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Health centre in Somalia 

Q) ntil 1960, Somalia was divided 
between British Somaliland in 
the North. and the former Italian 

colony of Somalia. The latter had been 
placed under UN trusteeship after 
World War 11. When the country 
became independent. its two parts, 
which had been artificially split, were 
reunited . The Democratic Republic of 
Somalia today covers 638,000 square 
km.-an area greater than that of 
France. Switzerland and the Nether
lands put together. 

But only 13 per cent of this vast 
country is cultivable; pastoral nomads 
roam over huge, semi-arid deserts. 
The country has no natural resources, 
and rates among one of the least 
developed in the world with a per 
capita income of US $200 per year. 
According to the last census, in 1975, 
the population was 4,089,000. As the 
demographic rate is around three per 
cent a year, the estimated popj.jlation 
is now about 5.400,000 . The break
down of the population, in 1975, 
showed some 46 per cent are no-
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We regret to announce that. 
shortly after writing this account 
of his visit to Somalia, Mr F. J. 
Tomiche died suddenly of a 
heart attack. Editor of World 
Health magazine from 1968 to 
1977. Johnnie Tomiche was Di
rector of Public Information at 
WHO Headquarters in Geneva from 
1974 until his retirement in 1977. 

madic, 27.6 per cent live in the country
side, and 26.4 per cent in the towns. 

After independence. the govern
ment took many important political 
and social decisions. The first, which 
caused a heated controversy, was to 
adopt the Latin alphabet. Up to then 
the Somali language was a spoken 
dialect without writing . In order not to 
lose the rich oral heritage, and for 
administrative reasons (since all the 
printing and typing equipment left by 
the colonial powers was in the Latin 
alphabet), the authorities opted for it. 

The second decision, requmng 
much political courage, concerned a 
complete ban on khat. As in other 
countries in the horn of Africa and in 
Yemen, Somalians are fond of chew
ing khat-a green leaf which has a 
euphoric effect but which decreases 
energy and distracts from work. 

The third decision was to adopt 
primary health care (PHC). In a coun
try with an infant mortality rate stand
ing at 150 per 1,000 live births and a 
very frail health infrastructure, PHC 
received wide support and was given 
top priority by the Ministry of Health . 
In two years, 318 community health 
workers and 246 birth attendants 
have been trained. The university of 
Mogadishu too has reoriented its 
studies towards preventive and com
munity medicine. One week out of 
four, it trains its students in the coun
tryside. As for the people, they have 
rapidly understood that they are the 
main beneficiaries of PHC. 

The road to Barire 
Dr A. Amini, the WHO representative 

in Somalia, who successfully runs 18 
distinct health programmes, provided 
transport for me to see on the spot 
how PHC is implemented. For 50 
miles north-west of Mogadishu, the 
drive was smooth and gentle. Banana 
trees endlessly covered the fields on 
both sides of the road. Then the car 
turned off the highway and a kind of 
scenic railway began. For 12 miles we 

The precarious ferry across the Shibelle 
river offers the only access to Barire village 
in Somalia. 
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The villagers themselves built the walls of 
their health centre, and put money in the 
kitty to pay for the tin roof. 
Photos WHO/J . Tomiche 

were jolted up and down, tossed left 
and right. I extricated myself from the 
car with a pain in the back and a bump 
on the forehead . . 

We had now come to a spot on the 
Shibelle river. opposite a village called 
Barire. To cross the river we crowded 
on to a flat barge together with sheep 
and dogs. The dark brown water gent
ly lapped my shoes as I swayed 
backwards and forwards in a most 
precarious equilibrium. Finally, some
one extended a compassionate hand 
to pull me off the raft. and with 
some sense of achievement I stalked 
into Barire. 

The 2,400 inhabitants live off the 
land. They grow corn and sesame 
from which they extract oil. Last year 
they had three months of rain and 
enjoyed bumper crops . When the vil
lage council met. its members de
cided to invest their little extra income 
in a new PHC centre. They already 
had one but found it too small. So the 
villagers themselves in their free time 
built the new centre, a bamboo hut 
with a tin roof . Everybody gave 
a hand; only the roof, made 
in Mogadishu, cost money and 
every household contributed to its 
purchase. 
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Ali Mohamed Omar, a young farmer 
of 36, who was elected "head of the 
village," showed us round the centre . 
He explained: "The two rooms have 
still to be partitioned. Outside we will 
have a kind of covered verandah 
which will serve as a waiting room . 
The patients will wait in the shade 
which they could not do in the previ
ous centre. "In less than two weeks 
this place will be operational," Omar 
announced confidently. 

Aweys Mohamed Mahmud, a 26-
year-old agricultural worker. will run it. 
assisted by two trained birth atten
dants. He has been a PHC worker for 
more than six months. The commu
nity chose him and now they pay him. 
How much? He prefers not to say. 
But he admitted "What I get is 
enough to make the job attractive." 
Mahmud's health work occupies the 
morning; in the afternoon he tills the 
fields . In case of an emergency, he 
always says where he is going and 
can return if need be. 

How many of his fellow villlagers 
does he see daily? "lt depends on the 
season . During the rainy season there 
are more patients because respiratory 
diseases are frequent. There are also 
more malaria and schisto cases." 

Barire has a well, but it is very 
difficult to stop people from bathing 
and washing in the river. Even on the 
barge the waters of the fast-flowing 
Shibelle river licked the passengers 
up to the ankle . One of the function of 

the community health worker is to 
offer health education. He will en
deavour to explain how and why 
schistosomiasis can be caught as well 
as its effects. 

The PHC worker is greatly helped 
by the community medicine students. 
They have been assigned the task of 
collecting statistical data on Barire
vital statistics, vaccinations, the mor
bidity of children aged over five . 

As we walked around Barire, 
Shahrusad Nour (her first name is the 
Somali for Scheherazade), a pretty 21-
year-old medical student. was inter
viewing people and registering the 
information on printed forms . This 
was part of her training in epidemi
ology. Her courses on community 
medicine are spread over eight 
semesters. They include bio-statis
tics. epidemiology, ecology, demo
graphy, nutrition, hygiene, tradi
tional medicine (mainly the use of 
local plants) and management. The 
students have to perform three 
months of field work before obtaining 
their degree. 

Surrounded by fertile and well-irri
gated land, Barire is a relatively rich 
village. lt may therefore not be 
characteristic of all Somalian villages. 
But in Barire, as elsewhere through
out this country struggling for devel
opment, the people have understood 
that health begins at community level, 
an.d that they must actively participate 
in improving it. • 
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