers come to us and ask if we
can increase the number of days spent in
each village because they know how
important the polio vaccine is to the
community and they even work with us and
may accompany us to the houses we are
visiting.” (male, vaccinator, Kismayo)

38% (6/16) said yes (female, DFA, Burao;
female, DFA, Borama; male, DFA, Berbera;
female, DFA, Berbera; 2 females,
vaccinators, Berbera).

39% (11/28) answered yes.

“People always asking for it. Demanding it
and also regularly taking it at the MCH. This
shows that they understand its benefits and
are willing to travel to get it if it doesn’t come
to their house.” (female, DFA, Bosaso)

Were there
geographical areas or
specific population
groups where demand
for polio vaccination (or
intention to treat)
increased more slowly
or not at all? (1=yes

32% (9/28) said the community members
are now actively following up on the
campaign schedule.

All said in rural areas.

The areas or groups listed included: pastoral
groups; recently displaced groups; those
living in areas controlled by Al-Shabab;
those in remote areas.

When asked why, they said similar answers

Specific locations mentioned were Youuble,
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and 0=no)
If yes, which and why?
(text) (y517 - y517c)

facilities.
In Puntland, respondents described how
nomads do not believe that modern health
facilities and medicines benefit rural life.
Other responses included that nomadic
groups are often difficult for vaccinators to
locate to deliver the vaccinations, and as
there tends to be low awareness in these
communities as well as rural areas more
generally, demand for polio vaccination is
also lower.

Quotes
“Nomads do not believe that health facilities
help the life cycle …” (male, DFA, North
Galkayo)

to previous questions - that those in rural
areas are often nomadic and so it is hard for
teams to track them down. As such they
often have little knowledge on the polio
vaccine and so there is little demand.
Quotes
“Because they are always moving from one
place to another, looking for pastures for
their livestock and so they do not get enough
awareness.” (female, vaccinator, Berbera)

In South Central one respondent also
described how some households in urban
areas also refused because they had
already accessed the vaccination.

How do you think
demand for polio
vaccination (or
intention to treat) can
be improved in these
specific population
groups or geographical
areas in the future?
(text) (y518)

In South Central all respondents suggested
that security needs to be improved in these
regions first. Once this is done respondents
suggested that SM Net can conduct
extensive awareness campaigns.

Can you describe any
other positive
behaviour changes by
communities towards
polio vaccination that
you experienced?
(text) (y519)

The most common response in Puntland
was that community members now ask
when the vaccination programme is
returning to the town and welcome CMs and
vaccinators in their communities.

In Somaliland and Puntland the main
response was that SM Net needed to carry
out more awareness campaigns; increase
the number of CMs and provide more
transportation and logistics to reach these
areas.

Qabay, and Yarey.
The principal reason given was lack of
access to information on the polio disease
and vaccination. Without this information
intention to treat was very low. Reasons for
lack of access to information were: low
levels of accessibility to these communities
due to security; distance from urban areas;
the fact that they are often mobile
populations. Some households in urban
areas also refused because they had
already accessed the vaccination.
Quotes
“The other households refuse our polio
vaccination because they say we had
already given them the polio vaccination,
‘why do you always come to us?’" (female,
vaccinator, Baidoa)

25% (3/12) said to carry out more
awareness campaigns.

44% (7/16) said repeat polio awareness
campaigns in these areas.

Other responses included: to employ
members of the community in these
campaigns (1); increase staff (1); create
central areas to vaccinate these groups (1).

Other responses included: increase the
budget (3); recruit qualified staff (3); provide
outreach campaigns (2); recruit more
mobilizers (3); do more media mobilization
(4); provide more transportation (2); more
polio vaccines distributed (1).

Quotes
“The polio demand in the community is high,
as the parents understood the benefits of the
drops.” (male, DFA, North Galkayo)

In Somaliland the most common response
was that communities are now spreading the
word themselves about the benefit of the
vaccination.

This question was not well answered, but in
general, responses included that over the
years community members have learnt to
trust the vaccinators and CMs either
because they have seen them so many
times or they have seen children who were
not vaccinated fall sick (4). These days
community members ask when the vaccine
is coming and welcome CMs and
vaccinators in the communities (3).

In South Central the most common response
was the community members who

Other responses included: no new cases of
polio (1); high vaccination rates (1); low

50% (8/16) responded that communities are
now spreading the word amongst
themselves and encouraging neighbours to
take vaccines.
Other responses included: mothers keeping
their polio cards (1); asking for the
vaccinators (2); welcoming vaccinators and
CMs into the community (2); taking part in
the campaign (2); volunteering in the
campaigns as CMs (1); nothing/do not know
(1) (male, DFA, Hargeisa).

21% (6/28) suggested that in most cases
security needs to be improved in these
regions first. Once security is improved SM
Net can then deliver awareness raising
campaigns in these areas.
Other responses included: increasing
awareness campaigns (5); using mobile
teams of CMs and vaccinators to reach
extremely remote areas (1); training locals to
be CMs (1); not applicable (17).

The most common response 57% (16/28)
was that community members who
previously did not accept the vaccination
now do since they were exposed to the polio
awareness campaign.
Other responses included: Imams are now
more accepting of the programme (2);
community members now visit the MCH
seeking out the vaccination (3); people
welcome the vaccinators in the community
(3); community leaders are now more
accepting of the campaign (1); did not know
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previously did not accept the vaccination
now do since they were exposed to the polio
campaign.

refusal rates (1).
Quotes
“Vaccinations such as measles have had an
increase in demand due to the realization
that vaccinations are a good preventative
measure. Mothers have seen the effects of
measles and polio and have regretted not
vaccinating their children. So now they are
the ones lobbying for vaccinations and
raising awareness of its importance. People
realize that vaccinations are important and
are looking for other vaccinations that are
available.” (female, DFA, Bosaso)
“Initially when this campaign started, we
would register 30 refusals. But now we
register 3 or 2 refusals so this is evidence
that the community has a positive attitude
towards to vaccination." (female, vaccinator,
Bosaso)

In addition to the
above, are there any
specific differences in
demand for polio
vaccination (or
intention to treat)
among hard to reach
groups such as
nomads, compared to
more accessible
populations? (1=yes,
0=no)
If yes, what are the
specific differences?
(y520 - y520b)

Quotes
“Families wait outside with their children and
request us to give them the vaccination.”
(female, vaccinator, Hargeisa)
“You can see how openly they’re welcoming
you to their village. You can see mothers
looking for more and more vaccine to give
their children. Every time you hear from the
vaccinators who operate there that the
vaccines are finished and they need more.”
(female, vaccinator, Burao)

or no (7) .
Quotes
"Earlier people refused us but they adapted
with us and they understand our message
now … and they are looking to us to give
them the vaccination." (male, DFA, Baidoa)
“They usually come to village health
posts/MCHs and ask for the schedule days
of polio vaccine; that is one of the positive
attitudes I have experienced ...” (female,
DFA, Baidoa)

“The good thing is that they spread
awareness among themselves and they also
go MCHs without mobilization." (female,
vaccinator, Berbera)

48% (27/56) said yes, there were specific
differences in demand for the polio
vaccination between different groups. This
was particularly the case in Puntland and
Somaliland.

67% (8/12) said yes.

56% (9/16) said yes.

36% (10/28) said yes.

33% (4/12) said no (male, DFA, North
Galkayo; male, DFA, Garowe; female, DFA,
Garowe; female, vaccinator, Garowe).

44% (7/16) said no (male, vaccinator, Burao;
male, DFA, Hargeisa; 2 females,
vaccinators, Hargeisa; male, DFA, Borama;
2 females, vaccinators, Borama).

The number of vaccines distributed was
much higher in urban areas compared to
rural areas across all three zones. This was
not just because urban areas were more
densely populated. It was also because
there were insufficient funds for vaccinators
to reach rural areas. In South Central these
areas were also too insecure for vaccinators
to travel to them. In South Central and
Somaliland respondents also described how
these areas had limited access to
information on polio and so there was limited
awareness on the vaccination. This had a
subsequent effect on demand for the
vaccination.

The number of vaccines that are distributed
is much higher in urban areas [3 or 4 times a
year] compared to rural areas [perhaps once
a year]. There is not enough money to reach
these rural areas and demand is not as high.

They all mentioned the challenge of
reaching the nomadic groups in particular.
Due to the high mobility of nomadic groups
and the fact they often live in insecure or
remote regions they do not get as much
information on the polio campaign. As such
there is much lower demand for the vaccine
than from populations living in urban areas.

Quotes
“The difference is in the number of the
vaccinations they receive... due to distance
of these villages they may get one
vaccination exercise the whole year,
whereas the urban places may get 3-4
vaccination campaigns/activities." (male,
DFA, North Galkayo)
“There isn’t that demand because we don’t
reach them like we do other more accessible
areas." (female, DFA, Bosaso)

Again the difference was rural versus urban.
Rural areas have less awareness because it
costs money to reach these areas. As such
there is less demand. In contrast urban
areas are constantly surrounded by
messaging and so demand is higher.
Quotes
“Lack of knowledge in rural areas about the
polio due to lack of awareness." (female,
DFA, Borama)

Quotes
“Yes, there is a difference … those in
accessible populations are very easy to
reach to give the polio vaccine and they
always have more knowledge on this
campaigns while with nomads it takes [time]
to explain them the importance of polio
vaccine." (male, DFA, Kismayo)

“Those who live in urban areas have regular
campaigns, such as on TV, good
mobilization, radio stations and every day
they go to MCH’s. Those who live in rural
areas, they don’t have many campaigns or
mobilizers and some of them, they have
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livestock and they move from place to
place." (female, vaccinator, Berbera)
What are the specific
challenges in
increasing demand for
polio vaccination (or
intention to treat) of
these hard to reach
groups? (text) (y521)

Principally these all related to accessibility of
these groups caused by insecurity, poor
infrastructure and insufficient budget. This
has led to a lack of awareness and a lack of
trust in the CMs and vaccinators who visited
these areas.
In Puntland the respondents said that rural
communities have to overcome their
suspicions around the vaccine first before
demand can increase, which will take time.

42% (5/12) cited accessibility to rural
groups.
Other responses included: hampered by low
budgets (1); poor infrastructure and roads
(1); lack of a special team to target rural
groups; rural communities have to overcome
their suspicions around the vaccine first
before demand can increase, which will take
time (3); not applicable or did not know (4).

Interestingly in Somaliland one respondent
described there being insufficient vaccines
to cover demand.

What could be done to
overcome these
challenges? (text)
(y522)

As with other responses this focuses on:
improving security issues (South Central);
SM Net providing sufficient budget; transport
and logistics; CMs; training for CMs;
ensuring that there is sufficient engagement
with community members, community
leaders and religious elders.

Stakeholders should put in place certain
measures or come up with targeted plans to
reach rural areas (2).
SM Net should work with the government
(1); SM Net should work with community
leaders and elders to overcome challenges
(2).
Other responses included: improving
transportation (1); more awareness
campaigns (1); hire people from the
community (1); not applicable or did not
know (4).

Responses included: lack of budget (4);
shortage of teams (4); movement of rural
communities, exacerbated by the drought as
people have had to leave homes (2); lack of
transportation to reach communities (5); not
enough awareness and training provided to
these communities (2); staff working in these
areas are not permanent (1) (female, DFA,
Berbera); lack of clear programme strategy
for these areas (1) (male, DFA, Berbera); in
urban areas there are not enough vaccines
to cover demand (1) (female, vaccinator,
Berbera); vaccinator salaries in urban areas
are late (1) (female, vaccinator, Berbera);
urban areas vaccines are distributed late (1)
(female, vaccinator, Berbera); did not know
(5).

25% (7/28) cited insecurity.

Responses included: increase budget (6);
increase number of working teams (5);
increase transportation (5); build capacity of
CMs (1); more awareness (2); more days (1)
(male, DFA, Berbera); give salaries on time
(1) (female, vaccinator, Berbera); not
applicable (4).

61% (17/28) responded not applicable or did
not know. 29% (8/28) said to increase
security.

Other responses included: mobility of these
groups (2); insufficient budget to reach
remote areas (1); insufficient numbers of
CMs (1); insufficient supplies (1);
accessibility (2); drought (1).

Other responses included: working with
community leaders (1); training some
community members from remote locations
and sending them back to communities to
deliver awareness (1); increase budget (3);
increase number of staff (2); carry out more
awareness raising campaigns (5); track
nomads and set up a mobile team to follow
them (3).
Quotes
“We have to write the name of the places
that nomads move every time they are
moving … after that we have to get cars to
reach every place they move in time with the
campaign.” (female, DFA, Afgoye)
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Research question: 7. How effective is collaboration between SM Net actors and other external stakeholders (i.e. local government and religious leaders)?
Theme: Perceptions on whether collaborations established were effective
Who are the most
important external
stakeholders that have
collaborated or could
collaborate with the SM
Net programme? (text)
(x601)

Across all three zones these were: UNICEF;
WHO; MoH; Imams; religious groups; local
government; national government;
community members; mothers; NGOs; WFP;
the UN.
Puntland respondents also mentioned the
Ministries of Education, Religious Affairs,
and Justice as well as women’s groups,
youth groups and traditional leaders.
In Somaliland respondents mentioned
doctors, businessmen, clan leaders, youth
groups, and women’s groups.

Stakeholders include: UNICEF; WHO; MoH;
Ministries of Education, of Religious Affairs,
and of Justice; NGOs, including Save the
Children and ARC; doctors; media;
community members; women’s groups;
mothers; youth groups; traditional leaders;
religious leaders; local NGOs.
Quotes
“People in these groups, such as a
traditional leader, can influence a lot of
people. Organizations such as UNICEF work
very closely with the Ministry who is in direct
control of SM Net and also WHO.” (male,
district level actor, Bosaso)

Stakeholders include: UNICEF; WHO; MoH;
Ministries of Education, of Religious Affairs,
and of Interior; local government; NGOs
including Save the Children and ARC; Red
Crescent; World Vision; doctors;
businessmen; clan leaders; community
members; women’s groups; mothers; youth
groups; traditional leaders; religious leaders;
local NGOs.
17% (4/24) said there are no collaborators
(male, regional level actor, Hargeisa; female,
district level actor, Hargeisa; male, district
level actor, Hargeisa; male, district level
actor, Borama).

Stakeholders include: UNICEF; WHO; MoH;
Imams; religious groups; IDP committees;
women’s groups; midwives; doctors;
community members; mothers; community
elders; district office; local government; state
government; public institutions; NGOs; UN;
WFP.
The most popular response was NGOs,
followed by community members, WHO,
religious groups and leaders, and the state
government.

In South Central they mentioned IDP
committees, midwives, doctors, district
offices, and public institutions.
In Nairobi these were seen as community
members, nomadic elders, religious leaders,
Hajj communities, local NGOs and CSOs.
Quotes
“SM Net use Hajj committees [those
travelling for pilgrimage]. They use the
returning Hajjis as agents of change, it is
compulsory that they have OPV before they
go …” (male, Nairobi)
Overall, on a scale of 1
to 5, where 1 is the
lowest and 5 is the
highest, how would you
rate the effectiveness
of the collaborations
between external
stakeholders and SM
Net? (1=very poor,
2=poor, 3=average,
4=good, 5=very good)
(x602)

71% (47/66) rated SM Net’s collaboration
with external stakeholders as either good or
very good.

69% (9/13) rated the performance as either
good or very good.

50% (10/20) rated the performance as either
good or very good.

14% (9/66) rated it as average.

23% (3/13) rated the performance as either
average or above.

15% (3/20) rated the performance as
average.

15% (10/66) respondents rated it as poor or
very poor (Puntland and South Central).

8% (1/13) rated this as very poor (male,
district level actor, North Galkayo).

35% (7/20) rated the performance as poor or
very poor (male, regional level actor,
Hargeisa; male, district level actor, Borama;
male, zonal level actor, Hargeisa; male,
regional level actor, Hargeisa; male, regional
level actor, Borama; male, zonal level actor,
Hargeisa; female, regional level actor,

87% (27/31) said good or very good.
2 responded average.
2 responded poor or very poor (2 males,
regional level actors, Kismayo).
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Berbera).
NB: only 20 answered the question

Theme: Collaborations which were effective and why
Which were the
collaborations that
were the most
effective? (text) (x603)

In Puntland the most common response
were collaborations with the MoH and
religious and traditional leaders. In
Somaliland the majority of responses related
to INGOs, NGOs, MoH and UNICEF. In
South Central the most common response
was all collaborations. Specific stakeholders
most commonly mentioned were religious
leaders/Imams and those between CMs and
vaccinators.

46% (6/13) said MoH; 31% (4/13) said
religious and traditional leaders.
Other responses included: UNICEF (2);
WHO (2); doctors (2); community members
(1); collaborations within SM Net (1).

All the responses to this question differed.

19% (6/31) said all collaborations.

There were 42% (10/24) responses that
mentioned specific organizations, including:
World Vision; Red Crescent; MoH UNICEF;
the EPI welcoming group; Save the
Children; local NGOs.

Other responses included: internal
relationships (3); religious leaders/Imams
(4); not applicable or none (4); local
community (3); government and UN (2);
UNICEF/MOH/WHO (2); CMs and
vaccinators (2); MoH and field staff (2);
community leaders (2); health centres and
vaccinators (1).

One respondent in Nairobi said community
members and leaders. Another said the
ones with nomadic elders.

Why were they the
most effective? (text)
Note for each
collaboration
separately. (x603b)

Quotes
“The community leaders and religious
leaders were the most effective members of
SM Net program.” (male, district level actor,
Afgoye)

With the MoH’s support workers were able
to get backing of religious and traditional
leaders, and if they support the campaign,
people will take the vaccination.

On MoH: with their support they able to get
backing of religious and traditional leaders; if
they support the campaign people will take
the vaccination.

On religious leaders/Imams: some of the
main influencers in local communities; if the
Imams support the programme refusal rates
will drop.

On UNICEF: they are the main partner;
without them SM Net would not function.

On local community/community leaders: if
they feel part of the programme, they are
more likely to support it and there will be
reduced refusal rates.
On UNICEF/WHO/MoH: providing funding;
logistic and implementation support for the
programme.
On the government/UN: the ministry staff are
leading the implementation of SM Net.
On CM and vaccinators: it ensured the
effective delivery of the SM Net programme

On WHO: their support was important to get
the support of community members.
On doctors: they advised community
members to get the polio vaccination; they
are trusted.

The reasons given as to why they are the
most effective included: people in the
community listen to them; they work as a
group; they reach the majority of the
community; they work on health issues.

On religious leaders/Imams: some of the
main influencers in local communities; if the
Imams support the programme refusal rates
will drop.
On local community/community leaders: if
they feel part of the programme, they are
more likely to support it and there will be
reduced refusal rates.
On UNICEF/WHO/MoH: funding; logistic;
implementation support for the programme.
On government/UN: the ministry staff are
leading the implementation of SM Net.
On CM and vaccinators: ensured the
effective delivery of the SM Net programme
Quotes
"They [Imams] help us to deliver our
message; they also pass our information to
the community because they use HADITHS
and Koran verses to help people accept the
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work that we do.” (female, district level actor,
Baidoa)

Quotes
“We had orientations for them and the
change was dramatic and very quick. There
were no refusals in the nomadic community
[...]." (male, Nairobi)

Theme:Collaborations which were not effective and why
Which were the
collaborations that
were the least
effective? (text) (x604)

In Nairobi one respondent said those
collaborations in insecure regions. Another
said those at a higher level (i.e. national and
regional level).

100% (12/12) said none.
There was one respondent that did not
understand the question.

The majority of respondents in South Central
and Puntland said none.

50% (12/24) did not know, did not answer
the question well or said none.

74% (23/31) said none or did not fully
understand the question.

Specific collaborations cited include: Ministry
of Islamic and Religious Affairs (2); Ministry
of Education (1); local government (1);
women groups (1); MOH (1); MCHs (1);
UNICEF (1).

Other responses included: CMs (2); local
authorities (2); other health facilities (2);
government (1); other agencies (1); religious
leaders (1); IDP committees (1).

Reasons included: lack of support; UNICEF,
WHO and the Ministry of Health stopped
working with the teams due to lack of funds.

Religious leaders were often ineffective
partners because they were not paid to be
part of the programme.

Quotes
“UNICEF have implementation plans for
themselves, but for us as mobilisers we
don’t have cooperation, so there is poor
integration between us.” (male, district level
actor, Borama)

CMs were often ineffective implementers
due to low pay and low motivation.

Responses in South Central and Somaliland
included: the Ministry of Islamic and
Religious Affairs (Somaliland); NGOs
(Somaliland); local government (Somaliland
and South Central); Ministry of Education
(Somaliland).; local authorities (South
Central); other health facilities (South
Central); IDP committees (South Central).
Why were they the
least effective? (text)
Note for each
collaboration
separately (x604b)

This question only applied to South Central,
Somaliland and Nairobi.
In Somaliland the main response was the
lack of support from these agencies.
In South Central, religious leaders were
often ineffective partners because they were
not paid to be part of the programme.
International and government agencies often
have other programmes and priorities, so
they cannot give SM Net their full attention.
Health centres are under resourced and so
unable to fully support the programme.

100% (12/12) said none. There was one
respondent that did not understand the
question.

International and government agencies often
have other programmes and priorities, so
cannot give SM Net their full attention.
Health centres are under resourced and so
are unable to fully support the programme.

In Nairobi respondents said this was
because these stakeholders were not
accessible or not involved in SM Net.
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Theme: Possible solutions to ineffective collaborations
How do you think
ineffective
collaborations can be
improved in the future?
(text) (x605)

In Nairobi one respondent suggested
ensuring national and regional level
stakeholders are included in planning and
review meetings, a view that was also seen
amongst respondents in South Central and
Somaliland.
Another respondent said that there is
nothing that can be done to access the
stakeholder in insecure regions until security
issues are addressed. A similar argument
was also made amongst respondents in
South Central.
Responses varied considerably across
regions, including providing additional
funding to the programme; more
communication with the government
ministries; working with other agencies to
distribute food and supplies at the same time
as vaccines within IDP camps in Puntland.

The majority said nothing. One suggested
that there needed to be better collaboration
in the IDP camps between agencies.
Community members were complaining for
example that they were receiving polio
vaccines but not food from other agencies
responsible for this. This made it tricky to
distribute the vaccine.

Suggestions included: more communication
with the ministries; inviting other ministries to
take part of the work; create good plans
before the programme begins; regular
meetings with the parties involved; an official
letter from UNICEF and MoH declaring that
the collaborators should work with the SM
Net team.

Quotes
“We work with IDP camp committees and
they work with a lot of organizations that are
different. The majority of projects that occur
in these IDP camps are ones that are based
on food aid. Sometimes there are
organizations that have corrupt people and
some of the projects are not implemented
correctly. This leads to issues when we
arrive with the polio vaccination they
respond by telling us that they didn’t get their
food delivery why are we arriving with
vaccines [...]." (male, district level actor,
Bosaso)

Quotes
“Re-establish collaborations with three main
facilitators: Ministry of Education and Higher
Education; Ministry of Religious Affairs; and
the local Government Staff." (male, regional
level actor, Burao)

Many of these issues can be overcome by
providing additional funding to the
programme for salaries and training. Some
challenges cannot be overcome such as
insecurity in the region. International
agencies can be more involved by taking an
active part in the review process of the
programme alongside the programme
donors.

Research question: 8. How robust and effective was the SM Net management and coordination structure?
Theme: Perceptions on strengths and effectiveness of the systems
Overall, on a scale of 1
to 5, where 1 is the
lowest and 5 is the
highest, how would you
rate the effectiveness
of the management
and coordination
structure of SM Net?
(1=very poor, 2=poor,
3=average, 4=good,
5=very good) (x701)

80% (55/69) said the management and
coordination structure was either good or
very good.

92% (12/13) rated it as either good or very
good.

75% (18/23) rated the performance as either
good or very good.

74% (23/31) rated it either good or very
good.

8% (1/13) rated it as average.

13% (3/23) rated the performance as
average.

19% (6/31) rated it as average.

14% (10/69) rated it average.
4 rated it as poor or very poor (Somaliland
and South Central).

8% (2/23) rated the performance as poor or
very poor (male, regional level actor,
Hargeisa; male, regional level actor,
Borama).

2 said it was very poor (male, district level
actor, Dusamareb; female, district level
actor, Dollow).

NB: 1 person stated they did not know.

What do you consider
to be the main

In Nairobi one respondent described the
collaboration between different international

This question was not well understood. The
main strengths highlighted included how well

This question was not answered well in
some cases. 25% (6/24) said the strong

52% (16/31) communication between
stakeholders and internal staff as well as
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strengths of the
management and
coordination structure?
(x702)

agencies and the MoH, each bringing their
own expertise to the team to support SM
Net, something that was also respected in
responses from Puntland.
Another respondent in Nairobi said a key
strength was the district level coordination of
the programme, also reflected in responses
from South Central and Somaliland.

the team members from different sections
(vaccinators, CMs) and different
organisations worked together (7).
Other responses included: the strong
hierarchy and chain of command (6); a good
recruitment process 2).

Other responses included: communication
between stakeholders and staff; strong
connection and communication between
different managerial levels.

hierarchical structure of management from
district to regional level.
Other responses included: strong connection
and communication between different
managerial levels (5); communication
between health partners (1); relationship
between CMs (1); planning (3); meetings (2);
TORs at all levels (1); teamwork (3); strong
management supervision (3); community
collaboration (1).

good information sharing.
Other responses included: a strong
coordination structure and implementation
hierarchy (4); effective engagement with
partners (2); planning procedures in place
(2); good reporting structures in place (1); no
misuse of funds (1); training and motivation
for the staff (1); recruitment (1); timeliness
(3); transportation (1); availability of TORs at
all levels (1).

One individual refused to answer. (male,
regional level actor, Borama).

Quotes
“Good communication skills and information
sharing was very good.” (male, NGO,
Dollow)

38% (9/24) cited poor communication and
supervision.

45% (14/31) said there were no
weaknesses.

Other responses included: delay of salaries
(4); lack of funds (3); shortage of qualified
staff (5); shortage of days (1); poor
implementation (1); transportation (4);
insufficient tools (3); lack of operational
expansion (1); delay of reports (1); SMS (1);
did not communicate with community
leaders (1).

Other responses included: salary delays (3);
lack of communication between regional
level and village level (1); budget constraints
(1); issues with the government (i.e.
communication problems) (3); no monitoring
systems in place (2); management do not
visit the field (1); lack of consultation with
stakeholders (2); no immediate response to
the drought (1); low capacity of the staff (4).

Quotes
“The biggest strength is the UN
organizations, WHO and UNICEF… IOM…
FAO… UNHCR working together with MoH.
This is strongest in Puntland and weakest in
South Central…” (male, Nairobi).

Theme: Perceptions on weaknesses of these systems
What do you consider
to be the main
weaknesses of the
management and
coordination structure?
(text)
(x703)

Many respondents in Puntland and South
Central said there were no key weaknesses
with the management and coordination
structure.
Other responses across all three zones
included delay in payment and insufficient
salaries for staff.
Budget constraints were referred to in
Somaliland and South Central, and lack of
adequate reporting and monitoring
mechanisms in Puntland and South Central.
In Nairobi one respondent said ownership at
the government level.
Another respondent said the inability to
retrace children missed in previous
vaccination rounds.

There was a wide variety of responses.
Many said no weaknesses (5) (2 males,
district level actors, Bosaso; male, district
level actor, Garowe; male, regional level
actor, Garowe; male, zonal level actor,
Garowe).
Other responses included: capacity building
was insufficient (4); materials available were
insufficient (3); CMs were not professionally
qualified (1); team members were old and
struggled to reach remote locations (1);
there were limited financial incentives for
CMs (1); there was a lack of infrastructure in
place for adequate reporting (2); because
the network functions well it should be used
for other initiatives (2).

One individual refused to answer. (male,
regional level actor, Borama)
17% (4/24) had no weakness to report on
(male, regional level actor, Hargeisa; female,
district level actor, Hargeisa; male, district
level actor, Borama; male, district level
actor, Borama).

Quotes
“The biggest weakness is that the
management never come to the field to
monitor the levels of implementation of SM
Net in the field, only the DSMCs are
available.” (male, NGO, Mogadishu)
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Theme: Possible solutions to perceived weaknesses
How do you think these
weaknesses could be
improved in the future?
(text)
(x704)

In Nairobi one respondent said that
engagement with the government can only
improve once governance in the region has
improved.
Another respondent in Nairobi suggested
implementing better monitoring systems for
tracking who has been vaccinated and which
children have been missed.
Across all three zones, it was agreed that
there needed to be better financial
incentives for CMs. Other suggestions
included: better engagement with
government for programme implementation
(South Central); improving or increasing
access to transport for CMs (Somaliland);
more training and capacity building for CMs
(Puntland).

38% (5/13) said NA based on their previous
response.

33% (8/24) said to increase coordination and
planning between groups.

35% (11/31) said NA based on their
previous answer.

28% (5/13) said increase training and
capacity building for staff.

Other responses include: improve
transportation (3); increase the per diem (1);
pay salaries on time (2); increase the budget
(3); increase the staff (2); increase staff
training (2); increase mounted microphones
(2); increase the area coverage (1); radio
dramas (1); increase the days (1);
monitoring and evaluation (2); not applicable
(4).

23% (7/31) said to increase communication
and coordination between field and
management.

Responses included: get young people
involved in the programme (1); organise
strategic cluster meetings to identify issues
and find ways to resolve them (1); better
financial incentives for CMs (1); other routine
immunizations included in the campaign (2);
make reporting easier (1); design better
operation structure (1).
Quotes
“It’s hard to cover all the weaknesses. We
can’t control people’s movement or create
internet infrastructure for villages, so we are
left to face these problems until Somalia is
able to rectify them.” (male, zonal level
actor, Garowe)

Other responses included: building capacity
of and training CMs (3); providing more
incentives and ensuring payments are made
on time for CMs (2); engaging the
government more in programme
implementation (4); ensuring sufficient
budget for the programme (2); interacting
with community actors to ensure they are
involved in the programme (1); did not know
(2); hold review meetings (1); hire more CMs
(1); correspond activities to current
situations (1).
Quotes
“To work hard at the district level and for the
top UN levels to be aware of what is going
on the region, … and third thing is to interact
with community leaders, religious leaders,
elders and everyone involved in the
program, so as to make SM Net more
effective in the community.” (male, district
level actor, Dusamareb)

Research question: 9. Have the resources allocated for the programme been used efficiently?
Theme: Perceptions on value for money from stakeholders
Overall, on a scale of 1
to 5, where 1 is the
lowest and 5 is the
highest, how would you
rate the value for
money (i.e. maximising
impact given existing
financial resources) of
the overall SM Net
programme? (1=very

62% (43/69) rated SM Net as either good or
very good value for money.

92% (11/12) said SM Net was either good or
very good value for money.

58% (14/24) said SM Net was either good or
very good value for money.

52% (16/31) said it was either good or very
good value for money.

26% (18/69) rated SM Net as average in
terms of value for money. This was
particularly the case in South Central.

1 said average.

83% (20/24) said SM Net was either
average or above in terms of value for
money.

35% (11/31) said it was average value for
money.

12% (8/69) respondents from South Central
and Somaliland rated SM Net as poor or
very poor value for money.

Quotes
“To answer that question effectively I would
first need to know what the budget for SM
Net was which I don’t.” (male, regional level
actor, Garowe)

17% (4/24) rated it poor or very poor (3
males, regional level actors, Hargeisa; male,
regional level actor, Berbera).

13% (4/31) said it was poor value for money
(male, district level actor, Kismayo; 2 males,
regional level actors, Kismayo; male, NGO,
Kismayo).
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poor, 2=poor, 3=
average, 4=good,
5=very good) (x801)

Theme: Perceptions on efficient resource allocations
Overall, on a scale of 1
to 5, where 1 is the
lowest and 5 is the
highest, how would you
rate the efficiency (i.e.
optimisation of
resources, both time
and money, in meeting
objectives) of SM Net
in allocating
resources? (1=very
poor, 2=poor, 3=
average, 4=good,
5=very good) (x802)

66% (46/70) rated SM Net’s efficiency in
allocating resources as good or very good.

What were the
activities/ resource
allocations which were
most efficient? (text)
(x803)

In Puntland, the most common response
was the awareness raising campaigns. In
South Central and Somaliland, the house to
house visits were seen as the most efficient
activities.

54% (13/24) said SM Net was either good or
very good

68% (21/31) said SM Net was either good or
very good.

25% (6/24) said SM Net was average or
above in terms of allocating resources.

26% (8/31) said it was average at allocating
resources.

21% (5/24) rated it as poor or very poor (2
males, regional level actors, Hargeisa; male,
regional level actor, Berbera; male, regional
level actor, Borama; female, regional level
actor, Berbera).

2 said it was poor (male, district level actor,
Dusamareb; male, NGO, Kismayo).

62% (8/13) said the awareness raising
campaign.

75% (18/24) said the house to house visits
were the most efficient use of resources.

48% (14/29) said house to house visits were
the most efficient use of resources.

38% (5/13) said the vaccination campaign.

Other responses included: using religious
leaders (2); building partnerships (1);
awareness raising and campaigns (2); cars
with microphones (2); planning and report
writing (2).

Other responses included: CMs and
vaccinators as they were low cost for
deliverables achieved (3); group incentives
(1); transportation (1); cars mounted with
microphones (2); visual materials (3);
campaigns (1); trained staff (2);
DCP/planning (1); timeliness (4).

1 respondent said it was poor.
23% (16/70) rated it as average.
11% (8/70) rated it as poor or very poor
(South Central and Somaliland).

In Nairobi one respondent said all activities
that reach communities, but specifically
house to house visits, were the most
efficient allocation of resources whilst
another said those activities that had been
done in the northern region were most
efficient, as less budget needed to be spent
on security.
Quotes
“All allocations that were done in the
Northern Zone were more efficient because
you don't have to spend so much on
security.” (male, Nairobi)

Why were these
activities/ resource
allocations the most
efficient?

92% (12/13) said it was good or very good.

Using CMs and conducting house to house
visits were seen as the most efficient across
all regions because CMs were paid very little
but they were able to ensure that the houses

Other responses included: community
meetings (2); all the aspects of the
campaign as it comes as a package (2);
house to house visits (2); transportation (1).
Quotes
“I would say all the resource allocations
were efficient. We successfully reached
thousands of children and vaccinated them.
We also were able to change perceptions.
But we don’t know where all the resources
were allocated since we didn’t get the
budget from international donors, the aid
agencies did. So we don’t know where all
the resources were allocated.” (male, zonal
level actor, Garowe)
It is cheaper to use CMs as they were paid
so little, yet their impact is comparatively
larger compared to other social mobilization
techniques.

Quotes
“House to house mobilisation, which is a
community based activity. They collect
contacts to address the pastoralist and
nomadic people to mobilise by phone.”
(male, regional level actor, Hargeisa)

House to house visits were seen as most
efficient because they built relationships with
community members, making it easier to
gain trust and build awareness. As CMs are

House to house visits were seen as most
efficient because they were able to ensure
that people had received information on the
polio campaign, rather than relying on their
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(x803b)

they visited had received information on the
polio campaign and at the same time helped
to gain the trust of community members.
This made this technique more efficient than
media campaigns and microphone mounted
cars because whilst these covered wide
geographical areas there was no guarantee
that community members would either
access this information or increase their trust
in the campaign. This view was also
supported by one respondent in Nairobi.

House to house ensures families are directly
involved in the process and it is easier to
build their awareness.
Sensitizing the community on the vaccine
and the process made it much easier to
deliver the vaccination.

often from communities this trust is further
reinforced.
CMs are relatively cheap to use.
CMs can reach HtR groups who do not have
access to mass media and cannot be
reached by cars.

access to other media. CMs were also low
cost, meaning that house to house coverage
could be achieved very efficiently. Effective
planning and review using district
communication plans enabled teams to
effectively collaborate to ensure all
households were reached and to reduce
refusal rates. Training provided to staff built
morale and made service delivery more
effective at the community level.
The cars mounted with microphones were
able to cover larger areas than house to
house visits.
Visual materials made it easy for community
members to see that the polio campaign was
in the community, raising awareness.
Quotes
“The best way to reach everyone in an area
are house-to-house visits because some
people do not get information from other
sources like mass media.” (male, zonale
level actor, Mogadishu)

What were the
activities/ resource
allocations which were
most inefficient? (text)
(x804)

In Puntland only two respondents felt that
any resource allocations or activities were
inefficient. One respondent said the radio
campaign, which was also present in the
responses of South Central and Somaliland.
Another said the financial incentives
provided to CMs which was also reflected in
the South Central responses.
In addition, South Central and Somaliland
respondents also felt cars mounted with
microphones were a less efficient activity.
In Nairobi, a lack of integrated messaging on
immunization [i.e. polio plus other
immunizations such as measles] made SM
Net’s activities inefficient. Another
respondent also described how
implementing the programme through NGOs
in South Central had made the programme
more costly, reducing its efficiency.

85% (11/13) said nothing was inefficient.
1 said the radio campaign (male, district
level actor, North Galkayo).
1 said the financial incentives for CMs (male,
zonal level actor, Garowe).

29% (7/24) said mass media (radio,
television).
Others responses included: SMS (4);
vehicles with microphones (4); not
considering mobilisation days (i.e. during the
rainy season) (4); low financial resources
(3); not working with religious leaders (1);
lack of capacity building (1); not conducting
a baseline assessment (1) (male, district
level actor, Burao).

42% (13/31) said nothing was inefficient.
Other responses included: cars mounted
with microphones (6); working in rural areas
(1); mass media, particularly radio (5);
insufficient transport (2); not enough visual
materials and equipment for CMs, such as
microphones (4); insufficient staff (4); low
pay of CMs (2); some visual materials (i.e.
banners) (1); issues with security (1);
compulsory district meetings (1).

33% (8/24) said nothing was inefficient
(male, regional level actor, Burao; 2 males,
regional level actors, Borama; female, zonal
level actor, Hargeisa; male, regional level
actor, Hargeisa; female, district level actor,
Burao; male, district level actor, Borama;
female, district level actor, Hargeisa).
Quotes
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“The transportation and the finances are too
low. The region is very wide and rough
which is tough to work in general and it
needs to have enough financial resources.”
(male, regional level actor, Borama)

Quotes
“In South Central we had to go through
NGOs both for cold chain and SM Net so
some money goes to the NGOs. In the
Northern zones it goes directly to DSMCs,
RSMCs, CMs, etc.... and the transfer is done
through local mpesa [daabsheel] so it is
more efficient.” (male, Nairobi)
Why were these
activities/ resource
allocations the most
inefficient? (text)
(x804b)

The main reasons given were that radio,
mass media and SMS are not easily
accessed by HtR groups. People do not give
sufficient attention to the messages being
transmitted through cars mounted with
microphones. CMs are not paid sufficiently
and as such often lack motivation, reducing
their overall efficiency.

On radio: this is only listened to in urban
places; in rural areas it is not applicable.
On CMs: CMs are paid very little and they
can work up to 12 hours a day. Whilst they
are perceived to be volunteers, it would be
better to give them greater incentives,
especially to those who make the extra
effort.

Reasons given for mass media and SMS not
being efficient included:
HtR groups do not have access to mass
media; low literacy levels in the community;
lack of accountability.

On media: often people do not have access
to televisions/radios to listen to the
campaigns on; people do not give sufficient
attention to vehicles mounted with
microphones.

Reasons for not using microphones
included: people often do not listen to the
messages; it is hard to engage people.

Visual materials and CMs employed were
not sufficient to cover community needs.

Better strategic planning of SM Net.

Increase the budget for the programme.

Greater accountability (monitor activities of
CMs better).

Refocus the programme on delivering more
house to house visits.

Increase number of staff
and ensure more house to house visits.

Increase the number of CMs operating on
the ground.

More cars with microphones.

Quotes
“Instead of improving the mass media, they
should use the house to house visits as they
are the most efficient.” (male, regional level
actor, Mogadishu)

For Nairobi explanations see question x804
above.

Theme: Possible solutions to inefficiencies
How do you think these
inefficient resource
allocations could be
improved in the future?
(text)
(x805)

Suggestions included reallocating funding
money from mass media campaigns (such
as radio) to mobilization teams and house to
house visits. Others included increasing the
number of CMs operating on the ground. In
Somaliland they suggested better monitoring
of CM activities, something echoed also by
one respondent in Nairobi.

Use the money spent on radio to grow the
mobilization teams.
Increase the incentives for CMs.

Another respondent in Nairobi said that work
in South Central will only become more
efficient once governance in the country
becomes more efficient.

Research question: 10. How do the costs for reaching the most excluded communities for polio and immunization compare with alternative delivery systems?
Theme: Perceptions on the efficiency of SM Net in reaching the most excluded
In your opinion who are
the most hard to reach
groups? (text)
(x901)

In Nairobi respondents said nomadic groups
and those in remote areas. Across all three
zones respondents also said nomadic
groups as well as those in rural areas and

Groups listed included: nomadic groups;
pastoralist groups; some religious sects
[i.e. Sufi]; none, but some areas that were
HtR due to insecurity.

This question was not always well
understood so answers were either by group
or by location type. Respondents either said
nomadic groups/pastoralists.

The most popular response was those living
in insecure regions 43% (13/30).
Other responses included: rural areas (9);
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pastoralists. In Puntland respondents said
certain religious sects whilst in South Central
the most common response was populations
from insecure regions.

Overall, on a scale of 1
to 5, where 1 is the
lowest and 5 is the
highest, how would you
rate the efficiency (i.e.
optimisation of
resources, both time
and money, in meeting
objectives) of SM Net
in reaching these
excluded
communities? (1=very
poor, 2=poor, 3=
average, 4=good,
5=very good) (x902)

40% (28/70) rated SM Net’s efficiency to
reach HtR groups as good or very good.

What strategies used
by SM Net have been
most effective in
reaching the most
excluded
communities? (text)
(x903)

In Puntland the most common response was
holding campaigns at nomadic and
pastoralist water points and wells. In
Somaliland it was identifying one or two
members of the HtR groups to sensitize
them and go and spread the word within
their communities. In South Central
respondents said working with community
and religious leaders and to use mass media
campaigns.

37% (26/70) rated it average.
23% (16/70) rated it poor or very poor.

Hard to reach areas included communities
living in the mountains, in rural areas, in
insecure areas, in coastal areas and in
valleys.

31% (4/13) said it was good or very good
(male, zonal level actor, Garowe; female,
district level actor, Garowe; 2 males,
district level actors, North Galkayo).

25% (6/24) rated the efficiency of SM Net as
either good or very good.

55% (17/31) rated SM Net’s efficiency to
reach HtR groups as good or very good.

38% (9/24) rated the efficiency of SM Net as
either very poor or poor.

29% (9/31) rated it average.

Quotes
“It’s not possible to cover 120 villages in 2
days and achieve awareness ...” (male,
regional level actor, Burao)

54% (7/13) rated SM Net’s efficiency to
reach HtR groups as average.

Quotes
“We used a three pronged strategy: making
a database of all nomads…building an
informant network…who tells us if there are

46% (6/13) said engaging with nomadic
leaders. Additionally, they said: holding
campaigns at nomadic and pastoralist
water points and wells (3); mapping
settlements (4). These were seen as new
strategies just being implemented by SM
Net.
Other responses included: not much is
being done (3); hiring excluded community
members (1).

Quotes
“No, everywhere at the region we can reach
all the people ... but sometimes such as in
the rainy season, it is hard to reach the far
areas, because there is no vehicle which
can go there. Maybe the places where AlShabab stays are also hard to reach.” (male,
district level actor, Jowhar)

16% (5/31) rated it poor or very poor (2
males, regional level actors, Kismayo; male,
district level actor, Dusamareb; male, NGO,
Mogadishu; male, zonal level actor,
Mogadishu).

15% (2/13) said it was poor (male, zonal
level actor, Garowe; male, regional level
actor, Garowe).

In Nairobi one respondent said none. The
other respondent described a three pronged
approach summarized below:

nomadic groups (7); pastoralists (5); none
(6); IDPs out of town (1).

Quotes
“The hard to reach groups are by and
large the pastoralist or nomadic
populations ... Their movements are very
hard to track effectively. Although there
are some efforts that have been made,
more needs to be done to track them
effectively.” (male, district level actor,
Bosaso)

32% (6/19) said the approach of identifying
one or two members of the HtR groups to
sensitize them and go and spread the word
within their communities was most effective.
Other responses included: no effective
strategies (3); house to house visits (4);
reaching by foot/camel (2); using SMS, radio
and television (3); regular campaigning (3);
using megaphones from vehicles (3); mixed
methods (1).

Only 19 respondents had understood the
question correctly. Of these, the following
responses were given: 21% (4/19) said the
mass media campaigns addressed this; 32%
(6/19) said using community leaders and
religious leaders addressed this.
Other responses included: creating HtR
teams (4); talking to rural people who come
into the cities (1); provide vehicles for CMs
to reach remote areas (2); nothing was done
or do not know (5).
Quotes
"The SM Net people talked to the rural
people who came to the city by their own
issues then that people listened to the polio
information during the time they are in
Baidoa." (male, district level actor, Baidoa)
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new groups coming in and finally crossnotification - different groups notifying each
other.” (male, Nairobi)

Theme:Perceptions on alternative strategies for reaching the most excluded
What are alternative
strategies that could be
used to reach these
excluded
communities? (text)
(x904)

Making use of mass media either through
radio or SMS was suggested in all three
zones. Other suggestions included
increasing resourcing for HtR areas such as
larger campaign teams, more financial
support, more training and more transport
and logistical support.
In Nairobi only one respondent could think of
specific strategies. They are provided in the
quote below.
Quotes
“Use radio and mobile phones … we did
some research on nomads, they are mostly
illiterate but listen to radio and have mobile
phones...have joint vaccination for animals
and humans. We did a pilot in Puntland,
learned a lot from it, but turned out to be
about 5 times more expensive.” (male,
Nairobi)

How would the benefits
of these alternative
strategies compare
with the ones that were
used by SM Net?
(1=higher, 2=lower,
3=the same, 4=do not
know) (x906)

57% (39/68) said higher.
9% (6/68) said it would be lower.
(Somaliland and South Central)
10% (7/68) said it would be the same.
24% (16/68) said they did not know.

38% (5/13) said to build larger campaign
teams and make sure more members of
the rural community are trained as CMs
and are involved in the campaign.
Other responses included: share audio
clips of campaign messages with remote
communities (1); reach out to community
elders (1); campaigns in locations where
nomadic groups visit during the rainy or
dry season (2); engage and work with
government authorities (1); more time for
campaigns (1); use mobile phones more
(1); more focus on the campaign in the
rural areas (3); increase the budget (1).

38% (9/24) said to increase resourcing (i.e.
infrastructure, staff, and financial resources).

39% (12/31) said they did not know or felt
nothing more could be done.

Most popular methods suggested included:
using a vehicle and microphone (3); training
people within remote communities to go and
build awareness (4).

Other responses included: deliver
awareness raising through mass mediaradio/television as this will reach a wider
area (3); train people from remote or
insecure regions and send them back to
communities (3); local authorities work with
groups against the government to convince
polio campaign to come to the area (1); work
with religious and clan leaders (4); provide
more mobilizers and establish mobile teams
(2); develop special teams for IDPs (1);
provide more vehicles (1); build more health
facilities in HtR areas (2).

Additionally, a variety of methods for
reaching excluded communities were
suggested including: mobile teams (1); SMS
(2); radio (1); reaching community members
when they come to water points or markets
(1); using schools (1); house to house
campaigns (2); working with local leaders
(3).

Quotes
“The strategy ... is to hire staff from those
insecure areas and to give them training
then let them to work in there because they
know ways that can work there.” (male,
district level actor, Afgoye).
77% (10/13) said the benefits would be
higher.

59% (13/22) said the benefits would be
higher.

45% (14/31) said the benefits would be
higher.

Other responses: 2 do not know (female,
district level actor, Garowe; male, zonal
level actor, Garowe).

Other responses: 14% (3/22) said lower
(male, regional level actor, Hargeisa; male,
district level actor, Berbera; female, regional
level actor, Berber).

Other responses: 10% (3/31) said it would
be lower (2 males, regional level actors,
Mogadishu; male, regional level actor,
Kismayo).

9% (2/22) said the same (male, regional
level actor, Hargeisa; female, district level
actor, Hargeisa).

13% (4/31) said it would be the same.

1 said the same (male, district level actor,
North Galkayo).

32% (10/31) said they did not know.

18% (4/22) said do not know (female, district
level actor, Burao; male, district level actor,
Burao; female, district level actor, Hargeisa;
male, zonal level actor, Hargeisa).
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Theme: Perceptions on costs of different approaches to reaching the most excluded compared to existing strategy
How would the costs of
these alternative
strategies compare
with the ones that were
used by SM Net?
(1=higher, 2=lower,
3=the same, 4=do not
know)
(x905)

57% (39/68) said it would be higher.

77% (10/13) said costs would be higher.

45% (10/22) said costs would be higher.

55% (17/31) said the costs would be higher.

12% (8/68) said it would the same.

Other responses: 8% (1/13) said the same
(male, district level actor, North Galkayo).

Other responses: 14% (3/22) said lower.

Other responses: 1 said lower (male, DPO).

14% (3/22) said the same (male, regional
level actor, Hargeisa; female, district level
actor, Berbera; female, regional level actor,
Berbera).

4 said the same.

9% (6/68) said it would be lower.
21% (14/68) said they did not know.

15% (2/13) said it would be lower (male,
regional level actor, Bosaso; male, zonal
level actor, Garowe).

29% (9/31) said do not know.

23% (5/22) said do not know (female, district
level actor, Hargeisa; male, district level
actor, Borama;male, zonal level actor,
Hargeisa; male, regional level actor, Burao;
male, regional level actor, Borama).
5% (1/22) said both higher and lower under
different circumstances (male, district level
actor, Burao).

Research question: 11. To what extent has the SM Net programme contributed to increasing OPV coverage and reducing refusal rates in target communities?
Theme: Perceptions on changes in coverage throughout the region
Overall, on a scale of 1
to 5, where 1 is the
lowest and 5 is the
highest, how would you
rate the impact of SM
Net on increasing polio
vaccination coverage
(the proportion of
children vaccinated)
throughout the region?
(1=very poor, 2=poor,
3=average, 4=good,
5=very good) (x1001)

90% (63/70) rated SM Net’s impact on
increasing polio vaccination coverage as
good or very good.

Were there
geographical areas or
specific groups where
polio vaccination
coverage (the
proportion of children
vaccinated) increased

75% (52/69) said yes, there were specific
areas/groups where polio vaccination
coverage increased significantly more than
in other areas/groups. This was particularly
high from respondents in Somaliland. This
was partly reflected by one respondent from
Nairobi who said Somaliland and Puntland

4% (3/70) rated it as average.

92% (12/13) rated SM Net’s impact as good
or very good.

88% (21/24) rated SM Net’s impact as good
or very good.

8% (1/13) rated it as average (male, zonal
level actor, Garowe).

4% (1/24) rated it as average.
3% (1/31) rated it as average.
8% (2/24) rated it as poor or very poor
(female, district level actor, Burao; male,
regional level actor, Hargeisa).

6% (4/70) rated it as poor or very poor
(Somaliland and South Central).

54% (7/13) said yes. The areas/groups cited
included: urban towns, especially Garowe
(4); IDPs; religious groups; Kalabayr and
Sinujif.
Reasons provided included: in urban areas
there are more awareness channels (such

90% (28/31) rated SM Net’s impact on
increasing polio vaccination coverage as
good or very good.

88% (21/24) said yes. The areas/groups
cited included large cities/urban areas (15)
and IDPs. Specific areas that were
mentioned: Dollow in Saaxil; Edegen, and
Karin in Ceerigaabo; Shaikh mountains;
Saylac villages; Hargeisa; Burao; Borama;
Laascaanood; Ceerigaabo; and generally in

6% (2/31) rated it as poor or very poor
(male, zonal level actor, Mogadishu; male,
regional level actor, Kismayo).

74% (23/31) said yes. The areas/groups
cited included: urban areas; secure areas;
IDPs; areas near health centres; no specific
area. Specific areas mentioned were:
Bondhere; Wanjeel; Dowlawe; Hodan;
Sigaale; Afgoye; Matawan; Wardhiglay;
Medina; Waberi; Shibis; Hamaryage;
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significantly more than
in other areas/groups?
(1=yes and 0=no) and
details. (x1002 x1002c)

had seen a significant increase in polio
vaccination coverage.
1 respondent in Nairobi said they did not
know as this data was not collected.

as TV and radio), accessibility is higher, and
there is more mobilization; IDPs do not have
the income to go to professional doctors and
therefore are more prone to trust the
vaccination teams.

The three zones all said that coverage had
increased the most in urban areas, among
IDPs and communities located near health
centres, and areas which are secure (South
Central).

46% (6/13) said there were none (2 males,
district level actors, Bosaso; male, regional
level actor, Bosaso; 2 males, regional level
actor,s Garowe; male, zonal level actor,
Garowe).

The main reasons given were that these
communities are accessible for the
awareness campaign and for vaccinators.
This is because they are either in areas
where CMs and vaccinators live or they are
in secure areas which CMs and vaccinators
can reach. They are also communities that
have access to information on polio from
media sources and local health centres.
They are also migrant communities that
have recently arrived in urban areas and
need access to free vaccinations. The
respondent in Nairobi also described how, in
the Northern zone, ownership by the
government had seen increased polio
vaccination coverage in the region.

all the city area; GacaanLibaax District;
Borama; Idhan; Qunujeed; Boom; Magaalo
cad; Walal go; Sarka, and Bidin bid; Sheikh;
Berbera.
Reasons provided included: for urban areas,
they more accessible and have a higher
population density, they are more educated
and more aware, there are more mobilizers,
they received enough awareness, the
mobilization teams had better supervision
and management, numerous campaigns
were carried out, there are more tools
available, it is cheaper to reach urban areas
and they already have health facilities; for
the IDPs, there are more children per
household.
13% (3/24) said there were no areas/groups
(male, regional level actor, Borama; 2
females, district level actors, Hargeisa).

Overall, on a scale of 1
to 5, where 1 is the
lowest and 5 is the
highest, how would you
rate the impact of SM
Net on reducing refusal
rates throughout the
region? (1=very poor,
2=poor, 3=average,
4=good, 5=very good)
(x1005)

77% (54/70) rated the impact of SM Net in
reducing refusals as good or very good.

77% (10/13) rated the impact of SM Net in
reducing refusals as good or very good.

75% (18/24) rated the impact of SM Net in
reducing refusals as good or very good.

17% (12/70) rated it as average.

15% (2/13) as average.

17% (4/24) as average.

6% (4/70) rated it as poor or very poor.

8% (1/13) as poor (male, district level actor,
North Galkayo).

8% (2/24) as poor or very poor (male,
regional level actor, Hargeisa; female,
district level actor, Hargeisa).

Were there
geographical areas or
specific groups where
refusal rates dropped
significantly more than
in other areas/groups?

64% (44/69) said yes there were areas in
which refusal rates dropped significantly
more than others.

54% (7/13) said yes. The areas/groups cited
included: religious groups/sects such as
Sufis or Ceel-gardi near Bacadwayn village
(3), urban areas (2), all locations (1), and
RafiyoRaaxo neighbourhood (1).
Reasons provided included: for religious

79% (19/24) said yes. The areas/groups
cited included: urban areas (11); rural areas
(2); nomads (1). Specific areas that were
mentioned included: Hargeisa,
Axmeddhagax, MohamuudHaybe,
neighbourhoods within the city of Hargeisa,

Kismayo; Dyoobleey; Afmadow.
Reasons provided: these areas are easier to
reach, are more accessible and safer to
work in. These areas often have an MCH so
families are able to access health care and
vaccinations more easily. Urban populations
are also less mobile, particularly compared
to nomadic groups, making it easier to
interact with them. The urban population
tends to be more educated and as a result
more accepting of the vaccination than rural
groups. A large inflow of migrants into urban
centres has also seen an increased demand
for the vaccination.
“Newly displaced families have joined these
areas and so demand and coverage of the
polio vaccine significantly increased.” (male,
regional level actor, Kismayo)

81% (25/31) rated the impact of SM Net in
reducing refusals as either good or very
good.
16% (5/31) rated it average.

For the most part, these were urban areas.
In Puntland religious groups were also

3% (1/31) rated it as poor (male, regional
level actor, Kismayo).

55% (17/31) said yes. The areas/groups
cited included urban areas (5) and IDP
camps. Specific areas or regions included:
Baled-Xaroo; Garbeharey; Kismayo;
Mogadishu.
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(1=yes, 0=no) and
details.
(x1006 - x1006c)

mentioned and in Somaliland IDP camps
were mentioned too. One respondent in
Nairobi said that refusal rates dropped the
most in the Northern zone.
Reasons given included that these areas
were more accessible to CMs, vaccinators,
and the awareness campaigns, so trust
increased. These communities also tended
to have higher levels of education and got
their information on polio from a number of
sources. In cases where religious leaders
were involved in the campaign the refusal
rates also dramatically dropped.

groups, refusal rates dropped significantly
more because religious elders were included
in the process; for urban areas, the reason
provided was the low level of education in
specific neighbourhoods.

Borama, Ceeldaayeer. Individuals were also
mentioned as well as some parts of Berbera
like Barwaaqo, Burao Sheikh.

Quotes
“Because the campaigners were very good
and we focused on that neighbourhood
effectively. Utilizing nabadoons and other
prominent figures.” (male, district level actor,
Bosaso)

Reasons provided included: for urban areas,
more awareness raising is conducted in
urban areas; there are higher levels of
education and of CMs/other SM Net staff;
the involvement of community and religious
leaders; rural areas were close to the city
and easy to reach, and benefited from
regular campaigns.

“SM Net employed members of these
groups [religious sects in Ceel-gardi near
Bacadwayn village] to mobilize and
vaccinate. This made it easy for them to
participate in the polio campaign.” (male,
district level actor, North Galkayo)

Quotes
“Because some of the scholars live in these
urban areas … and if they refuse a large
number of the community will refuse as well
because they’re influential people.” (male,
regional level actor, Burao)

Reasons given included that these were
easily accessible areas, so it was easier to
reach them with awareness raising
campaigns. These communities often had
access to mass media, be it through radio,
television or SMS. They also were nearer to
health centres so could access information
from doctors on polio. Areas were refusal
rates dropped were also those where there
was good involvement of community leaders
and support of religious leaders.
Quotes
“The reason is that there has been massive
awareness that has been created in these
areas by all parties including NGOs and
government.”(male, zonal level actor,
Mogadishu)

“We went along with UNICEF and MoH to
this district [AxmedDhagax] and it helped a
lot.” (male, regional level actor, Hargeisa)

Theme: Perceptions on challenges in increasing coverage
Were there
geographical areas or
specific groups where
polio vaccination
coverage (the
proportion of children
vaccinated) increased
more slowly or not at
all? (1=yes and 0=no)
and details. (x1003 x1003c)

71% (50/69) said yes. One respondent in
Nairobi did not know. This response was
more common in Somaliland.
The areas/groups cited included: South
Central (respondent from Nairobi); rural
areas; nomadic groups; urban areas where
religious leaders live; upper middle class in
urban areas who are not receptive to free
vaccinations because they can afford health
care; those areas affected by conflict.
Accessibility was the key reason across all
three zones. Issues of accessibility stemmed
from lack of access to transportation;
inability to track down nomadic groups and
insecurity in these areas. In some urban
areas there was also cases of lower
vaccination coverage due to the presence of
religious groups that did not support the
campaign.

69% (9/13) said yes. The areas/groups cited
included: rural areas (5), nomads (2),
religious groups, upper middle class
neighbourhoods and the Mudug region.
Reasons provided included: rural areas were
difficult to access and campaigns were less
frequent; nomads were difficult to reach and
often moved; religious groups were against
the vaccination; the upper middle class
“were not as receptive to free vaccinations
as much as IDPs were” because they can
afford healthcare; the Mudug region was
affected by conflict.
Quotes
“Because they [upper middle class] believe
that they can afford quality medicine for their
children if they ever fall ill. So they were not
receptive to free vaccinations as much as
IDPs were." (male, zonal level actor,

79% (20/24) said yes. The areas/groups
cited included: rural/remote areas (7);
mountainous/ HtR areas (5); urban areas
where religious leaders live (2); nomads (2);
urban areas’ periphery (1).
Specific areas that were mentioned
included: Toon, Masalaha, Dhaboolaq,
Faraweyne, Daarasalaam, Xaraf,
Sabawanaag; IshaGudban, Saclamood,
BiyoDhacay. Also some other areas staff
use donkeys to reach: Koodbuur district,
Bidinbid, Gargoorey, and Dabo-Tagta.
Reasons provided: accessibility problems for
HtR areas; lack of resources; the
concentration of CMs in urban areas;
security concerns for areas affected by this
problem; and the high mobility and lack of
education of nomadic populations.

65% (20/31) said yes. The areas/groups
mentioned included: rural areas, nomadic
groups, populations in insecure areas.
Specific areas mentioned included:
Afmadow; Shaaqsiid; Dayniile; Jazeera;
Garsbaley; Kaxda; SuqaXoolaha; El Erfid;
Kaamboori; Owdhegle; Kuntuwaareey;
Sahiib; Awdhegle; Mubarak; Anoole.
Many of these areas are in insecure
locations and cannot be reached. Others are
remote locations, SM Net does not have
sufficient CMs or transportation to reach
these areas. In some cases the populations
are mobile and cannot be easily reached.
Quotes
“The reason is insecurity because if these
areas had security I believe the community
would get polio vaccination...” (male, district
level actor, Afgoye)
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How do you think
coverage could be
improved in the future?
(text) (x1004)

Were there
geographical areas or
specific groups where
refusal rates dropped
more slowly or not at
all? (1=yes, 0=no) and
details. (x1007 x1007c)

Suggestions from all three zones included
increasing funding and outreach (more
campaigns, more CMs, more transport, and
more mobile teams) to these areas. Other
suggestions included involving regional and
central government actors (Puntland) and
religious as well as clan leaders (Puntland
and Somaliland) in the campaign. The
respondent in Nairobi said coverage would
only increase with improved governance in
South Central and with more funding
allocated.

36% (25/69) said yes (excluding the 4 South
Central respondents that did not understand
the question), there were geographical areas
and specific groups where refusal rates
dropped more slowly or not at all. One
respondent in Nairobi did not know.
Specific areas included rural areas, IDPs,
nomadic groups and Takfir religious groups.
The key reason for this was lack of access
to these communities to deliver vaccinations
and awareness either because they were
very remote, were mobile populations, could
not be accessed during certain times of the
year (i.e. rainy season), or insecure regions.
Other reasons given included that religious
groups believed that the vaccine was a sin.
Other communities had negative attitudes
towards the vaccine, believing it to be

Garowe)

Quotes
“Majority of people in rural areas are
ignorant and they don’t read or write so it’s
hard for them to understand the importance
of the polio vaccine and its awareness.”
(male, regional level actor, Berbera)

Suggested strategies included: increasing
the focus on the specific groups discussed in
question x1003 by increasing funding and
increasing outreach to these communities
(4); regular campaigns and mobilization in
remote areas (3); enlarging the mobilization
teams as well as the campaign days and
incentives provided to staff (2); involving
regional and central government actors,
religious leaders and clan elders in the
mobilization process.

Suggested strategies included: providing
enough campaigns and awareness (8);
using SMS (1); using radio (1); using
microphones (1); engage with Ministries of
Education, Religious Affairs and local
government (1); increase number of teams
and members (3); staff sourced from local
communities (2); meet with religious leaders
and community leaders (2); social
engagement plans for CMs prior to entering
field (1); alternative ways to reach
communities identified (i.e. by foot/donkey)
(3); use of media (1); M&E (1); more budget
(5).

32% (10/31) said increase the quantity and
quality of CMs.

67% (16/24) said yes.

26% (8/31) said yes, but 4 misunderstood
the question so 13% (4/31) actually said yes.
Areas identified were rural areas (3) and
IDPs (1). Specific areas included XarooTako
and Dhagax.

31% (4/13) said yes, there were some
geographical areas or specific groups where
refusal rates dropped more than others.
Specific areas included Takfir religious
groups. One respondent said urban
communities used to reject the vaccine,
while the rural and IDPs were more
welcome; although, nomadic groups are
more reticent. Another respondent said rural
areas were difficult to engage with.
In rural areas it was felt to be lack of
exposure that lowered refusal rates more
slowly. For religious groups, taking the
vaccine was perceived to be a sin.
Quotes
“Because the religious sect [Takfir religious
groups] believes it is a sin to partake in

Rural areas and where the religious leaders
live. Other specific areas include: Burao
City; Burao villages; 26 June
neighbourhood; MaxamundKaybe districts;
GacaanLibaax; Koobuur; Saratha
DhaxanDega; HantiWadaar; Barwaaqo;
Lascidle coastal area; Dulo Sheikh; DaboDabo.
Reasons given included: communities
believe rumours (i.e. vaccine is a virus);
these are areas with religious influence or
more traditional communities; these
communities need more awareness; these
areas are HtR, especially in the rainy season
because no strategic plan to address this in
place; mobile populations live in these
areas.

Other responses included: increase the
number of awareness campaigns (4); these
are external issues such as security that SM
Net cannot address (6); do not know (3);
more transport (2); mobile teams in place
(1); planning needed within SM Net (1);
more vaccines/vaccinators (3); work with
families to make sure they are available for
the vaccine on set dates (1).
Quotes
“To increase the number of mobilizers,
increase the campaign and to use religions
and clan leaders to pass information to the
community.” (male, zonal level actor,
Mogadishu)

It is difficult for CMs and vaccinators to
reach them, either because they are remote
or insecure. They do not have access to
mass media or social media because they
do not often use radios or televisions.
Further, vaccinators and CMs are often not
from their communities, and so they do not
know the mobilizers on the campaign. All
these reasons lead to low awareness levels
and consequently a lack of trust in the
vaccination campaign, which increases
refusal rates.
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How do you think
refusal rates could be
reduced more in the
future? (text) (x1008)

poison. These communities also had less
access to information on polio from other
sources, such as radios or local health
centres. Finally the respondent in Nairobi
described how in certain IDP settlements
many families who have newly arrived have
never heard of the vaccination before, so a
lot of them initially refuse the vaccine until
they have been in the camps for some time
and have been sensitized on what it is.

these vaccinations.” (male, district level
actor, Bosaso)

Across all three zones the majority of
respondents said that SM Net should
increase the number of awareness
campaigns. They should also conduct
assessments in these areas and identify why
refusal rates were so high (Puntland and
Somaliland). They should also engage with
local government, health workers and recruit
CMs from these areas to build greater trust
and acceptance of the vaccination
campaigns (Somaliland and South Central).
The respondent in Nairobi suggested using
the radio to reach these communities.

Respondents suggested increasing the
number of awareness campaigns and doing
these even when vaccination campaigns are
not scheduled, and doing more research in
areas where refusal rates drop more slowly
in order to find out why.

Quotes
“First time they refused, and they said polio
vaccine itself is a virus ... after a short period
of time they saw that the children vaccinated
were not affected by the polio virus, but the
polio virus affected only those didn’t got their
vaccine... so they accept to take polio
vaccine.” (male, regional level actor, Burao)

Respondents suggested increasing the
number of awareness campaigns; bringing
Islamic leaders, doctors, and local
government to separate awareness raising
events to get their buy in; asking people why
they refused and carrying out further
research on areas such as Burao; hiring
staff from local communities.

The respondents suggested increasing the
number of awareness campaigns. In
particular SM Net should target HtR areas
with specific approaches such as
recruitment of CMs from these communities,
provision of sufficient transport and
combining the polio vaccination with the
distribution of other medicines needed by
remote communities.
Quotes
“To focus on the hard to reach groups and
make sure there is transportation … also
safety and security of the staff will be
priority, as some places are handled by
terrorist groups, they may harm the lives of
the staff.” (male, regional level actor,
Dusamareb)

Research question: 12. To what extent has the SM Net programme contributed to increasing the profile and prioritisation of polio vaccination?
Theme: Perceptions on changes in profile and prioritisation of polio vaccination
Overall, on a scale of 1
to 5, where 1 is the
lowest and 5 is the
highest, how would you
rate the impact of SM
Net on raising the
profile of polio (i.e.
increasing the attention
polio gets) and
prioritisation of polio
eradication in the
region? (1=very poor,
2=poor, 3=average,

91% (64/70) rated SM Net’s impact on
raising the profile of polio as good or very
good.
6% (4/70) rated it as average.
3% (2/70) rated it as poor or very poor
(South Central).

100% (13/13) rated SM Net’s impact on
raising the profile of polio as good or very
good.

92% (22/24) rated SM Net’s impact on
raising the profile of polio as good or very
good.

87% (27/31) rated SM Net’s impact on
raising the profile of polio as good or very
good.

8% (2/24) rated it as average (male, regional
level actor, Borama; male, zonal level actor,
Hargeisa).

6.5% (2/31) rated it as average.
6.5% (2/31) rated it as poor (male, regional
level actor, Kismayo; male, NGO, Dollow).
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4=good, 5=very good)
(x1101)
Were there areas or
specific groups where
the polio profile and
prioritisation increased
significantly more than
in other areas/groups?
(1=yes and 0=no) and
details. (x1102 x1102c)

49% (34/69) said yes, there were areas or
specific groups where the polio profile and
prioritisation increased significantly more
than in other areas. This was particularly
common amongst respondents in
Somaliland. One respondent in Nairobi did
not know the answer.
Specific locations identified urban areas and
some IDPs. The one respondent in Nairobi
said Puntland and nomadic groups.
Reasons for this came down to the ability of
the CMs and vaccinators to access
communities. They often could not access
these communities because they were
remote, mobile or in insecure regions. Since
they could not access them, they also could
not raise the profile of polio in these
communities and so prioritization and profile
remained low.

54% (7/13) said yes.

71% (17/24) said yes.

29% (9/31) said yes.

The areas/groups cited included: urban
areas/easily accessible places (4); IDPs (2);
religious groups (1) and nomads in HtR
areas (1).

The areas/groups cited included: urban
areas/large cities “like Berbera” (10); IDPs
(4); religious leaders/groups (such as Sufis)
(2); and nomads (1).

These were in urban areas (7) and IDPs (2).
Specific areas included Mogadishu and the
villages around Dollow.

Reasons provided: urban areas are easily
accessible and have a high population
density; for HtR and nomads, the community
was convinced of the importance of the
vaccine due to the high government
involvement.

Reasons provided: cities have high
population densities and are easy to reach;
for religious groups, the increase was due to
the fact that refusal rates were initially very
high.

Reasons provided included that these areas
are typically secure and easily accessible for
SM Net. As such they tend to have more
interaction with the CMs and vaccinators,
which builds trust and awareness. Further,
these communities have greater access,
through media and telephone to information
on polio.
Quotes
“The profile increased more in these areas
because the community members have
radios and TVs and they can access the
news from there. They all have telephones
through which they can receive SMS or we
can call them. The town is our base, so the
meetings between us and community are
more compared with the rural areas. The
people in the town have more knowledge
compared with the rural areas.”(female,
district level actor, Dollow)

In Puntland, nomadic groups became
convinced of the importance of polio
immunization due to high government
involvement in the programme. This was
echoed by the response given by one
respondent in Nairobi (see below).
Quotes
In response to “why did the polio profile and
prioritisation increase more significantly in
these areas/groups?”: “Credit goes to the
MoH because they were there during the
training and they realized the kind of
strength they were trying to create within the
Ministry. The biggest problem the MoH has
is convincing the people of the importance and through SM Net their activities and the
benefits they bring become more obvious.”
(male, Nairobi)
How was the SM Net
success most visible

The most common responses included the
increased knowledge around polio the

This questions was not well understood.
Respondents mentioned the following signs

This question was not well understood.
Respondents mentioned the following signs

This question was not well understood.
Respondents mentioned the following signs
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(i.e. increased funding,
support)? (text)
(x1103)

disease and vaccination in communities; the
increased demand for the polio vaccination;
the number of refusals reduced; the number
of polio cases have dropped.

of SM Net’s success: the increase in
knowledge about the disease and demand
for the vaccine 54% (7/13); the decline of
refusal rates (3); the number of years the
campaign has been going on for (1).

Quotes
“… coverage increased, visibility increased data shows the progress. But there were
also other intangible benefits - women’s
empowerment! A lot of women are CMs and
they had never stepped out of the household
(largely in Puntland, less so in Somaliland
where there are many male CMs).” (male,
Nairobi)

Quotes
“You can tell by the refusal rates dropping.
You can also tell by the community's
response to the vaccination campaigns.
People are welcoming the campaign. This
wasn't the case years back.” (male, zonal
level actor, Garowe)

of SM Net’s success: greater community
awareness of the disease and increased
demand for the vaccine 21% (5/24);
increase in the overall programme budget
(3); the decline of refusal rates (2); number
of years the programme has been going on
for (1); the high coverage of urban areas (1).
Quotes
“If you visit health centres you can see
community members are taking polio
vaccines and other medicine because of the
effort made by the CMs and vaccinators.”
(male, district level actor, Berbera)

of SM Net’s success: the increased demand
for the polio vaccine amongst communities
(7); the majority of the community members
now know what polio (the disease) is (3);
there have been reduced refusals (2); polio
cases have reduced (1); community worked
together with the UN to eradicate the
disease in these communities (1); support
given by midwives to the families - they are
telling families to give their children the
vaccination (1); change in attitudes towards
the polio vaccine (4); there was an increase
in funds (2).
Quotes
“The most visible sign of success is the
understanding of the community of the
effects of polio disease and the increase in
the demand for the vaccine.” (male, district
level actor, Jowhar)

Theme: Perceptions on challenges in increasing profile and prioritisation of polio vaccination
Were there areas or
specific groups where
the polio profile and
prioritisation increased
more slowly or not at
all? (1=yes and 0=no)
and details. (x1104 x1104c)

43% (30/69) said yes, there were specific
groups where the polio profile and
prioritisation increased more slowly or not at
all. One respondent in Nairobi was unable to
respond.
Specific areas or groups included the South
Central Zone (respondent in Nairobi); rural
areas; zones controlled by Al-Shabab;
nomadic groups.
The reasons given included that the days of
mobilization were insufficient to cover these
areas. They were also in areas which were
insecure and lacked governance (South
Central) and tended not to have access to
other sources of information on polio
including the media, health centres or
MCHs. As such there was very little
awareness and as such limited prioritization
of polio immunization in communities.

38% (5/13) said yes. The areas/groups
included: rural areas (2); religious groups
(1); HtR areas (1); nomadic groups (1).

50% (12/24) said yes. The areas/groups
included: rural areas (3); nomadic groups (1)
(male, zonal level actor, Hargeisa).

Reasons provided: three days of
mobilization are not enough to cover such a
large geographical dispersion (1); rural
areas get less mobilization and are less
accessible (4); lack of understanding (1).

Specific areas that were mentioned:
Warabeye and Ali Sahid; Wajaale,
Allaybadey, and some other sub villages:
JaamolaayeFiland; Dalo, Sheikh, DaboDabo Area; Lascidle coastal area; Dalai,
Kulmiyow.

Quotes
“The reality is that the three days for
awareness is a very short of time, while the
geographical areas are very large, also the
nomadic groups need to have more time to
understand the SM Net aim.” (male, district
level actor, North Galkayo)

Reasons provided: rural areas and nomadic
groups are HtR (7); there is a lack of
infrastructure including health centres and
MCH in those areas (2); lack of
transportation to reach those areas (1); lack
of understanding (1).

39% (12/31) said yes.
The areas/groups included: rural areas (6);
Al-Shabab controlled areas (4); nomadic
groups (2).
Specific areas included: Mubarak; Anoole.
The most common reason was that these
communities are almost impossible to reach
because of security issues (10). SM Net also
lacks the budget to be able to provide
enough transportation and CMs to reach
remote areas (3). These communities also
tend to: be less educated (3), and they do
not have access to mass media, such as
radios or television that would give them
access to information on polio (1).
Quotes
"I think the reason why the polio profile and
prioritization increased more slowly in the
rural areas is lack of education and the
security problem." (female, district level
actor, Baidoa)
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How do you think the
polio profile and
prioritisation in these
areas/groups could be
improved in the future?
(text)
(x1105)

In South Central and Nairobi respondents
felt that the situation could not be improved
in these areas until the security issues had
been addressed.
Other responses included: increasing staff
training; increasing the length of campaigns
and the budget for work in rural areas;
involving community actors in the campaign
such as doctors, religious leaders and
elders.

Suggested strategies included: continued
mobilization (3), building capacity of staff (1);
involving elders and religious leaders from
these areas (1); adopting appropriate
strategies, such as using traditional doctors
as vaccinators (3); not applicable (6).
Quotes
“Reaching these people constantly. I believe
this will ensure that they make taking the
vaccine a priority.” (male, regional level
actor, Bosaso)

Suggested strategies include: increasing
staff training (5); increasing the number of
staff (5); increasing the number of
campaigns (7); working with elders/religious
leaders (3); increasing the length of
campaigns especially in rural areas (2);
increasing the budget (4); establish a health
center (1); better planning (i.e. for the rainy
season) (3); not applicable or did not know
(8).

“They [nomadic groups] need to be reached
through a means that they are familiar with,
maybe using traditional doctors as
vaccinators.” (male, zonal level actor,
Garowe)

Most respondents felt that the situation could
not be improved in these areas until the
security issues had been addressed (8).
Other responses included: increasing the
number of mobilizers and logistical funds for
the project (10); hiring mobile teams to
follow nomadic groups (1); hiring local
community members as CMs from these
remote/mobile communities (1); using radio
(1); increase communication (1); increase
the number and length of awareness
campaigns (6); increase training (2);
community participation (1); use of visual
aids (1); not applicable or did not know (5).
Quotes
"More awareness could be done for those
rural people to give more knowledge about
the polio profile but the security concern is
out of our hands but let us see how things
change." (female, district level actor, Baidoa)

Research question: 13. To what extent has the network been able to build trust, acceptance, and ownership amongst community members in frontline workers?
Theme: Trust and acceptance in the CMs and vaccinators
Overall, on a scale of 1
to 5, where 1 is the
lowest and 5 is the
highest, how would you
rate the trust and
acceptability of
community members in
SM Net CMs and
vaccinators? (1=very
poor, 2=poor,
3=average, 4=good,
5=very good) (y601)

93% (52/56) rated the trust and acceptability
of community members in SM Net CMs and
vaccinators as either good or very good.

Were there
geographical areas or
specific population
groups where there
was greater trust and
acceptability in SM Net
CMs and vaccinators?

68% (40/56) said yes, there were certain
areas with greater trust and acceptability of
CMs and vaccinators.

100% (12/12) said trust and acceptability of
community members was either good or
very good.

88% (14/16) said trust and acceptability of
community members was either good or
very good.

93% (26/28) said trust and acceptability of
community members in SM Net CMs and
vaccinators was either good or very good.

13% (2/16) said average (male, DFA,
Hargeisa; female, vaccinator, Hargeisa).

2 said it was average. They were
vaccinators, one a male and one a female
from Baidoa and Kismayo, respectively.

58% (7/12) said yes there were certain
areas with greater trust and acceptability.

81% (13/16) said yes, there were certain
areas with greater trust and acceptability.

71% (20/28) said yes.

42% (5/12) said no (male, DFA, North
Galkayo; 2 females, DFAs, Bosaso; male,
vaccinator, Bosaso; female, vaccinator,
Bosaso).

19% (3/16) said no (male, DFA, Hargeisa;
female, vaccinator, Hargeisa; female,
vaccinator, Borama).

4 said it was average (Somaliland and South
Central).

These were predominantly in urban areas,
communities where CMs lived and people in
the IDP camps and host communities

These were in urban areas, easily
accessible areas and amongst refugees
returning from Kenya. Specific areas
included Dollow, Kismayo, Banadir,
Afmadow, Dyoobleey, Kulmiyow,
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(1=yes and 0=no)
If yes, which and why?
(y602 - y602c)

(Puntland).
Reasons given included that these were the
communities that CMs were from. This
meant that they understood the
communities’ culture and religion and they
were often known previously by community
members or had been in the community so
long that families now knew who they were,
which increased trust.

The Galkayo district. Neighbourhoods of
Garowe.
People in the IDP camps and host
communities.
Communities where the CMs came from.

If yes, which and why?
(y603 - y603c)

Those in the urban areas are better
educated and have greater access to health
facilities. There are higher awareness levels
in these urban areas because they get
greater access to campaigns.

The big districts.
Communities in these areas had greater
experience of the effectiveness of the
vaccine; health workers have been active in
these communities for a long time;
communities know the CMs personally and
therefore were more likely to trust and
respect them.

Were there
geographical areas or
specific population
groups where there
was less trust and
acceptability in SM Net
CMs and vaccinators?
(1=yes, 0=no)

Urban areas; anywhere within Berbera;
Borama; Actoobar; Boro; Ali Sahid; Daanole;
Barwaaqo; Jamalaye.

Community lived with CMs and know who
the vaccinators are and therefore trusted
them.
Quotes
“Because the community knows the
vaccinators. Also, the mobilisers are part of
the community.” (female, vaccinator,
Borama)

Raaskanbooni, Bur gaabo.
Trust was much higher in these areas
because these CMs and vaccinators were
often from these areas and able to
understand the communities’ culture, religion
and beliefs, making it easier to persuade
families to take the vaccination. Also,
communities trusted people that they knew
were from their local communities. Many
CMs and vaccinators had been active in
communities for a long time and so
community members had built relationships
and trust with these vaccinators and CMs.
Further, people living in urban areas have
more knowledge about the polio vaccination.
Quotes
“The staff have been working on this
programme so long that the community has
even learnt their names and that is why they
trust vaccinators and mobilizers.” (female,
DFA, Afgoye)

46% (26/56) said there were geographical
areas or specific population groups who had
less trust in CMs and vaccinators.

75% (9/12) said there were no geographical
areas or specific population groups who had
less trust in CMs and vaccinators.

56% (9/16) said there were no geographical
areas or specific population groups who had
less trust in CMs and vaccinators.

29% (8/28) said there were geographical
areas or specific population groups who had
less trust in CMs and vaccinators.

These groups were nomadic people, areas
where CMs do not live and populations in
remote or inaccessible areas.

25% (3/12) said there were (male, DFA,
North Galkayo; female, vaccinator, Garowe;
male, vaccinator, Bosaso).

44% (7/16) said yes (female, DFA, Burao;
female, vaccinator, Burao; female, DFA,
Borama; female, DFA, Berbera; male, DFA,
Berbera; 2 females, vaccinators, Berbera).

These population groups were found in
remote, rural or inaccessible areas. They
tended to be pastoralist groups or internally
displaced people.

This was because CMs and vaccinators do
not often come from these areas. As such
CMs and vaccinators travel to these
communities. They do not get to spend
much time with the community members due
to budget constraints and as such were
unable to build strong relationships with
communities. As CMs were not from these
communities and did not have much time to
build a connection with them, the trust and
acceptance was much lower.

Of those that said yes, the responses
included: nomadic people and areas where
CMs do not come from.

Of those who said yes, responses included:
rural areas; mountainous areas; insecure
regions. Specific regions named included
QuriLugud Area, Duxunka and Bulahar.

Specifically mentioned areas included
Baidoa.

These groups often do not have a lot of
knowledge about the campaigns and often
do not know the people who are carrying out
the campaigns (i.e. CMs are not from their
communities). Therefore, there tends to be
lower levels of trust.

Community members from these areas do
not have time to get to know mobilization
team members. If they are pastoralist, they
are often moving and so it can be hard to
build that relationship. If they are in remote
areas, then it is harder for teams to reach
these groups so there are fewer campaigns.
In these groups there tended to be lower
levels of awareness on polio and community

Community members from these areas do
not have exposure to the polio awareness
campaigns and do not get much time with
the vaccinators and CMs and thus have less
education on polio. Also CMs and
vaccinators may not be from their local
community. Security concerns were also
mentioned.
Quotes
“Our staff do not come from those places so
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mistrust of what is in the vaccination (fears
of lower reproduction). These groups also
have a lower educational background.

the people don’t know them. If they don’t
know them it is hard for them to trust.” (male,
DFA, Dollow)

Responses included: train the CM team (1);
increase the number of mobilizers (1);
increase the campaigns in HtR areas (7);
allow for more time in the community (2);
ensure a strong relationship between the
community and the CMs (2); increase the
budget (4).

71% (20/28) respondents said they did not
have a response.

Quotes
“Give enough time to both the community
and the working teams... Send the same
team who went in that area last time...
Expand the operations there and increase
the number of working days.” (female, DFA,
Burao)

Quotes
"Giving awareness to some of them then
they can give awareness to the rest of their
community … then in that way their trust and
acceptability towards polio can be
increased.” (male, DFA, Baidoa)

Theme: Possible solutions to issues of mistrust
How do you think these
low levels of trust and
acceptability could be
overcome in the
future? (y604)

In addition to the
above, are there any
specific differences in
trust or acceptability
(positive or negative)
towards SM Net CMs
and coordinators
among hard to reach
groups such as
nomads, compared to
more accessible
areas? (1=yes and
0=no)

Suggestions included: increasing campaigns
in HtR areas; recruiting CMs from local
areas; choosing CMs that community
members respect; give enough time for both
the community and working teams, including
increasing the budgets for transport to these
remote areas; engage with religious and
community elders; increase the number of
mobilizers.

Responses included: train the CM team (2);
increase the number of campaigns in HtR
areas (4); recruit CMs from local areas (1);
engage with religious and community
leaders (2); allow for more time in the
communities (1).

45% (25/56) said yes.

50% (6/12) said yes.

63% (10/16) said yes.

32% (9/28) said yes.

The responses were similar to previous
question in that urban communities are more
familiar with the CMs and vaccinators than
rural groups because they generally live in
urban areas and have more opportunities to
build relationships with communities.

50% (6/12) said no (2 males, DFAs, North
Galkayo; female, vaccinator, North Galkayo;
female, vaccinator, Garowe; male, DFA,
Garowe; female, vaccinator, Bosaso).

38% (6/16) said no (male, DFA, Hargeisa; 2
females, vaccinators, Hargeisa; male, DFA,
Borama; 2 females, vaccinators, Borama).

Urban communities are familiar with CMs
and vaccinators (1); those living in HtR
receive less awareness and so there is less
trust (1); inaccessible areas are often
insecure and receive less awareness (2);
security problems make some groups
difficult to reach (1).

Quotes
“To continue the campaigns and ensure that
they consult with their leaders whether they
are religious elders or traditional elders.”
(male, vaccinator, Bosaso)

One respondent said nomadic groups are
more receptive than urban groups; another
said nomadic groups are less trusting
(female, DFA, Bosaso).

If yes, what are the
specific differences?
(text) (y605 - y605b)

What are the specific
challenges in
increasing trust and
acceptability towards
SM Net CMs and

In South Central, the main issue was
insecurity in the region.
The other most common responses
included: a lack of awareness on polio the

Community leaders have less knowledge
about the programme (1); communities are
often on the move making it hard to track
and find them (1); finding people community
members can trust to raise awareness of

The answers were similar to the question
above. It is hard to build relationships with
rural groups.

To improve security in those areas (2);
increase the number of campaigns in HtR
areas (7); increase the number of mobilizers
(2); recruit CMs from local areas (1).

Quotes
“Yes, there is a difference between urban
places and rural mainly because in the
urban it is easy to reach or to find the people
but in the rural areas, it is difficult and
sometimes they move from the place you
knew before. Even if people in the urban
places move, it is very easy to find them.”
(female, DFA, Burao)

Quotes
"Because the accessible areas or urban
populations believe the CMs and the
vaccinators because they know our clan and
our fathers and our mothers ..." (male, DFA,
Baidoa).

Lack of awareness amongst community
members (2); lack of transportation for CMs
making it HtR remote groups (6);
communities are often on the move making
it hard to track and find them (2); finding

39% (11/28) said the main issue was
insecurity.
Other responses included: lack of
awareness on polio in communities (2); lack
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vaccinators of these
hard to reach groups?
(y606)

What could be done to
overcome these
challenges? (text)
(y607)

disease and the vaccination amongst
community members; lack of transportation
for CMs to visit remote groups; that these
communities are generally less educated;
that there is a lack of budget to reach these
communities; finding CMs that the
community can trust and relate to.

In South Central it was felt that the only way
to address this issue was to address issues
of insecurity first.
Other responses across the three zones
included: training CMs from these HtR
groups (Puntland); training CMs on how to
overcome negative attitudes (Somaliland)
and increasing the number of CMs
(Somaliland and South Central).

polio and accept the vaccines (6); the
communities are less frequently visited (2);
NA (5).

people the community can trust and relate to
(1); lack of budget (3); the communities are
less frequently visited (3); lack of staff (5);
not enough tools (1); NA (6).

Quotes
“There is no specific challenge, it’s mostly
personal issues that hinder the trust. When
you used to vaccinate the children of a
mother, and the next day someone else in
your team is sent to her house, she will
refuse – simply because she does not know
you.” (male, DFA, North Galkayo)

of education (1); communities are less
frequently visited by CMs and vaccinators
(2); there are not enough staff (1); not
enough budget (2); insufficient tools to
complete the work (1); NA (12); finding
people the community could trust (2); lack of
transport (1); drought being the primary
concern of the people (2).
Quotes
"The accessible areas have more positive
trust and acceptability towards SM Net CMs
and vaccinators because we always visit
them. The inaccessible areas or the nomads
have less trust and acceptability towards SM
Net CMs and vaccinators because we don't
visit them so how can they trust us." (female,
vaccinator, Baidoa)

Communities will work with someone they
know.

Recruit more local staff. Build more health
centres.

The most common response was to address
insecurity in the region, 39% (11/28).

Train community leaders and work with
elders to gain greater trust and acceptance.

More CM teams and transportation.

Other responses included: increasing the
number of CMs (3); building more schools
(1); improving transport (1); increasing the
number of awareness campaigns (3);
increasing the knowledge of the community
(1); increase the budget (2).

Quotes
“Make sure that the mobilizers that are being
tasked to raise awareness in these areas
are from the area or at least incorporate
some people from that community in the
project to act as guides or facilitators in their
respective area.” (female, DFA, Bosaso)

More training of CMs on how to overcome
negative attitudes.

39% (11/28) said NA and 14% (4/28) said
nothing could be done because the
circumstances were external.

Theme: Perceptions on community involvement in the SM Net programme
Overall, on a scale of 1
to 5, where 1 is the
lowest and 5 is the
highest, how would you
rate the level of
community
involvement in the SM
Net programme?
(1=very poor, 2=poor,
3=average, 4=good,
5=very good) (y608)

91% (51/56) said community involvement in
the campaign was either good or very good.

92% (11/12) said community involvement
was good or very good.

94% (15/16) said community involvement
was good or very good.

89% (25/28) said that community
involvement was good or very good.

3 said it was average.

8% (1/12) rated it as average (male, DFA,
North Galkayo).

11% (1/16) said poor (male, DFA, Berbera).

2 said it was average. 1 said it was poor
(female, DFA, Mogadishu; male, vaccinator,
Jowhar; male, DFA, Jowhar).

2 said it was poor (South Central and
Somaliland).
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Were there
geographical areas or
specific population
groups (i.e. hard to
reach groups such as
nomads) where the
level of community
involvement increased
significantly more than
others? (1=yes and
0=no)
If yes, which and why?
(y609 - y609c)

50% (28/56) said yes there were certain
communities where the involvement was
higher.

67% (8/12) said yes there were certain
communities were the involvement was
higher.

63% (10/16) said yes there were certain
communities where the involvement was
higher.

These included urban cities, rural areas
close to urban areas, and finally areas that
are secure (South Central).

Urban cities. Bosaso; Burri; Ba’aad, Qow.

37% (6/16) said no (2 males, DFAs,
Hargeisa; 2 females, vaccinators, Hargeisa;
male, DFA, Borama; female, vaccinator,
Borama).

There were not many clear explanations of
why respondents felt community
involvement was greater in these areas but
generally across all three zones the main
response was that CMs were generally from
these communities. The programme team
had better access to these areas allowing
more time to build relationships and better
ownership of the programme in these areas.

CMs came from these communities and
communities have been involved in the
programme.
CMs and vaccinators were able to reach
people.
33% (4/12) said no (male, DFA, North
Galkayo; female, vaccinator, North Galkayo;
female, vaccinator, Garowe; female, DFA,
Garowe).
Quotes
“The community would help us and would
campaign to their neighbours often changing
the perceptions that the neighbours had
about the vaccine. So they were very much
involved after years of campaigning and
understanding the benefits, they were the
hidden advocates of the vaccination.”
(female, vaccinator, Garowe)

Were there
geographical areas or
specific population
groups (i.e. hard to
reach groups) where
the level of community
involvement increased
more slowly or not at
all? (1=yes, 0=no)
If yes, which
geographical areas or
specific groups?

36% (20/56) said yes.
These included nomadic and religious
groups, rural and remote areas.
Reasons for this where that CMs and
vaccinators could not reach these
communities enough to fully raise
awareness and trust of the campaign and as
such have also not been able to build
sufficient community involvement. Some
communities are not interested in becoming
involved because they believe the campaign

25% (3/12) said yes (male, DFA, Garowe;
female, DFA, Bosaso; female, vaccinator,
Bosaso).
Some nomadic and religious groups. Also
some inaccessible areas.
75% (9/12) said no.
Respondents mentioned that the religious
beliefs of some of the groups were against
the campaign. Nomads have often not been
exposed to or informed of the campaigns

Cities or parts of rural areas close to cities or
larger villages. Specific locations include:
Togdheer; villages close to new
ErgavoRoad; villages located along long
roads; Qoryalay; Borama; Lalays; Sheikh,
Abdal, Bulo-xaar; Berber City.
Communities are easier to reach by road
and so generally have more access to
information and awareness campaigns.
They are often communities with members
who are better educated and the community
members participate in the mobilization
process. Some members are apart of the
health qualified community themselves.

36% (10/28) said yes.
These population groups live in urban or
accessible areas and cities and may be
IDPs. Specific areas were Baidoa, Kismayo,
Afmadow, Dyoobleey, Kulmiyow,
Raaskanbooni, Buurgaabo.
There were not many clear explanations for
why these communities were more involved
in the campaign but the main reasons given
were that these areas were secure and so
the polio awareness campaign could reach
them and that the CMs spent time to ensure
that the community members were actively
involved in the programme and that it was a
positive program. It was also mentioned that
some of the staff come from these sites and
serve as the base for the teams.

Quotes
“Because they are very close to the cities
and they can come and go back to their
homes within a short time. SM Net staff have
always reached them and they have a good
connection; sometimes they may meet
somewhere in the cities.” (female, DFA,
Burao)
50% (8/16) said yes.

32% (9/28) said yes.

Rural areas, mountainous areas, HtR groups
- far away from urban areas.

These population groups were found in
remote, inaccessible or insecure areas.
They tended to be pastoralist groups or
IDPs.

In HtR groups,
CMs have less time with these communities
to convince them to take the polio vaccine.
Since the distance is great, it takes time,
money and good transportation to get there
which means they usually receive less
training. Without the time, it is hard to get
good communication or establish a

The main reason given was that insecurity
means that CMs and vaccinators cannot
reach these groups in order to engage them
in the campaign. The distance and
movement of the population were also
mentioned as being challenges.
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is against their religious beliefs.
And why?
(y610 - y610c)

How do you think the
level of community
involvement in the SM
Net programme can be
improved for these
specific groups or
geographical areas in
the future? (text)
(y611)

enough to be involved.
Quotes
“Some religious groups believe that the
campaign is against their religious beliefs
and the nomadic people haven’t been
exposed to the campaigns enough times.”
(male, DFA, Garowe)

Suggestions varied from region to region
and included: better coordination with
religious leaders (Puntland); recruit
community members to be a part of the
programme (Puntland, Somaliland, South
Central); prepare logistics and transportation
to reach these groups and follow migrating
groups throughout the year (Somaliland).
Additionally, in South Central respondents
felt that many of these issues could not be
addressed until governance and security
improved in the region.

connection with communities. Even in the
cases where a health team is sent they
sometimes do not make it to these areas.

For the religious groups, there needs to be
more coordination with religious leaders.

Participate in the community and recruit
community members into the programme.

For the nomadic people there needs to be a
team comprised of nomads and mobilizers
that carry out the campaign for SM Net.

Build health centres in HtR areas, recruit
staff and then do mobilization from these
health centres.

Quotes
“The well-known local people can be hired to
do mobilization activities.” (female,
vaccinator, North Galkayo)

Give more awareness and training.

“For the religious groups, there needs to be
more coordination with religious leaders. For
the nomadic people there needs to be a
team comprised of nomads and mobilizers
that carry out the campaigns.” (male, DFA,
Garowe)

Prepare logistics and transportation to reach
these groups. Follow migrating groups
throughout the year.
Increase the budget for mobilization.

The key suggestions were similar to
previous answers and included addressing
the issues of insecurity in the region. Only by
doing this will the CMs and vaccinators be
able to proactively engage with community
members in inaccessible areas. For nomadic
groups or remote groups they suggested
training community members from these
areas and sending them back to deliver the
awareness raising campaign.
Quotes
“If these areas can be accessible, the
community's involvement can be restored
through continuous awareness campaigns.”
(male, DFA, Kismayo)

Research question: 15. Are the frontline workers satisfied with the campaign and resources available to them?
Theme: Satisfaction (positive and negative) with campaign; and support, tools and other resources available to frontline workers
Overall, on a scale of 1
to 5, where 1 is the
lowest and 5 is the
highest, how would you
rate your sense of
satisfaction with the
management of the SM
Net programme?
(1=very poor, 2=poor,
3=average, 4=good,
5=very good) (text)
(y701)

86% (48/56) rated their sense of satisfaction
with the management of SM Net as either
good or very good.
13% (7/56) rated it as average (6 from South
Central).

92% (11/12) said the management of SM
Net was good or very good.

94% (15/16) said the management of SM
Net was good or very good.

1 said it was average (female, vaccinator,
Bosaso).

1 said it was very poor (male, vaccinator,
Burao).

79% (22/28) said it was good or very good.
21% (6/28) said it was average.

1 rated it as very poor (Somaliland).
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What aspects of the
management of the SM
Net programme are
you most satisfied
with?
And why? (text)
(y702 - y702b)

These questions were not well answered
across any region. Most responses did not
relate directly to the programme
management of SM Net. Those that did
cited: management support with issues in
the field; coordination by the management;
good coordination and teamwork between
management, field staff and supervisors;
respect from management; clear
communication from management.
The reasons given for satisfaction included
that the management approach helped staff
to become more effective. Management was
proactively involved in the programmers.
Respondents in South Central felt that there
were sufficient regulations and procedures in
place, and guidance for field staff. They felt
there were strong HR procedures in place
which ensured the right people got recruited
to the team. They also felt there was good
partnerships with stakeholders.

This question was not well answered.
25% (3/12) said mobilisation and vaccination
rounds.
Other responses included: district
management (1) (male, DFA, North
Galkayo); equipment provided (1) (female,
vaccinator, North Galkayo); medicine
provided (1) (female, vaccinator, North
Galkayo); house to house visits (1);
everything (2); structure and cooperation (1);
coordination (1); good intentions (1);
preparation and monitoring of campaigns (1)
(male, vaccinator, Bosaso).
Reasons given included management
approach and help to staff made them more
effective; management was also quite
involved in the programme; one vaccinator
felt mobilizers were key as he had much
easier work after mobilizers had been to the
communities; medicines always available;
campaign had the best results; they have
needed equipment; the mobilization and
vaccination rounds were working.

This question was not well answered - most
respondents (7/16) listed the key
management positions - RPO, DPO,
DSMCs, RMSCs, DFAs as well as the CMs
and vaccinators. They also mentioned the
SM Net awareness work.

This question was not well answered. Out of
the 22 that answered the question on
management, 8 (36%) said that they were
pleased with the RPOs, DPOs and
programme management, but did not
explain why.

25% (4/16) respondents answered that
management of the projects was good.

Other responses included: style of work (1);
respect from management (2); clear
communication from management (3);
coordination and supervision by
management (2); HR policy (1);
collaboration (2); receiving adequate training
(2); meeting the time frame (1); cooperation
in the awareness and mobilization
campaigns (2); receiving the budget on time
(1).

They mentioned SM Net as it had improved
awareness and made the immunization
campaigns easier. They mentioned that CMs
and vaccinators were able to gain the
communities trust.
Reasons given for selecting different
management positions was that they worked
well together and delivered good
management. They also included input of
effort and motivation and that coordination
makes the work easier.
One respondent was not satisfied at all
(male, vaccinator, Burao).

Reasons for satisfaction included:
the regulations and procedures in place for
doing the work and guidance for field staff;
the respondents felt they got the support
they needed from management; they felt
that strong HR processes meant that the
right people were recruited for the
programme teams; good partnerships with
stakeholders and respect from management
ensured that the work delivered was
effective; the work plan was decentralized;
good communication from top management,
support was received in a timely manner.
Quotes
“If the HR of the organization is good
everything goes the right direction because
they recruit and select the right people."
(female, DFA, Baidoa)

What aspects of the
management of the SM
Net programme are
you least satisfied
with?
And why?
(y703 - y703b)

Again this question was not well answered.
Most responses were not related to
programme management. Most of the
responses were related to: salaries and per
diems of staff; insufficient trainings, lack of
access to transportation; other tools and
resources. As such, refer to question y706.

Again this question was not well answered.
42% (5/12) said there was nothing they were
least satisfied with (male, DFA, Garowe;
male, DFA, North Galkayo; female, DFA,
Garowe; female, DFA, Bosaso; female,
vaccinator, Garowe).
Other responses included: per diem and

38% (6/16) said there was nothing they were
least satisfied with (female, DFA, Burao;
male, DFA, Hargeisa; female, vaccinator,
Hargeisa; male, DFA, Borama; female,
vaccinator, Borama; female, vaccinator,
Berbera).

Again this question was not well understood.

38% (6/16) said the lack of
vehicles/transportation.

Other responses included: not enough staff
to cover regions (3); need for more tools (1);

32% (9/28) respondents said there was
nothing they were least satisfied with.
32% (9/28) said per diem or incentives.
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incentives (6); trainings for staff were
insufficient (2); large area of work to cover
(1); too few working days (1); hard to do
both morning and afternoon shifts (1).
Salary was felt to be insufficient for hours
put in. Cities are growing but respondents
noted that the size of teams were not so it
was getting more difficult to cover those
cities. It was felt that not enough time was
spent in each community and trainings were
said not to be held often enough.

Other responses included: per diem is
inadequate (2); administration of programme
needed to be improved (1); budget must be
increased (4); television/sms/radio methods
not appropriate (1); communication should
be increased (1).
Lack of transportation meant that staff could
not reach programme areas, particularly HtR
groups. Lack of funding also prevented staff
from reaching heard to access groups.
TV/media/SMS was often not used by
communities. The remuneration was not
considered enough, particularly for the
mobilizers, given the effort that was put in.

lack of other medicines being administered
(1); lack of vehicles (2).

Many of the concerns raised related to
satisfaction with resources, support and
tools provided, particularly the low salaries
and incentives provided. Respondents felt
that they were not being fairly compensated
for their time and work. They also mentioned
that due to short staffing the current staff
could not cover the current needs and got
easily tired. Finally, a lack of vehicles was
reported as inhibiting their progress.

Quotes
“We don’t have transportation to reach all
areas. We have 10 teams of two people who
all work in a different area so we cannot
share transportation.” (male, DFA, Hargeisa)
Overall, on a scale of 1
to 5, where 1 is the
lowest and 5 is the
highest, how would you
rate your sense of
satisfaction with the
support, tools and
other resources
available to you as part
of the SM Net
programme? (1=very
poor, 2=poor,
3=average, 4=good,
5=very good)(text)
(y705)

73% (41/56) rated their sense of satisfaction
with the support, tools and other resources
available to them as part of the SM Net
programme as good or very good.

What are the aspects
of the resourcing are
you most satisfied
with?

In Puntland and South Central the most
common response was all resources and the
tools.

And why? (text)
(y706 - y706b)

83% (10/12) said the resourcing of SM Net
was either good or very good.

88% (14/16) said the resourcing of SM Net
was either good or very good.

61% (17/28) said the resourcing of SM Net
was either good or very good.

2 said it was average (female, vaccinator,
North Galkayo; female, DFA, Garowe).

1 respondent said it was average and 1 said
it was very poor (male, vaccinator, Burao;
male, DFA, Berbera).

29% (8/28) said it was average.

58% (7/16) said the tools used for
vaccination.

39% (11/28) said they were most satisfied
with all resources.

31% (5/16) said the uniforms.

14% (4/28) respondents said they were
happy with all the tools provided.

20% (11/56) said it was average (8 from
South Central).

3 said it was poor (male, DFA, Baidoa; male,
vaccinator, Kismayo; female, vaccinator,
Mogadishu).

4 said it was poor (South Central and
Somaliland).

The most common responses for specific
resources included: the vaccination tools;
the staff uniforms; the vehicles; the fridge;
the medicine itself.

This question was not answered well.
25% (3/12) said they were most satisfied
with all the resources.
33% (4/12) said they were most satisfied
with the tools provided to them.

Other responses included: microphones (2);
staff that work with me [respondent] (3);
refrigerators (4); salary (1) (male, DFA,

Others said: vehicles (3); training (2);
medicine (4); visual aids provided as part of
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The main reasons for satisfaction with these
items was because it made the job easier to
do when they had access to these
resources. For example in South Central
visual aids were appreciated as these
helped CMs to communicate more
effectively with families who were illiterate
and more easily convince communities to
vaccinate their children. Reasons also
included that the resources were well
managed and well prepared, and that they
were always available.

Other responses included management
team (3); medicines (1) (female, vaccinator,
North Galkayo); mobilization (1) (female,
vaccinator, North Galkayo); communication
and coordination (1); vehicles (1); the work
(2).
Again, this was not answered well. The
vaccination team felt that medicine and
equipment was always available to them.
They felt that resources were sufficient for
their needs. Respondents felt the
management was proactive.

Hargeisa); bags (2); the work (2); nothing
(2); pictures (1);
25% (4/16) said resources were well
prepared and managed (2 females,
vaccinators, Borama; female, vaccinator,
Hargeisa; male, DFA, Hargeisa).
Other explanations included: the resourcing
made the job easier (1) (female, vaccinator,
Hargeisa); microphones cover a large area
in a short period of time (1); the resources
function/work (1) (female, vaccinator,
Burao); because they had heard materials
were worse in other countries/locations (1)
(male, DFA, Hargeisa).

the campaign (2); quality of field work tools
(4); time (1); management (1); staff (2); work
(1) .
One DFA (male, Baidoa) and one vaccinator
(female, Mogadishu) said they were not
satisfied with any aspect of the resourcing.
Reasons for satisfaction with these aspects
included that: the resourcing made the job
easier as effective resourcing has ensured
that vaccinators and DFAs have been able
to do their job more easily.
Visual aids were appreciated as these
helped CMs to communicate more
effectively with families who were illiterate
and more easily convince communities to
vaccinate their children.
Quotes
“Whenever I want to visit the community,
medicine and transportations are available.”
(female, DFA, Dusamareb)

What aspects of the
resourcing are you
least satisfied with?
(text)
And why? (text) (y707 y707b)

The majority could not identify any
resourcing issues.
Specific responses included: lack of training;
poor salaries and incentives for staff; poor
quality of equipment (it might be available
but not necessarily good quality); a lack of
vehicles (they were satisfied when these
were made available).
Reasons provided were that financial
incentives were not equal to the time and
effort put in by CMs and vaccinators. A lack
of access to vehicles meant that the team
had to walk, often long distances to get to
communities. Poor quality equipment,
particularly malfunctioning fridges meant that
vaccinators often were not sure that the
vaccinations were even usable (particularly
after a full day in the sun working in remote
areas).

42% (5/12) could not think of any resourcing
issues they were not satisfied with (2
females, vaccinators, Garowe; male, DFA,
Garowe; female, DFA, Bosaso; male,
vaccinator, Bosaso).
42% (5/12) responded with poor
salaries/incentives (5).
Other responses included: lack of training
(4); transportation (1) (female, vaccinator,
Bosaso); time (1) (female, vaccinator,
Bosaso).
Reasons provided were that: extra training
will improve the service provided the
community; salaries are insufficient for time
put into the work; lack of vehicles mean that
the team had to walk, often long distances to
get to communities.

44% (7/16) could not think of any resourcing
issues they were not satisfied with (female,
DFA, Burao; 2 females, vaccinators,
Hargeisa; male, DFA, Borama; 2 females,
vaccinators, Borama; female, vaccinator,
Berbera).

43% (12/28) could not identify any aspects
of the resourcing they were least satisfied
with.

Reasons given were that: these resources
were not enough; salary is not equal to time
and effort put in; tally sheets are confusing
to use; transportation is not enough.

Other responses included: poor quality of
equipment for vaccination (4); staff
incentives and salaries are insufficient (5);
number of days provided for mobilization
and vaccination (2); budget constraints (1);
vehicles (3); not enough staff (3); supply
chain management (1); appropriate working
environment (1). Also community
expectations are high around the
programme, and they would like other
vaccinations to be distributed, not just polio
(2).

Quotes
“When we look at our current situation the
per diem and the small salary we receive is
not even equal to 20 percent of the tasks we
are doing.” (female, vaccinator, Burao)

Reasons given were: that the resources
were of low quality and insufficient, for
example cooling equipment for the drops
was old and did not cool the polio drops
sufficiently, meaning that they then became

Other responses included: tools (3);
transportation (6); salary and per diem (4);
tally sheets (1); number of staff members
and teams (1); fees (1).
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unusable; insufficient numbers of CMs and
vaccinators as well as limited mobilisation
days meant that they were unable to cover
the whole population in their assigned areas;
salary is not equal to the time and effort put
in, which affects motivation.
Quotes
“The time assigned for us and the working
days are very short, so the programme
needs more days to reach the entire
community.” (female, vaccinator,
Dusamareb)
"The equipment that we are using is very
poor … I am least satisfied with the vaccine
carrier which is too old." (male, DFA,
Baidoa)

Theme: Possible solutions to grievances
How do you think the
management of the SM
Net programme could
be improved to
address these
concerns? (text)
(y704)

This question was not well answered in all
three zones. Suggestions included: raising
per diems and incentives stronger
coordination of the programme; more staff
training; address resource constraints;
increase the number of working days;
improving transportation; increasing the
budget; ensuring payments are made on
time.

This question was not well answered.
Suggestions included: raising per diems for
mobilizers (4); increasing training delivered
to staff (3); increasing the size of teams (1);
increasing budget (1); N/A based on
previous question (4); no change needed
(2); reduce shifts to one (2). Again none of
these directly relate to management
structures of SM Net.

Suggestions included: stronger coordination
of the programme (1); ensuring the hire and
training of qualified employees (2); more
training for staff members (1); increased
budget (3); reducing any corruption and
ensuring on time payments are made (1);
increase in number of working days of the
mobilization team (1); provide transportation
for the teams (5); replace funding for
SMS/television/radio with house to house
visits (1); N/A from the previous question (7);
increase the number of staff (1); increasing
the per diem and incentives for staff (1).

This question was not answered well, and
any issues raised were the same as those in
question y708 below.
32% (9/28) suggested to Increase the per
diem and incentives for the staff.
Responses included: N/A from a previous
set of questions (6); hiring and training
qualified employees (4); ensuring no
corruption in payment system and that
payments are made on time (3); increase
the budget (1); increase the number of
working days (2); update tools (1); increase
the number of staff (1); no change (2);
improved relationship between management
and local authorities (1); increase staff
numbers based off of village size and hire
from villages (2); increase communication
between management team and field staff
(2); address other diseases (1); hold regular
meetings to discuss achievements and
challenges (1); update system (1); include
certificates of achievement (1).
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How do you think the
resourcing of the SM
Net programme could
be improved to
address these
concerns? (text)
(y708)

Suggestions included: increasing the
budget; combining the network with other
health services; incentives and salaries for
workers should be increased; provide
capacity building and trainings for staff;
provide enough transport; improve the
quality of the equipment and better manage
the supply chain for polio vaccines; increase
the number of working days.

Suggestions included: combining the
network with other health services (2);
incentives should be increased (3); provide
training and capacity building for staff (3);
provide enough transport (1); staff should
work less hours (1) .

Suggestions included: increasing budget (7);
increasing number of working days (1);
increasing number of tools available for use
(3); better maintenance of tools (3); making
tally sheets easier to use (1); provide more
transportation (3); increasing the number of
staff members (2); increasing the incentives
and salary of workers (2).

Responses included: no improvement
needed (2); construct and operate stores
with potential of a store keeper (2); improve
the supply chain management of the polio
drops (1); recruit more staff (2); add more
days to campaigns (2); increase wages and
incentives (6); provide more visual aids (1);
more vaccinations and health issues added
to campaign (2); provide an office where
staff can deliver feedback (1); provide more
cars for transportation (1); increase the
budget (5); increase the number of tools
available for use (3); better maintain tools
(1); providing training for staff (3).

Research question: 17. What aspects of the SM Net model ensure sustainability and could be applied to other vaccination and public health campaigns?
Theme: Perceptions on sustainability of different aspects of the SM Net model
Overall, on a scale of 1
to 5, where 1 is the
lowest and 5 is the
highest, how would you
rate the overall
sustainability (i.e. the
ability to be
maintained) of SM
Net? (1=very poor,
2=poor, 3= average,
4=good, 5=very good)
(x1201)

90% (63/70) rated the overall sustainability
of SM Net as good or very good.

Overall, on a scale of 1
to 5, where 1 is the
lowest and 5 is the
highest, how would you
rate the overall
sustainability (i.e. the
ability to be
maintained) of SM
Net? (1=very poor,
2=poor, 3= average,
4=good, 5=very good)
(y801)

80% (45/56) rated the overall sustainability
of SM Net as either good or very good.

100% (13/13) said it was either good or very
good.

100% (24/24) rated it as good or very good.

7% (5/70) rated it as average (All South
Central).

77% (24/31) rated SM Net as good or very
good in terms of overall sustainability.
16% (5/31) rated it as average.
2 rated its overall sustainability as poor
(male, regional level actor, Mogadishu;
male, district level actor, Kismayo).

2 rated it as poor (South Central).

100% (12/12) said good or very good.

88% (14/16) said good or very good.

68% (19/28) rated SM Net as good or very
good in terms of overall sustainability.

1 said average (female, DFA, Burao).
16% (9/56) rated it as average (8 from South
Central).
2 rated it as poor (Somaliland and South
Central).

29% (8/28) rated it as average.
1 said poor (male, vaccinator, Burao).
1 said it was poor (female, vaccinator,
Jowhar).
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What were the parts of
the SM Net model
which are most
financially sustainable
(i.e. able to be
maintained at same
cost)? (text) (x1202)

Respondents in Puntland and one
respondent in Nairobi said the DSMC and
RSMCs. One respondent in Nairobi said the
pre-campaign and post-campaign work.
Other popular responses were: the CMs (all
three zones); the house to house visits
(Somaliland and South Central); and the
microphones mounted on vehicles (South
Central and Somaliland).

This question was not well answered. Most
responded either everything or the payments
of CMs, DSMC, and zonal staff.

Why were they the
most financially
sustainable? (text)
(x1202b)

The most common response was that the
CMs and house to house visits were the
most financially sustainable because CMs
were low cost and delivered the most value
for money as an intervention.

This question was not answered well.
Respondents said the mobilization was most
financially sustainable because it was the
activity with most results. The low costs of
CMs and staff were seen as minimal in
terms of cost of inputs compared to the
outputs delivered.

Mounted microphones were seen as cost
effective because in addition to being cheap
to implement, they could also cover large
areas.

46% (11/24) said house to house mobilizers;
29% (7/24) said the polio campaign/social
mobilization in general; 21% (5/24) said
mounted microphones on vehicles.
Other responses included: better supervision
of SM Net (1) (female, district level actor,
Burao); use of radio (1) (male, district level
actor, Burao); payment of staff (3); Child
health day (CHDs) (1) female, zonal level
actor, Hargeisa); National immunization
days (NIDs) (1) (male, district level actor,
Borama); nothing sustainable (1) (male,
district level actor, Baidoa); community
participation (3); training (1); billboard (1);
uniforms (1).
Reasons for CMs: because they were often
from local communities and it was easier for
them to gain community trust.
CMs were less costly and more effective
than other social mobilization approaches.

33% (10/30) said the staff payment and
incentives.
Other responses included: house to house
visits (5); staff training (2); none (2); do not
know (4); polio drops (3); awareness
posters (1); mass media (1); operation costs
(3); microphones (4); all aspects (1);
partnering up for some activities (1); use of
vehicles (1); community meetings (1).

The respondents felt that the CMs were less
costly than the house to house visits. They
also felt that despite low pays the CMs were
more motivated when they received a
salary, improving efficiency. Mounted
microphones were seen as cost effective
because as well as being cheap to
implement they could also cover large
areas.
Quotes
"Because it was less cost with good effort …
the CMs visited the houses with less cost."
(female, district level actor, Baidoa)

What were the parts of
the SM Net model
which are the least
financially sustainable?
(text) (x1203)

The transport in South Central, due to
security issues; the cost of the CMs;
reaching special groups such as nomads
(respondent from Nairobi).
Responses from the zones included: low
and delayed staff payment; television and
radio campaigns; lack of access to visual
aids and high transport costs.

Why were they the
least financially
sustainable? (text)

The Nairobi respondent viewed the costs of
CMs as very high, even though they were
paid less. This was in contrast to the

62% (8/13) said none or do not know.

26% (6/23) said cars with microphones.

23% (7/30) said poor staff payment.

Other responses included: incentives for
mobilizers (3); meetings and training of staff
(2); monitoring of activities by DSMCs (1)
(male, zonal level actor, Garowe).

Other responses included: media (3);
television (6); radio (6); SMS (6); house to
house campaigns (5); monitoring and
observation (3); only engaging with MCH (1);
transportation (2); none (3) (male, district
level actor, Borama; male, regional level
actor, Borama; male, regional level actor,
Burao).

Other responses included: nothing (5); do
not know (7); CMs (2); transport costs (2);
issues with monitoring (2); financial
constraints on the project (2); no health
facilities (1); insufficient uniforms for CMs
(1); salary delays (1); drought (1); lack of
community elders/religious leader
involvement in programme (1); microphones
(1); insufficient tools (4).

Low salaries will hurt the morale of staff and
potentially harm the effectiveness of the
programme long term.

Expenditure on cars, radios, television are
not relevant in an oral
society (particularly SMS) and communities

Low and delayed payment of incentives
affected the motivation of CMs, reducing the
efficiency of their service delivery to local
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(x1203b)

respondents from the three zones who felt
that insufficient pay for the CMs meant that
they would lose morale and ultimately these
would affect the sustainability of the
programme due to lack of morale and high
staff turnover.
Other responses included that one time
awareness on television, microphones, and
radio are not cost effective compared to CM
house to house visits.
Quotes
“The CMs are 3,600 so even if they get less
money, the numbers are so large that it is
still expensive. The cost of CMs is $36,000 a
day - that would cover DSMCs and RSMCs
for about a month!” (male, Nairobi).

What were the parts of
the SM Net model
which are most
operationally
sustainable (i.e.
structures that would
enable continuity)?
(text) (x1205)

Nairobi respondents said RSMC and
DSMCs, as well as community and
government involvement in the programme.
In the zones, the most common responses
included: coordination of the programme at
zonal, regional and district level; regular
meetings; ensuring community participation;
preparation and encouragement of the CMs.

The budget for meeting and training of staff
is currently too low, making it unsustainable.
DSMCs should monitor all the activities of
SM Net; however, the transportation costs
that are attached to it are very high
especially in very remote areas.
Quotes
“It would be ideal to have DSMCs monitor all
the activities of SM Net; however, the
transportation that are attached to it are very
high especially in very remote areas.” (male,
zonal level actor, Garowe)

62% (8/13) felt the overall structure was well
thought out.
Other responses included: coordination of
the programme at zonal, regional and district
level (3); the CMs (3).

often do not have access (especially to
television and radio in rural areas).
One time awareness: television,
microphones, and radio are not cost
effective compared to CM house to house
visits.

communities. Lack of access to
transportation, tools, and visual aids made it
difficult for both vaccinators and CMs to
deliver their work effectively. Lack of
involvement of community or religious
elders hampered the implementation of the
programmes in rural communities, reducing
financial sustainability.

Current payment of CMs is too low and not
sustainable.
Microphones often break down.

Differentiation between financial and
operational sustainability not that clear.
However, 63% (15/24) said house to house
visits.
Other responses included: regular meetings
(3); ensuring community
participation and religious leader
participation (2); transportation (2);
microphone installed on
vehicle (3); permanent staff (1); training (2);
nothing (1); do not know (1).

Differentiation between financial and
operational sustainability was not that clear
for respondents. 23% (7/31) said house to
house visits. Other responses were:
preparation and encouragement of CMs (3);
coordination between the national, regional,
and district levels (3); monitoring (1); mass
media (2); polio drops (3); mobilization in
general (6); all aspects (1); microphones (2);
community meetings (1); staff salary (3);
integration of SM Net with other government
health activities (1).
Quotes
"Preparation and encouragement of the
mobilization teams. The District Field
Assistants support was very good and they
were the ones who facilitated the activities
of the vaccinators. All these things
eliminated the high refusal rate of the
community of the polio vaccinations and
helped people understand." (female, district
level actor, Baidoa)

What were the parts of
the SM Net model
which are most
operationally

The most common responses were: house
to house visits; cars topped with
microphones; the CMs; the polio vaccine;
community mobilization in general.

50% (5/10) said the awareness campaigns.
Other common answers included: house to
house visits (1); cars (1); MCHs (1); housing

47% (7/15) said cars topped with
microphones, sound trucks and radio.

21% (6/28) said all aspects of the
programme.

40% (6/15) said house to house visits.

21% (6/28) said house to house visits.
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sustainable? (text)
(y802)

and bedding (1); everything given there is
adequate budget available (3).
2 respondents did not understand the
question.

33% (5/15) said mobilization and awareness
campaigns.

1421% (46/28) said the field staff (DFAs and
CMs).

33% (5/15) said the CMs and vaccinators
themselves.

Other responses included: the polio vaccine
(3); training (2); awareness and mobilization
campaigns (4); cars mounted with
microphones and radio (2); CMs and
vaccinators (2); polio drops (3).

Other responses included: cars (2); polio
vaccine (1); uniforms (1); the staff (1); and
EPI (1).
Why were they the
most operationally
sustainable? (text)
(x1205b)

In Nairobi one respondent explained that
RSMCs and DSMCs are fewer in number.
Another said that the CMs and other field
teams were well trained, well accepted by
communities and by government, ensuring
their sustainability. This was something that
was also reflected in the responses of
Somaliland and South Central.

SM Net was well built (from village to zonal
level) and well-coordinated with good
communication between sections.
SM Net can mobilize a lot of people in a
short period of time, proving its operational
sustainability.

Motorized vehicles can cover a large area in
a short period of time
On CMs: frontline of SM Net; most cost
effective; are members of the community;
are face to face with the community.

The strong coordination structure and
communication between partners ensured
that the programme can be implemented
smoothly. Mass media and microphones
were able to reach very large numbers of
people at a relatively low cost.

Another response from Puntland and South
Central was the strong coordination between
different levels of the programme
management structures (Puntland) and
between all the different partners involved in
SM Net (South Central).

Why were they the
most operationally
sustainable? (text)
(y802b)

The main reason given was that CMs and
house to house visits were key to the
sustainability of the programme because
they built strong relationships with
communities, often using household visits.
The trust they have built has allowed
vaccinators to be able to work with
communities.

The house to house visits built closest
contact between the community and the
campaign. They were a driving force in
ensuring the legitimacy of the programme to
local communities.

Quotes
“There is a good chain of command in the
coordination department and good
collaboration with partners.” (male, zonal
level actor, Mogadishu)
On house to house visits: they help the
community to understand, and to spread the
message.

Most of the respondents said house to
house campaign/mobilization and
car/microphone mobilization.

Quotes
“They [mobilisers] were the backbone of this
project, and without them things may have
not work as planned.” (female, vaccinator,
North Galkayo)

Quotes
“House to house is a realistic campaign, and
you can face your target groups face to
face… the voice of the microphone can be
heard from far distance areas with less
budget.” (male, DFA, Berbera)

“Because this had the most effect. It was the
only activity that really made the community
feel that we were working for them. The
community got a chance to get their
questions answered and receive services."
(female, vaccinator, Bosaso)

The CMs were key to the sustainability of
the programme because they built strong
relationships with communities, often using
household visits. The trust they have built
has allowed vaccinators to be able to work
with communities.
Polio drops were seen as the most
sustainable because they have always been
available when needed and the vaccination
has saved many lives.
Quotes
“It is easy for the community to listen to the
staff of SM Net because they have been
working in this environment and they know
how to pass on the messages … and the
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community knows the staff very well.”
(female, vaccinator, Afgoye)
What were the parts of
the SM Net model
which are the least
operationally
sustainable? (text)
(x1206)

Nairobi respondents said: dissemination and
reporting; transport and logistics.

What were the parts of
the SM Net model
which are the least
operationally
sustainable? (text)
(y803)

The majority of the respondents said there
were none. Of those that did respond the
most common reasons given were: cars
mounted with microphones (South Central
and Somaliland); process of distributing
drops in rural areas (Puntland); the
incentives of the CMs and the tools provided
(Somaliland and South Central).

In the zones, the majority of responses were
‘none’. Specific responses included: vehicles
mounted with microphones; radio messages;
SMS; and posters.

38% (5/13) said CMs. Other responses
included: none (3); do not know (2); radio
messages (1) frontline workers who often
have high turnover (2).

Most said nothing/none/do not know 42%
(5/12) (male, DFA, North Galkayo; female,
vaccinator, North Galkayo; female,
vaccinator, Garowe; male, DFA, Garowe;
female, DFA, Bosaso).
Two said the trainings (male, vaccinator,
Bosaso; female, vaccinator, Bosaso).
One said the process of distributing drops in
rural areas. One said the mobilization
campaign (female, vaccinator, North
Galkayo).

Why were they the
least operationally
sustainable? (text)
(x1206b)

The main reasons given were because the
costs of transport were so high (Nairobi);
radio and television coverage was limited to
urban areas and communities often to not
give it their full attention (Somaliland,
Puntland, South Central); high turnover of
staff due to low incentives (Puntland).

Radio coverage was limited to urban areas
only.

38% (9/24) said none.
Other responses
included: microphones
on vehicles (5); transportation (4); media (2);
radio (2); boards (2); SMS (2); house to
house (1) (female, district level actor,
Burao); advocacy (1) (male, zonal level
actor, Hargeisa); per diem (1) (male, district
level actor, Berbera); less staff travelling to
rural areas (female, district level actor,
Burao); low budget(1) (male, district level
actor, Borama).
31% (5/16) said none
(female, DFA, Burao; male, DFA, Borama;
female, DFA, Borama; 2 females,
vaccinators, Borama).
Other responses included: staff approach
(2); not applicable (2); house to house (1)
(female, vaccinator, Hargeisa); mounted
microphones (3) (female, vaccinator,
Hargeisa; female, DFA, Burao; female,
vaccinator, Berbera); SMS (2) (female,
vaccinator, Hargeisa; male, DFA, Berbera);
billboard (2) (female, DFA, Berbera; female,
vaccinator, Berbera); TV (1) (male, DFA,
Berbera); radio (1) (male, DFA, Berbera);
uniform (2) (female, DFA, Berbera; female,
vaccinator, Berbera); transportation (1);
posters (1) (female, DFA, Berbera);
refrigerators (1) (female, vaccinator, Burao).
Need sufficient financial support for the
programme to be
sustainable.

High turnover of staff (CMs).
Quotes
“Because of the lack of pay and the hard
work that was expected of them.” (female,
district level actor, Garowe)

Vehicles with microphones often have
people speaking who are not well trained.
Advocacy only achieves the commitment of
the VIPs but not change on the ground.

This question was not well understood by
respondents. 34% (10/29) said they did not
know. 24% (7/29) said there was no least
operationally sustainable aspects.
Other responses included: a lack of CM
capacity building (1); regional medical care
(2); monitoring and advisory (2); cooling
equipment for vaccinations (2); field level
structure at district level (1); mass media
used infrequently (1); microphones (2);
campaigns (1).

61% (17/28) said none or did not know.
Other responses included: media
campaigns and cars mounted with
microphones (5); the incentives of the CMs
and the tools provided (2); lack of vehicles
(1); insufficient medicines and budget (1);
the community mobilization and CMs (3).

A lack of regional medical care means that
the programme has to be run by outside
agencies, affecting its long term
sustainability. Poor equipment, particularly
cooling equipment for vaccinations means
that vaccinators cannot travel long distances
with the vaccination. Microphones and
media campaigns were generally
considered less sustainable as communities
did not give the campaign messages their
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“Because this forces new recruitment and
maybe inexperienced people are thrown into
the mix.” (male, district level actor, Garowe)
“Because we only employ these people for 4
days maybe once or twice a year. This
person will go on and find a new job or get
tired of this job because the pay isn’t enough
of an incentive to work. So this creates a
gap where you have to train new people all
the time...” (male, regional level actor,
Garowe)
Why were they the
least operationally
sustainable? (text)
(y803b)

The main reasons given were that poor
vaccination equipment means that a lot of
polio vaccines get damaged during
transportation.
Most houses do not have access to
television or radio. Cars mounted with
microphones were seen as unsustainable
because many people did not listen to the
messages when the cars drove around the
towns.

The medicine gets damaged during
transportation; people forget the messages
delivered during the awareness campaigns
very fast; the trainings given were not
enough.
Quotes
“Because of lack of suitable facilities in the
rural areas and the bad roads the medicine
gets destroyed or damaged by the sun.”
(male, DFA, North Galkayo)

Communities often do not have access to
media (i.e. radio, television).

full attention when they were aired using
these communication tools.

Literacy is low, so poster boards are not
efficient.

Quotes
“Many villages don't have access to power,
and the drops need to be put in a cool place
and weather of Somalia is very hot, that is a
challenge for the vaccination teams.” (male,
district level actor, Dusamareb)

Low budget; fridges are low quality; most
parents do not use phones, some
communities cannot access radio; billboards
are not long lasting.

Media campaigns were seen as
unsustainable because many households
do not have access to television and radio.
Cars mounted with microphones were seen
as unsustainable because many people did
not listen to the messages when the cars
drove round the towns and villages. Others
felt that the low number of CMs and tools
provided to them meant they were unable to
reach all the communities.

Quotes
“They were of low quality and they
[refrigerators] fell into parts within a short
period of time.” (female, vaccinator, Burao)

Quotes
“Not everyone has radio or television. It’s
very rare and so there is less benefit
comparing to the other approaches.” (male,
DFA, Jowhar)

Theme: Possible solutions to unsustainable aspects
How do you think these
least financially
sustainable aspects of
SM Net could be
improved in the future?
(text) (x1204)

In Nairobi a respondent suggested giving
CMs bicycles and motorcycles provided at
district level to avoid high transport costs.
Other common suggestions included:
improving financial incentives for mobilizers;
increasing financial support to the
programme; increasing the number of CMs
and building their capacity; start monitoring
and observing the work that CMs do.

The most common suggestions included:
improve financial incentives for mobilizers;
all the stakeholders to come up with certain
measures for monitoring and enhancing
performance; to do fundraising to get
enough funds; using some other means of
monitoring CMs; capacity building at the
district level to ensure that the ability to
conduct this campaign is decentralized.

The most common suggestions included:
increasing financial support to the
programme; increasing the number
of CMs; building the capacity of
CMs; increase number of polio campaign
days; ensure regular team meetings; start
monitoring and observation; carry out an
assessment to identify problems prior to
entry into the field; engage more with clan
and community members; more
transportation for CMs.

The most common suggestions included:
increase the financial support to the
programme; increasing the number
of CMs; building the capacity of
CMs; to increase the number of health
facilities in the region; engage more with
clan and community leaders.

Quotes
“Using mobile cinema - they are not used in
Somalia but they would be very effective. In
most areas in Somalia there is no electricity,
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so mobile cinemas would be useful.” (male,
Nairobi)
How do you think these
least operationally
sustainable aspects
could be improved in
the future? (text)
(x1207)

The most common suggestions included:
boosting the skills of CMs; increasing the
number of working days for CMs; ensure
that the local community are sufficiently
involved in the programme going forward.

The most common suggestions included:
keeping all the CMs and boosting their skills
(capacity building through training);
improving the structure of the network they
work in.

The most common suggestions included:
increase the number of working days for
CMs; increase number of training for CMs
and microphone workers; increase financing;
create partnerships with key stakeholders;
use community leaders in campaigns; make
region-specific strategies.

The common suggestion was to increase
the source of funding along with increased
number of resources and CMs. Ensure that
the local community are sufficiently involved
in the programme, including hiring local
community members as CMs.

Quotes
“[...] to use the TVs more; people watch
Horn Cable channel more and it will help the
community a lot.” (male, regional level actor,
Hargeisa)
How do you think these
least operationally
sustainable aspects
could be improved in
the future? (text)
(y804)

The most common responses included:
increasing the amount of budget allocated to
house to house visits; more efficient
campaigns in rural areas (Puntland).

More efficient campaigns in rural areas will
overcome issues of transporting medicine.

More budget is needed. Use house to house
campaigns and vehicles with microphones
more.

The main suggestions provided included:
increasing the number of days and CMs;
increasing the budget; focusing campaign
resources on house to house visits rather
than on media campaigns.

92% (22/24) said yes, SM Net is a suitable
approach for other health campaign
messages.

87% (27/31) said yes.

Improve the planning and strategy of the
project and increase training.

Theme: Perceptions on applicability of different aspects to other campaigns
Is the SM Net
approach suitable for
other health campaign
messaging (in isolation
or with polio)? (1=yes
and 0=no) (x1208)

91% (64/70) said yes, the SM Net approach
is suitable for other health campaign
messaging.

Is the SM Net
approach suitable for
other health campaign
messaging (in isolation
or with polio)? (1=yes,
0=no) (y805)

82% (46/56) said yes the SM Net approach
is suitable for other health campaign
messaging.

100% (13/13) said yes, SM Net is a suitable
approach for other health campaign
messages.

6 said no (4 were from South Central).

100% (12/12) said yes.

8% (2/24) said no (male, regional level actor,
Hargeisa; male, district level actor, Borama).

13% (4/31) said no (two district level actors
from Kismayo and Dollow; one regional
level actor, Kismayo; one zonal level actor;
Mogadishu).

88% (14/16) said yes.

71% (20/28) said yes.

12% (2/16) said no (female, vaccinator,
Hargeisa; female, DFA, Borama).

3 said do not know, and 5 said no.

67% (16/24) said measles. 38% (9/24)
sanitation. Other responses included:
antenatal care (4); hydration (1); HIV (3);

50% (14/28) said malaria. Other responses
included: measles (12); cholera (8); polio
(1); TB (2); HIV/AIDS (2); WASH (3); family

13% (7/56) said no (5 from South Central
and 2 from Somaliland).
3 from South Central said they did not know.

Which campaign topics
do you think it would
be most suitable for?

The top 5 diseases and priority health issues
mentioned included: measles; malaria;
cholera; hygiene and sanitation; WASH.

54% (7/13) said malaria. Other responses
included: hygiene/sanitation (9); cholera (6);
HIV (5); breastfeeding (6); FGM (2); STI (2);

250

(text) (x1208b)
Quotes
“It is already being used for measles,
deworming, Vitamin A and birth registration two campaigns a year are always combined.
Oral cholera vaccination (not yet), bed nets
for malaria (planned) specifically targeting
nomads; in other countries used for
handwashing with soap, IYCF, open
defecation free initiatives with WASH.”
(male, Nairobi).

routine immunization (3); TB (3); nutrition
(3); WASH (1); diarrhoea (1); family planning
(1); measles (3); EPI (1).

FGM (2); WASH (4); postnatal (2); other
vaccinations (7); diarrhoea (6); Vitamin A
(4); deworming (4); Hepatitis B/A (1);
whooping cough (1); nutrition (5);
breastfeeding (4); vitamins (1); malaria (2);
birth certificate (1); PENTA (2); TB (1); STD
(1); health centres like MCH (1); not
applicable (2).

planning (1); deworming (1); AWD (2); FGM
(1); IYCF (1); breastfeeding (3); nutrition (2);
diarrhoea (1); mosquito nets (1); health
facilities (1); hygeine (5); all campaigns/not
applicable (7).

Which campaign topics
do you think it would
be most suitable for?
(text) (y805b)

The top five most suggested diseases and
health issues were measles, malaria,
cholera, hygiene and sanitation and
vitamins.

42% (5/12) said breastfeeding
Other responses: sanitation (3); nutrition (3);
hygiene (2); FGM (2); WASH (2); cholera
(4); malaria (3); measles (3); malnutrition (1);
Vitamin A (1); disabled (1).

81% (13/16) said measles. Other responses
included: HIV/AIDS (3); AFP (2); TB (2);
DPT (1); OPV (1); malaria (2); diphtheria (1);
pneumonia (1); FGM (1); hepatitis (1);
PENTA (3); vitamins (4); diarrhoea (2); CHD
(1); breastfeeding (1); WASH (1); sanitation
(1); EPI (1).

41% (11/27) said measles. 41% (11/27) said
malaria. Other responses included: cholera
(8); whooping cough (2); HIV/AIDS (1); TB
(4); maternity (1); diarrhoea (2); hygiene and
sanitation (2); breastfeeding (2); typhoid (2);
tetanus (1); hepatitis (2); blood pressure (1);
diabetes (1); none or not applicable (7).

Why would it be most
suitable for these
campaign topics? (text)
(x1208c)

The most common reasons given included
that these were the priority health issues for
the communities involved. Further there is
often a low awareness in these communities
on this disease. Many communities are
unable to access MCHs and hospitals to get
treatment for these diseases. A respondent
in Nairobi said addressing these diseases
would also be value for money. Finally
awareness raising on areas such as hygiene
and sanitation that facilitates behaviour
change would help to prevent a lot of the
diseases currently facing the community.

The most common responses included:
these are the main issues that face local
communities; they are health related and SM
Net is a health campaign; awareness raising
on areas such as hygiene and sanitation that
facilitates behaviour change would help to
prevent a lot of the diseases currently facing
the community.

The most common responses included:
these health issues are the key aspects of
healthcare; they are key priorities for the
communities; because the awareness
raising methods used are most suitable for
these diseases; community members often
cannot access MCHs and these are priority
illnesses.

These are the diseases and health issues
which are most prevalent in the targeted
communities. In many cases there are
limited health facilities to be able to address
these priority health facilities and so SM Net
could be used to fill this gap. There is also
low awareness amongst communities on the
causes of some of these diseases or health
issues. By creating awareness on some
health issues such as WASH, some
diseases prevalent in communities could be
prevented.
Quotes
“There is no central place that everyone can
access health facilities, so that the health
workers should respond to it, to save lives.”
(male, regional level actor, Dusamareb)

Why would it be most
suitable for these
campaign topics? (text)
(y805c)

The most common response was that these
were the health issues and disease that
most commonly affected community
members. Many community members do not
have access to health facilities and these
are the sorts of disease that CMs could
support communities with and raise
awareness on.

These are the issues that mostly affect
community members.

These diseases are all routine and
preventable with enough awareness.

These diseases are all routine and
preventable with enough awareness.

Communities often do not have access to
doctors and these are the sort of diseases
CMs could support and raise awareness on.

A lot are routine vaccinations and can use a
similar campaign structure to SM Net.

A lot are routine vaccinations and can use a
similar campaign structure to SM Net.

These are big issues in the community
(male, district level actor, Hargeisa).

These are biggest health issues in the
community.

Quotes
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“Doctors are not able to reach every part of
the community, but our SM Net can easily
reach everywhere. The good thing is that
they are well trained to respond to all
emergency matters, that’s why I mentioned
many times to get additional training for
them.” (male, DFA, North Garowe)

The communities have asked about other
vaccinations (female, DFA, Burao; male,
DFA, Hargeisa; female, vaccinator,
Hargeisa; female, vaccinator, Borama)

Some communities believe these diseases
are curses (such as HIV/AIDS) and
communities need to be sensitized on
these.

Quotes
“The community has asked us about
vaccinations for other diseases and also
about deworming which they get from MCH.
They would like to have it at home like
polio.” (male, DFA, Borama)

Quotes
“The community really need these
campaigns to be conducted so they have as
much knowledge on these diseases as they
do with polio.” (male, DFA, Kismayo)

Which campaigns topic
do you think it would
be least suitable for?
(text) (x1208d)

The majority of respondents said none
(including 1 respondent from Nairobi). Other
common responses included: family
planning; HIV/AIDS; FGM; TB; and malaria.

62% (8/13) said none.
Other responses included: diseases not
relevant to communities (3); HIV/AIDS (2);
malaria (2).

63% (15/24) said none or did not know.
Other responses included: sanitation (3);
FGM (4); measles (1) (male, regional level
actor, Burao); child spacing (1) (male, zonal
level actor, Hargeisa); behavioural change
(1) (male, district level actor, Berbera); adult
education (1) (female, regional level actor,
Berbera); droughts (1) (male, regional level
actor, Berbera).

48% (15/31) said none. Other responses
included: HIV/AIDS (4); do not know (3);
cholera (1); whooping cough (2); BCG (1);
early marriage (1); gender based violence
(GBV) (1); maternity (1); TB (4); cancer (1);
malaria (3).

Which campaigns topic
do you think it would
be least suitable for?
(text) (y805d)

The majority of respondents in Puntland and
Somaliland said none. Other common
responses included: diseases which were
culturally sensitive; FGM; HIV/AIDS;
surgery; TB.

50% (6/12) said it would be suitable for
everything.

50% (8/16) said none.

43% (12/28) said nothing or do not know.
18% (5/28) said malaria.

Two said it would be least suitable for
diseases with cultural sensitivities around
them (male, DFA, North Galkayo; female,
vaccinator, North Galkayo).
One said nutrition (male, DFA, North
Galkayo).

Why would it be least
suitable for these
campaign topics? (text)
(x1208e)

Some of these disease are culturally
sensitive (HIV/AIDS) and very difficult to
address through sensitization in certain
communities. Some issues, such as FGM
were seen as cultural practices and SM Net
is not about changing traditional practices
but instead about providing medicines.

HIV/AIDS: because the perception of the
community towards this disease is very
negative and it is a sensitive topic.
Malaria is only relevant in the rainy season,
currently there is a drought in Somalia.

Other responses: FGM (3) (female, DFA,
Burao; female, vaccinator, Burao; female,
vaccinator, Berbera); advertisement (1)
(female, DFA, Burao); BCG (1) (male,
vaccinator, Burao); banning chewing khat (2)
(female, DFA, Berbera; female, vaccinator,
Berbera); politics (1) female, vaccinator,
Berbera); droughts (1) (male, DFA,
Berbera).

This question was not generally well
understood. The main responses included
that these diseases selected were seen to
relate to cultural practices and SM Net is not
about changing traditional practices, only
providing access to immunization.

Others included: diabetes (1); whooping
cough (1); breastfeeding (1); typhoid (1); TB
(4); HIV/AIDS (2); maternity (1); surgery (2);
skin diseases (1).

Some of these diseases were considered
treatable, such as malaria and TB, and so
less of a priority for preventative treatment
than non-treatable diseases. Other issues
such as GBV, HIV/AIDS, early marriage
when seen as culturally sensitive and very
difficult to tackle with certain communities.
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Finally some of these health issues could be
addressed quite easily at a local hospital or
even a pharmacy.

Diseases that are not prevalent should be
discussed or campaigned about as not
effective utilisation of resources.

Some of health issues can also be
addressed at the local MCH or pharmacy,
such as whooping cough and malaria.

“These topics [HIV/AIDS, family planning]
are against the religion so would harm the
other initiatives.” (male, Nairobi)

Why would it be least
suitable for these
campaign topics? (text)
(y805e)

The most common responses were that
some of these disease were too culturally
sensitive to be handled by SM Net. Others
were diseases that could be easily treated at
a pharmacy or local hospital. Alternatively it
was viewed as a cultural practice rather than
a medical issue (i.e. FGM).

Quotes
“Within nomadic communities it’s hard to
mention HIV and AIDS and other disease
like cancer and TB. Historically the
community believe if someone has such a
deadly disease, he or she is cursed.” (male,
regional level actor, Dusamareb)
If it is something against culture, it will affect
the health providers.
Nutrition was seen as less important than
other issues.
Quotes
“The other two campaigns are more
important than the nutrition. If the hygiene
and breastfeeding are tackled properly, we
can do nutrition.” (male, DFA, North
Galkayo)

This question was not well understood.
However, the most popular response was
that it was not relevant to the programme
area (i.e. not health related).
Quotes
“Because FGM is a traditional norm
practised by some African countries
including Somalia.” (female, vaccinator,
Burao)

The following reasons were given:
less people are affected by the disease
(diabetes); these diseases can often be
treated by getting medicine at the local
pharmacy (whooping cough); other
community campaigns are ongoing
(breastfeeding); the diseases are not as
serious; knowledge already exists in the
community on some of these diseases
(malaria); community has taboos around
some of these diseases (HIV/AIDS); there
are no vaccinations for these diseases.
Quotes
“The community does not know about the
virus and they would feel embarrassed to
discuss this disease that is related to sexual
intercourse.” (male, vaccinator, Dusamareb)

Do you think it will be
feasible to add on
another health
campaign messaging
to the existing polio
messaging? (1=yes
and 0=no)
(x1208f)

73% (51/70) said yes, it would be possible to
add on another health message to the
campaign.

69% (9/13) said yes.

71% (17/24) said yes.

74% (23/31) said yes.

31% (4/13) said no
(2 males, district level actors, Bosaso; male,
regional level actor, Bosaso; female, district
level actor, Garowe).

29% (7/24) said no (2 males, regional level
actors, Hargeisa; female, district level actor,
Hargeisa; male, district level actor, Borama;
male, regional level actor, Borama; female,
district level actor, Berbera; female, regional
level actor, Berbera).

Do you think it will be
feasible to add on
another health
campaign messaging
to the existing polio
messaging? (1=yes,
0=no)

74% (39/56) said yes it would be possible to
add on another health message to the
campaign.

75% (9/12) said yes.

63% (10/16) said yes.

71% (20/28) said yes.

25% (3/12) said no.

37% (6/16) said no (male, DFA, Hargeisa;
female, vaccinator, Hargeisa; male, DFA,
Borama; female, DFA, Borama; female,
vaccinator, Borama; female, vaccinator,
Berbera).

1 said I do not know. 7 said no.
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(y805f)
If yes, how many
different types of health
campaign messages
can be covered in the
same campaign? (text)
(x1208g)

Responses varied from 1-7 with the most
common responses being 2-3, with a slightly
higher result in Somaliland (4).

The most common response was 3, followed
by 2.

Answers varied from 1-6, with 4 as the most
popular response.

Answered varied from 1-7, with 2 being the
most common response.

If yes, how many
different types of health
campaign messages
can be covered in the
same campaign? (text)
(y805g)

Responses varied from 1-6, with the most
common response being 2 in South Central
and Puntland and 5 in Somaliland.

67% (6/9) answered 2.

The most common response was 5.

Answered varied from 1-6, with 2 being the
most common response.

1 said 4 (male, DFA, Garowe).

The least common response was 3 (female,
DFA, Burao; female, vaccinator, Berbera).

Please list what the top
priorities would be.
(text) (x1208h)

The top priorities across all regions and
Nairobi were: measles, malaria, cholera and
TB.

The most popular responses were: TB
immunization (3); breastfeeding (6); nutrition
(4); WASH (3); measles (4); HIV (2); cholera
(4); childbirth at MCH (1); malaria (4);
sanitation/hygiene (6); FGM (1); STIs (1).

The most popular responses were: measles
(9); vitamin A (5); sanitation (7). Others
included: WASH (3); breastfeeding (4);
antenatal (2); diarrhoea (3); FGM (3); HIV
(2); IWCV (1); PENTA (1); malaria (1); GBV
(1); ORS (1); deworming (1); nutrition (1);
droughts (1); TB (1).

The most popular responses were: measles
(15); malaria (12); cholera (9); HIV/AIDS (5);
TB (5); diarrhoea (2); polio (3); nutrition (2);
WASH (2); breastfeeding (3); Antenatal (1);
AWD (2); Cancer (1); STD (1); tetanus (1);
FGM (1); diphtherial (1); IWVC (1).

Please list what the top
priorities would be.
(text) (y805h)

The top priorities across all three zones
would be measles, malaria, cholera and TB.

58% (7/12) said measles
Other responses: skin diseases (1); hygiene
(6); breastfeeding (3); malaria (6); diarrhoea
(1); malnutrition (1); cholera (3); WASH (1);
nutrition (2); sanitation (2).

90% (9/10) said measles.
Other responses: FGM (3); DPT (2);
diphtheria (1); pneumonia (1); PENTA (3);
hygiene (1); sanitation (1); vitamins (3); TB
(6); diarrhoea (1); HIV (4); Malaria (1);
WASH (1); AFP/OPV/Polio (2); malnutrition
(1).

The most popular responses were: malaria
(13); measles (10); cholera (7); polio (5); TB
(5); typhoid (4). Other responses included:
FGM (2); diphtheria (1); whooping cough
(2); HIV/AIDS (1); diarrhoea (2); Hygiene
and sanitation (2); breastfeeding (1); tetanus
(1); diabetes (1); EPI (1).

The most common responses were: it will
take a while for communities to familiarize
themselves with a new campaign, which is
why it is better to only have one subject as
they will not become easily confused;
community is aware the CMs are not that
qualified and that affects trust, so need to
ensure CMs are well trained; there is a high
turnover of CMs because of low salaries.

The most common responses were: same
challenges as polio campaign; insufficient
training; lack of budget; lack of support from
ministries of Islamic religion; confusion of
community members with all the different
health messages coming from one person;
more staff are needed otherwise staff will be
over worked; health issues will not be an
issue but might be quite challenging to talk
about non-health related issues with the
community.

The most common responses were: lack of
budget 48% (15/31); limited staff (8);
availability of qualified staff (2); insecurity
(4); lack of knowledge in local communities
(2); few days for the campaign and low
salaries (4); report delays (1); staff turnover
(1); insufficient tools (1); transportation (1);
none/do not know (5).

Theme: Possible challenges in applying to other campaigns
What are likely to be
the major challenges
faced in using SM Net
for other campaigns?
(text) (x1209)

The most common responses were that
there would be very similar challenges to be
faced as with the SM Net programme
including the fact that it will take time for
communities to familiarize themselves with
the new campaign; there will be a limited
budget; lack of availability of qualified staff
and distrust from religious and community
leaders. The team will also have to develop
new tools for these diseases, including
complex visual aids for illiterate community
members (Nairobi).

Quotes
“Every campaign needs its own timeframe. It
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“For example, for injectable campaigns there will be adverse reactions to injections
which can have side effects that can be
highlighted by the community and the media.
But there are strategies that can counter that
(for example for measles).” (UNICEF,
Nairobi, Male)

won’t be possible to inform someone about
malaria, TB and HIV all at the same time.
But it can happen at different times.” (male,
regional level actor, Bosaso)
“Misinformed people could be a problem, or
those that misunderstand the objective of
the campaigns. They will also probably be
expecting vaccines because they are used
to polio vaccinations.” (male, district level
actor, Garowe)
“Refusal rates, but I think the public is more
welcoming to awareness raising. The other
challenge is high turnover of CMs because
of low salaries.” (female, district level actor,
Garowe)

What are likely to be
the major challenges
faced in using SM Net
for other campaigns?
(text) (y806)

The most common responses across the
three zones would be budget constraints as
well as insufficient numbers of staff. Other
responses included more staff training will
be needed to cover the new health topics
and there will likely be high refusal rates
from communities initially. However, some of
this might be overcome by using the same
CMs and vaccinators as in the polio
campaign as trust has already been built
around them in local communities.

CMs need further training. There would need
to be greater budgeting.
Government should be involved.

Need budget; it will depend on the context of
the local community; not enough vaccinators
and mobilizers; lack of transportation;
inadequately trained staff.

Some refusals initially as people will not be
aware of the new campaign messaging in
the same way.
Quotes
“It would be a good thing if the government
had a lead in the new campaigns to come.
The campaigns are necessary before the
intervention.” (female, vaccinator, North
Galkayo)

39% (11/28) said budget constraints. Other
responses included insufficient staff time (5);
management (1); limited numbers of staff to
carry out extra campaigns (6); community
and religious leaders not engaged in
campaign (1); more staff training needed (5);
adoption of new health issues by the
community (3); none (4); none if same team
of CMs used (1); security (1); amount of
work required (1); different issues dealt with
(1).
Quotes
“If the same team will expand the other
campaigns, I think challenges will less.”
(female, DFA, Hodan)
“They need only more training, extra funds
and extra time to the implementation.” (male,
DFA, HantiWadag)

What aspects of the
SM Net system could
be improved to make it
more suitable for
campaigns that cover
multiple topics? (text)
(x1210)

The most common response across the
three zones and Nairobi was the need to
increase the capacity and the training of
CMs. Other common responses include
increasing the number of CMs and the
budgets.

More training; increase the number of CMs;
try other approaches to ensure broader
coverage; increase the budget.
Quotes
“People doing the CM need good training
and also need a better incentive to ensure
that they get the message across

Increase training for CMs; increase the
number of CMs; increase the budget;
integral approach used: CMs trained in all
areas; cooperation and strategic planning
based on community needs; CMs to carry
basic medicines; more mass media; include
the community more.

Increase the number of CMs and build their
capacity; increase the budget; incorporate
other health messages into the campaign;
engage with community leaders and
religious elders in the campaign design and
implementation.
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effectively.” (female, district level actor,
Garowe)
“Increase the campaigns because people
will understand more when they are exposed
to many campaigns. Also, more training to
mobilizers and better incentives.” (male,
district level actor, Garowe)

Quotes
“To increase number of house to house
mobilisers or mobilisers in general and
number of days, also to increase and train
more the number of vaccinators.” (male,
district level actor, Borama)

“Have a different approach in informing the
public. There needs to be more creative
avenues that are created to ensure that
people receive information from multiple
sources without being confused and
bewildered.” (male, regional level actor,
Bosaso)
What aspects of the
SM Net system could
be improved to make it
more suitable for
campaigns that cover
multiple topics? (text)
(y807)

The most common response was to train
CM and other staff; increase access to
transport; recruit people who have the right
skills and experiences and ensure that
community elders and religious leaders are
involved in the programme.

Training CM staff. Better incentives for staff.
Budgeting. Recruit people who have
experience in health and messaging.

63% (10/16) said recruiting and training
additional, qualified staff.
38% (6/16) said better budgeting.

Quotes
“More training for mobilizers to ensure that
they retain this information and can
disseminate it properly.” (female, vaccinator,
Garowe)

31% (5/16) said that CMs need well
maintained transport (2 females, DFAs,
Burao; female, DFA, Berbera; male, DFA,
Berbera; female, vaccinator, Berbera).
31% (5/16) said better coordination and
management.
Other responses included availing enough
tool; community involvement.
Quotes
“1. Numerous awareness and trainings
provided by UNICEF, MoH, WHO to the
CMs and the community members;
2. Prepare enough budget to run the whole
programme from the beginning up to the end
of the programme;
3. Hire qualified staff from the local
community and the country;
4. Establish strong connection and
communication between the community and
the SM Net Team.” (female, vaccinator,
Berbera)

The most common response was to
increase the budget for the programme.
This was closely followed by recruitment
and provision of additional training for CMs
and vaccinators. Several respondents
thought that adding additional health
messages to the campaign would be
beneficial. Also some respondents felt that
the programme needed to ensure greater
community involvement, particularly of
community and religious leaders.
Quotes
"Budget should increase to fulfil all these
health campaigns." (female, DFA, Baidoa).
“To give CMs refresher training about health
campaigns and to give their payment on
time.” (male, DFA, Jowhar)
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ANNEX 7. DATA ANALYSIS PLAN
Table 9 presents the data analysis plan that was used for this evaluation.
Table 9. Data analysis plan
Evaluation
Criteria

Main Research
Questions

Key themes

Question number (or FGD
theme)

Relevance

1. Are the
interventions by SM
Net in line with
programme needs?

● Perceptions on compatibility of SM
Net with programme requirements

● x201-x203

● Existing gaps

● x204

● Possible ways SM Net could be
improved to fill these gaps

● x205

2. Is the SM Net
● Perceptions on appropriateness of
approach appropriate
the activities to local contexts
to the local context?

3. What were the key
constraints and
difficulties in
implementation and
how were they
addressed?

4. Was the SM Net
approach able to
respond to changes
in priorities or
programme
strategies?

Effectiveness

●
●
●
●

x301-x302
y201-y202
FGD group 4 (theme 2)
FGD group 5 (theme 2)

● Possible ways SM Net could be
improved to be more reflective of
local contexts

●
●
●
●

x303
y203
FGD group 4 (theme 2)
FGD group 5 (theme 2)

● Perceptions on key constraints and
difficulties in implementation

● x401, x406
● y301, y306
● FGD group 4 (theme 4)

● Processes implemented to
overcome these

● x402
● y302
● FGD group 4 (theme 4)

● Constraints and difficulties which
could not be overcome and why

● x403-x404
● y303-y304

● Possible solutions to these existing
constraints and difficulties

● x405
● y305
● FGD group 4 (theme 4)

● Perceptions on ability of SM Net to
adapt to changes in priorities or
programme strategies

● x501-x502

● Examples of failure

● x503

● Possible improvements to how SM
Net adapts to changes in priorities or
programme strategies

● x504

5. Has the SM Net
● Knowledge and awareness of polio
increased knowledge
and immunisation
and awareness of
polio, immunization
and local polio
● Knowledge and awareness of polio
campaigns amongst
campaign, CMs and vaccinators
community members,

● y401-y408
● FGD group 4 (theme 5)
● FGD group 5 (theme 5)
● y409-y417
● FGD group 4 (theme 5)
● FGD group 5 (theme 5)
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including hard to
reach groups?

● Specific differences between
accessible and hard to reach groups

● y418-y419
● FGD group 4 (theme 5)

6. Has SM Net
changed attitudes
towards polio
immunisation, with
increased demand
and positive
behaviours?

● Attitudes (positive and negative)
towards polio immunisation

● y501, y506-y507, y509y513
● FGD group 4 (theme 5)
● FGD group 5 (theme 5)

● Changes that have occurred since
the start of SM Net

● y502-y504

● Possible solutions to negative
attitudes

● y505, y508
● FGD group 4 (theme 5)

● Perceptions on changes in polio
vaccine demand or other positive
behaviours

● y514-y522
● FGD group 4 (theme 5)
● FGD group 5 (theme 5)

7. How effective is
● Perceptions on whether
collaboration
collaborations established were
between SM Net
effective
actors and other
external stakeholders ● Collaborations which were effective
(e.g. local
and why
government and
religious leaders)?
● Collaborations which were not
effective and why

Impact

● x603

● x604

● Possible solutions to ineffective
collaborations

● x605

● Perceptions on strengths and
effectiveness of the systems

● x701-x702

● Perceptions on weaknesses of these
systems

● x703

● Possible solutions to perceived
weaknesses

● x704

● Perceptions on value for money from
stakeholders

● x801

● Perceptions on efficient resource
allocations

● x802-x804

● Possible solutions to inefficiencies

● x805

10. How do the costs
for reaching the most
excluded
communities for polio
and immunization
compare with
alternative delivery
systems?

● Perceptions on the efficiency of SM
Net in reaching the most excluded

● x901-x903

● Perceptions on alternative strategies
for reaching the most excluded

● x904, x906

● Perceptions on costs of different
approaches to reaching the most
excluded compared to existing
strategy

● x905

11. To what extent
has the SM Net

● Perceptions on changes in coverage
throughout the region

● x1001-x1002, x1005x1006

8. How robust and
effective was the SM
Net management
and coordination
structure?

Efficiency

● x601-x602

9. Have the
resources allocated
for the programme
been used
efficiently?
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Sustainability

programme
contributed to
increasing OPV
coverage and
reducing refusal
rates in target
communities?

● Perceptions on challenges in
increasing coverage

● x1003-x1004, x1007x1008

12. To what extent
has the SM Net
programme
contributed to
increasing the profile
and prioritisation of
polio vaccination?

● Perceptions on changes in profile
and prioritisation of polio vaccination

● x1101-x1103

● Perceptions on challenges in
increasing profile and prioritisation of
polio vaccination

● x1104-x1105

13. To what extent
has the network
been able to build
trust, acceptance
and ownership
amongst community
members in frontline
workers?

● Trust and acceptance in the CMs
and vaccinators

● y601-y603
● FGD group 4 (theme 5)
● FGD group 5 (theme 4)

● Possible solutions to issues of
mistrust

● y604-y607
● FGD group 4 (theme 5)
● FGD group 5 (theme 4)

● Perceptions on community
involvement in the SM Net
programme

● y608-y611
● FGD group 5 (theme 4)

14. Are community
members satisfied
with the information
and support provided
by programme
actors, such as
frontline workers in
preparation for and
delivery of polio
services?

● Satisfaction (positive and negative)
with the support, information and
services provided by CMs and
vaccinators during the polio
campaign and vaccination process

● FGD group 5 (theme 3)

● Possible solutions to grievances

● FGD group 5 (theme 3)

15. Are the frontline
workers satisfied with
the campaign and
resources available
to them?

● Satisfaction (positive and negative)
with campaign; and support, tools
and other resources available to
frontline workers

● y701-y703, y705-y707
● FGD group 4 (theme 3)

● Possible solutions to grievances

● y704, y708
● FGD group 4 (theme 3)

16. What
communication
interventions were
most effective in
reaching target
communities,
particularly
marginalized or hard
to reach groups?

● Perceptions on the effectiveness of
different types of communication
interventions

● FGD group 4 (theme 1)
● FGD group 5 (theme 1)

● Possible solutions to ineffective
communication interventions

● FGD group 4 (theme 1)
● FGD group 5 (theme 1)

17. What aspects of
the SM Net model
ensure sustainability
and could be applied
to other vaccination
and public health
campaigns?

● Perceptions on sustainability of
different aspects of the SM Net
model

● x1201-x1203, x1205x1206
● y801-y803

● Possible solutions to unsustainable
aspects

● x1204, x1207
● y804

● Perceptions on applicability of
different aspects to other campaigns

● x1208
● y805
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● FGD group 4 (theme 6)
● FGD group 5 (theme 6)
● Possible challenges in applying to
other campaigns

●
●
●
●

x1209-x1210
y806-y807
FGD group 4 (theme 6)
FGD group 5 (theme 6)
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