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promotion of sustainable development in Somalia/Somaliland during,
through and as a method of COVID-19 response.

In this work, sustainable development is the enhancement of lives, liveli-
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live the lives they value in ways that allow the natural world to flourish.
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INTRODUCTION

Somalia/Somaliland is among the places of
the world least able to cope with COVID-19
(coronavirus disease) due to numerous forms
of poverty-related deprivation, low levels of
access to health care and limited state ca-
pacity. Before this crisis struck it was already
a long way from having sustainable develop-
ment. COVID-19 and responses to it threaten
to undermine what Somalia/Somaliland has
achieved in development.

In this project we examined how sustaina-
ble development might be promoted dur-
ing, through and as a method of COVID-19
response in Somalia/Somaliland. We did so
though discussions with people in Mogadishu
(capital of Somalia) and Hargeisa (capital of
Somaliland). By sustainable development we
mean the enhancement of lives, livelihoods
and inclusion for current and future gener-
ations so that they can live the lives they
value in ways that allow the natural world to
flourish. In 1991, Somaliland unilaterally de-
clared its independence from Somalia. It has
been self-governing ever since but has not
achieved international recognition as a sov-
ereign state; this status is why we refer to
Somalia/Somaliland where relevant.

The people we spoke with were mainly those
who in some way are excluded from full par-
ticipation in their society due to illiteracy,
gender, youth, being a member of a minority
clan or minority ethnic group, or being a low
caste worker, rural pastoralist, informal small
trader, internally displaced or a refugee from
another country. Sometimes an aspect of ex-
clusion such as gender is counterbalanced by
an aspect of inclusion such as higher income.
However, often aspects of exclusion inter-
sect and reinforce each other, such as low
income, internal displacement and illiteracy.
We also discussed these issues with some
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people in more privileged positions - govern-
ment health, employment and inclusion (e.g.
women's rights) officials and senior or middle
ranking telecommunications company staff.
The idea of talking with people from diverse
backgrounds was to see the issues from many
different perspectives and to provide a plat-
form for those who usually are not listened to
due to exclusion.

This report is based on the second phase of
work for this project. For details of our over-
all methodology for Phase 1 and Phase 2 and
for our Phase 1findings please see our initial
report on the Transparency Solutions website
in English and Somali.

For Phase 2 we carried out a series of three
interviews and focus group discussions with
the forty participants (twenty in Mogadishu
and twenty in Hargeisa) during July 2020. The
health and safety of all researchers and par-
ticipants in relation to COVID-19 was ensured
by use of non-face-to-face methods only, i.e.
telephone and online.




DISTRICT LEVEL RESPONSE TO COVID-19

We asked participants, ‘In your district,
what is your overall rating of the response

to COVID-19?'. This was assessed on a scale
from 'Excellent’ down to 'Very poor'.

Table 1: District level response to COVID-19 - Mogadishu

Excellent Good

Excellent

There were strongly divergent responses
from Hargeisa and Mogadishu. The Mogadishu
participants, spread across a number of dif-
ferent districts, perceived the district lev-
el responses to COVID-19 as more negative
with over 50% of the respondents answering
'Poor' or 'Very poor'.

'"We have never seen precautions in this dis-
trict, we just heard about the coronavirus
issues from the media and the official offices
of the Government. Only schools have been
closed, other aspects of life have been going
well." (P10 - Youth)

'The district officials initially seemed like they
were responding to COVID-19. They came to
the neighbourhoods and took pictures with
the community members, but we didn't hear
from them again.’ (P17 - Low caste worker)

In Mogadishu, the perception of a lack of dis-
trict level involvement to the COVID-19 re-
sponse was tempered by opinions that the
Federal Government of Somalia (FGS) was

Neither good nor poor

Neither good nor poor

Don't know /

P Vi
201, SIyipesl No answer

Don't know /

Vv
SrYZROS No answer

leading the response, rather than the district
authorities.

'The response to COVID-19 was handled
by the FGS and BRA [Benadir Regional
Adminsitration - the Mogadishu area local
government]; the local districts were just
playing a supporting role.’ (P20 - Disabled
person)

‘I have seen people raising awareness on
COVID-19 but to my knowledge they were
from the Mogadishu Municipality, not from
the local district.’ (P14 - IDP)

Participants with less representation in soci-
ety reported that local government officials
initially visited their areas, with minimal follow

up.

'"We were visited by people from the local
government who provided us with hand-
washing machines and some advice.’ (P15 -
Minority clan member)

Rural areas surrounding Mogadishu were re-



ported to have seen no response to the dis-
ease.

‘COVID-19 responses didn't reach the small
villages and the rural areas at all." (P19 -
Rural pastoralist)

The participants from Hargeisa had opposing
views to Mogadishu, with 75% answering that
the district level responses to COVID-19 were
'Good".

‘They have ensured distancing on public
transportation.’ (P30 - Youth)

‘People were, and still are, taking the neces-
sary actions by wearing face masks; I still do
too.’ (P36 - Minority ethnic group member)

One explicit and reoccurring reason for the
positive opinions from Hargeisa participants
was the increased levels of awareness raising
facilitated within their districts, which ena-
bled people to help themselves regarding
hygiene and social distancing.

‘I would explain that there were great ef-
forts with the precaution methods; hand
washing, face masks, social distancing,
messages through cell phones, spreading
out at grocery markets, improved hygiene
from the local government, country-wide
awareness raising, restrictions at mosques
etc. Specifically, hand washing was a prac-
tice that people adopted widely. These were
delivered well and people obtained skills and
knowledge.’ (P40 - Disabled person)

‘They carried out good awareness raising
across the different sub-districts; precaution
practices, required standards and informing
the individual people about COVID-19. This
has been a continued effort that has been
observed by many people. Of course, there
were limitations on meeting the standards.’
(P35 - Minority clan member)

‘There were strong restrictions on public
gatherings in the condensed settlements.
Children were trained on basic hygiene prac-

tices such as hand washing, elbow coughing
and sneezing, and maintaining these practic-
es in the home. People adopted prevention
practices and they maintained these regu-
larly.’ (P34 - IDP)

Two participants from Hargeisa suggested
that it actually was the citizens of Hargeisa
who drove and ensured COVID-19 precau-
tions were adhered to, with little input form
the local government.

'People themselves controlled their own
movements; in particular not going to pub-
lic gathering places. This is what | observed
personally, which delighted me very much.’
(P37 - Low caste worker)

‘The local government should have played a
bigger role in this response as they are the
ones responsible for the districts. All they did
was hire a few cars and place speakers on
them, going around downtown telling people
to social distance.’ (P28 - Woman)

As in Mogadishu, not all participants received
the same level of engagement; especially in
those rural areas outside of Hargeisa.

‘For us in the countryside, there was little
awareness raising on COVID-19. Most of the
support targeted urban areas like Gabiley.
We observed that many programmes had
been delivered to Gabiley, Tog-wajale, Alley-
badey, and Kalabiadh towns in the Gabiley
region. There was little on awareness rais-
ing for us as a rural community.’ (P39 - Rural
pastoralist)



ACCESS TO HEALTH CARE

Focusing on the accessibility of health care
we asked participants, ‘Which of these is

closest to describing the situation of you and
your family right now?’

Table 3: Access to health care - Mogadishu

Sometimes able to
access major health care

Usually able to access

major health care minor health care

Sometimes able to
access major health care

Usually able to access
major health care

Usually able to access
minor health care

In Mogadishu, 45% of participants reported
that they were able to access major health
care at some level. However, 25% of partic-
ipants still reported that they were nearly
always unable to access even minor health
care. The ability to access health care is often
reportedly reliant on an individual's financial
position.

‘The healthcare is not free, but | am one of
the few privileged who can have access to
it. | am a health professional; | have worked
in different hospitals and | know most of the
doctors in Mogadishu. That makes it easy for
my family and | to get access to the health
care, but this is not true for everyone else.’
(P1 - Government health official)

‘I can access major health care. However, it
is expensive and depends on my health situ-
ation.’ (P4 - Telecoms employee)

‘In Somalia, if you have money then you have
access to the health facilities. We don't have
free health care in the country; it depends on
your income and situation. My family and |
don't have access to health care because

Usually able to access

Nearly always unable to
access even minor health
care

Don't know /
No answer

Sometimes able to
access minor health care

Nearly always unable to
access even minor health
care

Don't know /
No answer

Sometimes able to
access minor health care

our income is too low." (P6 - Small informal
trader)

‘Access to the health system, for me and my
family, is dependent on our ability to pay. It's
also dependent on what facility you need.
In terms of having severe and high-level crit-
ical issues, you need a lot of money and we
don’'t have that much money. There is no
free access to the health care system.’ (P12
- llliterate person)

‘'We don't have facilities everywhere; we
need health care in our area. It depends on
your ability to afford it." (P8 - Woman)

A government official from Mogadishu stated
that, though limited in capacity, free health
care was being introduced and therefore
becoming more accessible for COVID-19 pa-
tients specifically.

‘In Somalia, your access to health care de-
pends on your ability to afford going to
the hospitals. Generally we don't have free
health care, but the government recently
changed this for COVID-19 patients. Although



the capacity is below the required level, peo-
ple are now admitted to Di Martino hospital
free of charge.” (P2 - Government employ-
ment official)

The existence of free health care is reported
by two participants, with the caveat that it is
generally not effective or is for specific seg-
ments of society.

‘It is available in our area and it's all your
choice; if you have a high income and you
can afford paying for your treatment, you
can go to any hospital like Dikfer or other
hospitals. Although there is free health care
in our country, most of the people have a big
problem with this issue.’ (P10 - Youth)

‘The hospital fees are expensive, and we
often cannot afford it, but there are free
Maternal & Child Health Centres which pro-
vide basic consultations.’ (P15 - Minority clan
member)

Only 25% of participants from Hargeisa stated
that they could usually or sometimes access
major healthcare. Most participants stated
that they could either usually or sometimes
access minor health care. 20% of participants
reported that they were nearly always una-
ble to access even minor health care. Major
health care is reported as not accessible on a
daily basis in Hargeisa, with minor health care
services being the main facility that there is
any possibility of accessing.

‘If we take away the public healthcare, the
big hospital, that's the only place open on a
Friday or public holidays. If | break my leg or
have a heart attack, there's nowhere for me
to go until Saturday morning. Not even pri-
vate healthcare is open on Fridays, nowhere
is open.’ (P23 - Government inclusion official)

‘It is all minor health services, [paid] through
your own pocket, because there is no rele-
vant public health care that people can get!
You need to finance your own family health
from your pocket. This is the reality on the
ground in Somaliland.’ (P27 - Woman)

'l find it really necessary to go to the hospital
or receive health care when I'm pregnant or
nearly giving birth. Most of the time it is al-
most impossible to go to a hospital or seek
medical assistance as it is very expensive,
and we cannot afford that.’ (P26 - Small in-
formal trader)

The issue of financing health care that was
prominent in Mogadishu was further reflected
in Hargeisa.

‘It is all beyond our capacity, financially, to
get the necessary health care. There is no
public health care available at all, and no
relief schemes that would provide support to
the majority of the poorer households.’ (P35
- Minority clan member)

‘To cover the health of my family, as well as
my own, it is all from my own pocket. | have
never seen any public health care schemes
or donations.’ (P37 - Low caste worker)

‘Accessing health care depends on your fi-
nancial capacity in Somaliland. You should
not expect sufficient public health care.’ (P22
- Government employment official)

‘There is no free health care. Everything
comes with a price.’ (P24 - Telecoms em-
ployee)

'The health service is available, but we can't
afford it. For both private and public health
care, you must pay.’ (P30 - Youth)

It is perceived that people with more money
will travel abroad to address their medical
issues, rather than accessing medical care at
home.

‘Most rich people go abroad for treatment.’
(P35 - Minority clan member)

‘There is no such thing as a free health care
in Somaliland. If you have money you will go
to the big hospitals or travel abroad. If you
can't, like us, you will just stay inside your
house whether you are ill or not.’ (P33 - IDP)



The COVID-19 response was also reported
to have damaged the general health care
service in Hargeisa, with delays in treating
medical problems deemed to be less urgent.

‘It's affected our community, not just my
family. People are afraid to go to hospi-
tal because COIVD patients are there. The
government failed to nominate a specific
area to treat COVID-19. They nominated one
hospital, but the government hospital is for
everything, for all regions of Somaliland, for
every major disease. The people who wanted
to go to the hospital have reduced because
they know COVID patients are there; this
is also where the people go to get tested.
They made a big mistake announcing to the
people that if it's not an emergency, they

should hold on and not come to the hos-
pital for check-ups or elective operations.
Because of that, the people have been stig-
matised when seeking help in the hospitals.
This has majorly affected the people. Anyone
with communicable diseases, they have
postponed their appointments. It takes time
to rectify, already people are stigmatised.
Rather than seeking help in the hospital for
their check-ups; they're too afraid to do so.
Currently, the government hospital is trying
to change this because they understand the
number of non-COVID patients has reduced.
They are now trying to focus COVID-19 into
one hospital, including the testing of it." (P21
- Government health official)

CONFIDENCE IN THE QUALITY OF

HEALTH CARE

We asked participants, 'Which of these is
closest to describing your view of the quali-

ty of the health care in your area (not just for
COVID-19)?'.

Table 5: Confidence in the quality of health care - Mogadishu

Moderate confidence

High confidence

Don't know /

Low confidence
No answer

Table 6: Confidence in the quality of health care - Hargeisa

High confidence Moderate confidence

Don't know /

Low confidence
No answer



The answers from both Mogadishu and Hargeisa
were more aligned with regard to the respond-
ents' confidence in the quality of health care.
Only 1 participant, from the total sample of
40 participants, answered that they had high
confidence in the quality of health care in their
area. In Mogadishu, 7 participants had moder-
ate confidence in the health care in their area
compared to 5 from Hargeisa.

‘There are a lot of hospitals in my areaq, in-
cluding two government-run hospitals, Madina
Hospital and Banadir Hospital. The hospitals
have recently been rehabilitated with the help
of the private sector.’ (P1 - Government health
official)

At least 10% of Mogadishu participants explicit-
ly mentioned their fears and doubts surround-
ing the qualifications and professional conduct
of people who claim to be doctors.

'‘The quality of both the medicine and the pri-
vate medical staff need to be reviewed. At the
moment, everybody can claim to be a doctor.’
(P2 - Government employment official)

‘I do not think the quality of the healthcare
is good. There are a lot of people who claim
to be doctors but only God knows if they are
telling the truth or not." (P18 - Minority ethnic
group member)

One participant was even worried about be-
coming more ill by being prescribed the wrong
medicine.

‘I have low confidence in the medical care in
my area. | normally go to small clinics and
I worry about my health if they give me the
wrong medication. At these clinics, they don't
have professional doctors or nurses. We some-
times hear that someone has become sick be-
cause of the wrong drugs from the wrong pre-
scription.’ (P16 — Minority clan member)

Another fear regarding the quality of health
care available in Mogadishu was related to the
lack of sufficient and applicable resources and
equipment.

'We are importing medicine from unreliable
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sources. Parliament has recently passed the
medical practitioners' law and | hope it will
be enforced to ensure people’s lives and their
health are not at risk.’ (P2 - Government em-
ployment official)

The economic factor which drives private med-
ical health care facilities in Mogadishu is also an
issue; this was seen as leading to institutions
sacrificing quality for profit.

‘All the hospitals in this area are for profit; they
prioritise income and they expect too much for
the services they provide.” (P9 - Youth)

45% of participants from Hargeisa and 75% of
participants from Mogadishu reported that they
had low confidence in the quality of the health
care. Overall, participants from Hargeisa were
less confident in the quality of health care.

‘I do not have the capacity to get relevant
medical care with a suitable quality, at all. It
is all dependent on your financial capacity.’
(P35 - Minority clan member)

‘To be honest, | do not have any confidence
in the quality of the medical care in my area.
You need to cover yourself and | do not see it
improving. On the other hand, people are sta-
ble and have confidence in the COVID situation
as they were provided with awareness raising.’
(P37 - Low caste worker)

‘I have low confidence in the quality of health-
care in my area because of the shortage of
facilities and resources, and also the unskilled
healthcare professionals.’ (P28 - Woman)

The economic factor is again an influence re-
garding the quality of health care in Hargeisa.

'The quality depends on your income, to have
the options.’ (P33 - IDP)

Reported perceptions of medical profession-
als being unqualified in Mogadishu were also
a feature of responses of some of the Hargeisa
participants.

‘There is not sufficient health care, so there is
no issue to consider about the quality! Again,
there are no qualified professionals in service.



We are concerned about the medical equip-
ment which is either limited or does not meet
the necessary qualitative standards.’ (P22 -
Government employment official)

‘I have low confidence in the quality of
healthcare in my area because of the short-
age of facilities and resources, and also the
unskilled healthcare professionals.” (P28 -
Woman)

One participant indicated that they already
know what is wrong with them and that hos-
pital results do not uncover anything further.

‘We get tired when we follow up and review
the hospital tests and the result is something
we already know.’ (P38 - Minority ethnic
group member)

Following on from this distrust of medi-
cal professionals, traditional remedies as a
more effective alternative were proposed by
a small informal trader and minority ethnic

group member.

‘I don't think hospitals are that bad, you
will only know if they are bad when you go
to them multiple times. Our case it is differ-
ent, we prefer to use natural home remedies
which we have found to be so effective for so
many diseases. You can solve constipation
with warm camel milk and use ginger, black
seeds and honey for colds and allergies.’ (P36
- Minority ethnic group member)

‘I usually see the gynaecologist whenever |
go to a hospital. When that happens, it is
either expensive or they will give you a pack
of medicine and sometimes | feel like that my
body has got used to them because it is not
making any difference. When that happens
to me, | switch to natural home remedies like
ginger, garlic and black seeds; they are ef-
fective.’ (P26 — Small informal trader)

EVALUATION OF THE PHASE 1 REPORT

After having sufficient time to read or listen
to a summary of the Phase 1 report, we asked

participants to ‘Please give the report an
overall rating. Please be honest'.

Table 7: Evaluation of the phase 1 report - Mogadishu

Excellent Neither good nor poor

Excellent

Neither good nor poor

Don't know /

NARHRED No answer

Don't know /

Vi
SIYBao No answer



19 out of 20 of the Mogadishu participants
rated the Phase 1 report as 'Excellent’, with
one participant rating the report as '‘Good'
overall.

The majority of Mogadishu participants stated
that they had no suggested changes for the
report. They told us that it had informed them
much more than expected, all comments
from participants had been included, it was
the best research on COVID-19 that they had
participated in and one of the best research
projects completed in Somalia.

‘Excellent. | have read the complete report
and | wanted to tell you that your level of
understanding of the situation on the ground
is unmatched, honestly.’ (P8 - Woman)

‘This is not the only COVID-19 related re-
search | have participated in, but it is defi-
nitely the best with its simple and inclusive
approach.” (P14 - IDP)

‘I went through your report and | can say it
is one of the most amazing pieces of work
done in Somalia. Well done to you." (P2 -
Government employment official)

‘The report has given me more information
on the impact of the virus than | thought. |
mean, | already knew that it had financially
affected many people, but the impact is far
reaching according to the report. Also, the
fear it has come with is very worrying.’' (P11 -
Illiterate person)

‘I don't have much to add. I think since you
have already included everyone’s contribu-
tion to the report there are no further addi-
tions required.’ (P8 - Woman)

‘The report is very informative; it asked us
our concerns and made them known to the
rest of world.” (P12 - llliterate person)

The participant who rated the report as
'‘Good' suggested talking directly with peo-
ple we know to have been affected by coro-
navirus.
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'You could have talked to those who recov-
ered from the virus and see how they have
been financially and psychologically affect-
ed. Did they pay for their treatment, for ex-
ample? What about those who have a dead
relative from the virus, how are they feeling?’
(P7 - Woman)

Diverse participants from Mogadishu said that
the report was an inclusive one. They recog-
nised the intention to create a space where
everybody's opinion would be heard equal-
ly, including ensuring that approximately half
of the participants were women; engaging
with people from groups of society who are
not always recognised; and equally consid-
ering Somalia and Somaliland. The value of
the financial support to participants was also
endorsed.

‘The inclusive reporting makes it perfect.
Also, your financial help throughout the pro-
gram has helped me and | want to thank you
for it (P13 - IDP)

‘The report is inclusive. It tried to include the
voices of all the levels of the society, from
government level to youth, women, IDPs and
low-income individuals.” (P1 - Government
health official)

'This is an inclusive report; it included the
different levels of society. It has also tried
to capture the perspectives of the people of
southern Somalia and those in Somaliland,
to find the perceptions of every group.’ (P8
- Woman)

‘I saw that about half of your respondents
were women, which is a good thing. Women
have a lot to face and have interesting per-
sonal accounts on the hardships that they
face.’ (P3 - Government inclusion official)

‘The report gave a voice to members of so-
ciety who are underrepresented in the re-
search world. This fact alone deserves credit
and praise.” (P20 - Disabled person)

‘The report is inclusive and respectful to the



people who were interviewed. The report has
covered the feelings of people like me. It was
the first time somebody reached out to my
community for input and I'm thrilled to see
my contribution has made it into the report.’
(P19 - Rural pastoralist)

A sense of wellbeing and pride was also re-
ported by Mogadishu participants. They artic-
ulated a sense of a confidence, motivation to
participate more widely and validation from
being part of the COVIDEV research project.

‘| think it is very good and I'm very proud
to have been included in the selected group
of respondents. | have nothing more to add.
The report has helped me express my point
confidently.’ (P12 - llliterate person)

‘It is great and it was a good experience for
me; it has helped me take part in something
that | believed in.” (P14 - IDP)

‘Taking part in this research and seeing the
final report has given me confidence that |
can contribute to things that can benefit so-
ciety.’ (P18 - Minority ethnic group member)

The participants from Mogadishu made a
number of suggestions for further research.
These included going into more depth about
the health care system, engaging more with
the traditional media to disseminate the re-
port and writing a follow-up report.

‘It is good as it is, but | would suggest the
research team continue researching other ar-
eas such as access to health care in Somalia.
This has been included in the report, but |
mean | would like to see a dedicated report
on this.” (P1 - Government health official)

‘The report is good, but it would be great
to know if you are planning to write a fol-
low-up report; it doesn’t mention this now.’
(P7 - Woman)

'‘You have published the report on your web-
site, social media and other digital commu-
nication channels. However, there are many

13

people who do not have access to the inter-
net or digital media. It would be great if a
summary was broadcasted on the traditional
media to reach more people; this is not a
criticism, just a comment.’ (P9 - Youth)

'Your next consideration should be making it
reach as many people as possible including
those who do not use the internet.” (P20 -
Disabled person)

Mirroring Mogadishu, 95% of the Hargeisa
participants rated the Phase 1 report as
'‘Excellent’ with one participant giving the
report an overall rating of 'Good".

‘The report is perfect.’ (P28 - Woman)

‘I do not have any improvements to mention
here.’ (P31 - llliterate Person)

‘It is an amazing report and looks good to
me.’ (P29 - Youth)

‘It is was an excellent report because of how
it was developed, prepared, the fact that dif-
ferent participants actively participated and
that it was directed by you as researchers.
All of these things combined.’” (P25 - Small
informal trader)

‘It was the first of its kind. People were asking
and talking about the disease and this was
captured by the study at a relevant time.
Academically, there is no other study of this
level as far as | know. It will be very relevant
to refer to when responding to the impact of
COVID-19." (P22 - Government employment
official)

‘I would rate it as excellent because it is
the first of its kind, from my knowledge, on
COVID-19 in the Somali region.’ (P30 - Youth)

The main reason for the 'Good' rating was in
relation to the format of the heat maps.

‘Reading the tables was a bit tricky because
you don't know who said what, and it was
clumped together.’ (P23 - Government inclu-



sion official)

A common theme noted by the Hargeisa
participants was the diversity of the social
groups who were part of the project, and the
active inclusion which this fostered.

‘It was an inclusive study with all social
groups, which gave considerable attention
to these different groups. We worked collec-
tively and produced an excellent final report
that would will benefit all Somalis. It was a
good project that | very much liked being a
part of it." (P35 - Minority clan member)

‘'We were considered to be a part of the
study and we have the report in place; it is
a very good achievement collectively.’ (P39
- Rural pastoralist)

‘It is a recent product from a COVID-19 study
in which Somalis participated. It will be a
very useful resource for new researchers
to refer to regarding the Somali territories.
It demonstrates how people are tackling
COVID-19." (P30 - Youth)

'The diversity of the participants was unique,
showing different experiences and different
impacts.’ (P38 - Minority ethnic group mem-
ber)

‘I appreciated that the report captured the
prevention practices both in Mogadishu and
in Hargeisa. | also appreciated the differ-
ent views of Mogadishu and Hargeisa par-
ticipants on the diaspora. You see, those
in Mogadishu did not believe the diaspora
would contribute to the virus spreading while
those in Hargeisa had a negative view of the
diaspora. It demonstrates the different con-
texts of the two major cities of Mogadishu
and Hargeisa.' (P30 - Youth)

A diverse selection of Hargeisa participants
including an IDP, a minority ethnic group
member, a young person and a government
health official expressed the view that having
the profiles of all the participants was a very
useful and positive feature.
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‘The report was very good; it was good to
learn more about the people who took part
in this project and learn about their stories.’
(P29 - Youth)

'‘The fact that the report had profiles and
stories, giving me the chance to learn more
about the people who took part, was really
useful. The data interpretation was excellent
as well." (P21 - Government health official)

‘| think the report is perfect. | read it on my
phone, and it was very interesting to read all
the stories and how collecting all this data
can then turn into a beautiful report like this
one.' (P33 - IDP)

"To learn more about Somalis in general was
very interesting; reading everyone's story -
it really touched me. I liked how most of the
text in the report came from the participants
who took part in the process.’ (P38 — Minority
ethnic group member)

The consideration given to the participants
was also referenced positively, with the pro-
ject ensuring that the participants' voices
were not only heard but were the main voices
heard. Participants endorsed our creation of
a space for everyone to be able to contrib-
ute based on their individual situation. Also
endorsed was our inclusive practice of read-
ing out the report to participants who cannot
read.

‘I really appreciate you taking the time to
read the report to me, nobody has done that
before.” (P31 - llliterate Person)

‘I have read so many reports on COVID-19
and | have never seen a report that is almost
95% of what the participants said, this is re-
ally positive.’ (P28 - Woman)

Two Hargeisa participants emphasised that
the report will be a useful reference point for
future research, regarding both COVID-19 and
the lives of Somalis.

‘I have shared it with my acquaintances and




if some people need to know specifically
what our lives were like during the pandem-
ic, this would be a good reference for them.’
(P33 - IDP)

‘It will be a very useful resource for new re-
searchers to refer to in regard to the Somali
territories. It demonstrates how people are
tackling COVID-19." (P30 - Youth)

Various suggestions were made for further
research, including increasing the number
of participants, increasing the level of dis-
semination, further dividing the contexts of
Somalia and Somaliland and comparing levels
of education to responses.

‘Also, | would love to have seen if the level of
education made a difference to the opinion.’
(P23 - Government inclusion official)

DISSEMINATION

We asked the participants to tell people
about our project, but only if they were com-
fortable to do so. Suggestions we made in-
cluded telling people about how the project
was conducted, the report and the partici-
pants' role in it. It was completely up to the
participants on how to do this, whether that
was talking with family and friends only, post-
ing on social media or talking with journalists.
This approach is part of our co-production
method in that it gave participants real con-
trol over the dissemination process. It is also
part of our inductive method, that is, learning
and research by gathering in observations of
what participants choose to do or not to do.
Finally, it underlines our commitment to in-
clusion; people who would otherwise have
been excluded from learning about the report
if only more formal and centralised dissemina-
tion methods were used were included.
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‘I would suggest increasing the dissemination
as much as possible. We should deliver the
report to the maximum of number of people
because it is very important.’ (P30 - Youth)

'Yes, | would suggest that the different con-
texts of Somalia and Somaliland should be
separated because the participants demon-
strated very different perspectives. It is possi-
ble that in some areas people may not know
very much about COVID-19, the precaution
practices may be different. So, | would argue
you separate the different, extreme contexts
of the two territories.’ (P34 - IDP)

‘Increasing the number of the participants
would have been good; there are only 40
at the moment.” (P21 - Government health
official)

The majority of Mogadishu participants was
able to disseminate the report and discuss
the project with friends, family and their wid-
er networks. However, due to busy schedules
a minority of participants was not able to do
this. Other networks included housemates,
co-workers and colleagues. Social media,
specifically Facebook and WhatsApp, were
the online tools used for this. The verbal
summary which we gave over the phone to
participants who were not able to read the
report were also further utilised, with one par-
ticipant recounting it over the phone to their
grandmother.

‘I shared the report with my WhatsApp con-
tacts and with my Facebook friends.” (P1
Government health official)

‘I forwarded the documents and the links to
my friends, co-workers and relatives.” (P2 -



Government employment official)

‘| forwarded the link to my housemates and
colleagues.’ (P4 - Telecoms employee)

‘| told my family members about the report,
but | did not have the time to tell anyone
beyond that. | told them that | have contrib-
uted to this report and it was telling about
our lives and situation.” (P6 - Small informal
trader)

‘I gave the [verbal] summary you told me
to my sister in Dafet.’ (P11 - Illiterate person)

‘I am often busy these days, but | have man-
aged to tell some small details about the re-
port to a couple of relatives.’ (P15 - Minority
clan member)

‘| was very busy so was not able to talk about
it with people.’ (P17 - Low caste worker)

‘I told my grandmother about the report.’
(P18 — Minority ethnic group member)

The Mogadishu responses from sharing the
report with people outside of the project
were very encouraging. A woman and rural
pastoralist were congratulated for being a
part of the project, both also citing positive
feedback. It was reported that the people
have continued to share the report with their
wider networks as well, stating that they en-
joyed reading the report; with one person
making a further engaged response about
the profile photos.

‘They are positive about the report and they
congratulated everyone who took part in it.'
(P19 - Rural pastoralist)

‘People were overwhelmingly positive and
have congratulated me for my role in the re-
port as a respondent.’ (P8 - Woman)

‘Every person who has seen the report has
contacted me and told me they enjoyed
reading the report. Someone asked about
the rural photo of my profile and has joking-
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ly asked me if | am planning to retire there.’
(P9 - Youth)

‘Engineers do not read a lot but some of
them showed some interest.' (P4 - Telecoms
employee)

‘My family were aware that | was taking part
in this project and that | was been paid every
time. They love your project anyway.’ (P5 -
Small informal trader)

‘People were supportive and positive.” (P20
- Disabled person)

‘They have reshared it with their peers.’ (P2
- Government employment official)

Asking the Mogadishu participants what they
thought about being asked to tell people
about the report and the project, as well as
requesting feedback on how it was received,
highlighted two main themes. The first was
that the project was a collective and inclusive
one, meaning the participants were involved
in each stage. Secondly, the participants have
different and far-reaching networks, including
large social media followings, which should
be utilised to disseminate the findings as far
as possible.

‘The feedback is important to you because
the report is a collective work, and every-
body has contributed to it." (P18 - Minority
ethnic group member)

‘Because every one of us has taken part in
the project you want to make sure every re-
spondent also spreads the news of the re-
port." (P19 - Rural pastoralist)

‘This is because the feedback is important to
you and will give you more ideas to improve
the report or other similar reports you make
in the future.’ (P20 - Disabled person)

‘I think because you know that every one of
us knows many people, you want to reach
those people as well. Also, you want to know
how these people responded.’ (P15 - Minority



clan member)

‘I have a large number of followers on social
media, and | am glad to do what | can to
make sure our efforts reach more people, in-
cluding people who might have the resourc-
es to help the people.’ (P10 - Youth)

‘It is great to spread the news of the report,
of the hard work you have put into it, and
you have done good work by asking the
respondents to share it. Every respondent
has many friends and family members who
can further promote this useful report.’ (P8 -
Woman)

‘It is normal to ask friends for some help. If |
were in your position, | would do the same.’
(P3 - Government inclusion official)

The majority of Mogadishu participants were
very happy with the project overall and did
not have further suggestions for changes.
However, there were some very useful points
which included using analytical computer
software to assess the performance of the
report, translating the report into Arabic to
facilitate further access and using traditional
media outlets including print, TV and radio for
further dissemination.

'You have done everything that | learned in
communications by sharing the report on
your organisation’s social media, as well as
asking friends and those who participated in
the report to make the report known to more
people. By the way, | would like to thank you
and commend the excellent work you have
done; | hope you will do more great reports
like this on Somalia and Somaliland.” (P10 -
Youth)

'Word of mouth is the best way to spread
news and you have done a great job asking
the participants to spread the news.’ (P1 -
Government health official)

‘I think you can also translate the report
into Arabic if possible.’ (P18 — Minority ethnic
group member)
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‘I would suggest that you use more chan-
nels such as print media to reach more peo-
ple. Well done to you and congratulations
for completing this wonderful work." (P20 -
Disabled person)

‘It is worth sharing segments of the report or
a summary of it on radios and TV if possible.
There are people who do not have internet
connection but who still have some interest
in the report.’ (P9 - Youth)

You could use analytical programs, such as
Google Analytics, to see how the report is
performing.' (P4 - Telecoms employee)

Most Hargeisa participants also shared the
report with and described the project to
their friends and family, as well as discussing
it with people who were curious after having
overheard the phone interviews that we had
conducted. Social media including Twitter,
Facebook and WhatsApp were all mentioned
as methods of dissemination, with one young
person also sharing soft copies. A minority
ethnic group member described the project
to both the Syrian and Yemeni communities
in Hargeisa. Images of their own photos and
profiles were also used by participants to cir-
culate information on the project.

‘I told all the Yemeni and Syrian commu-
nity in Hargeisa about you. We have this
WhatsApp group and | used it to send them
all the text messages and news that we have
exchanged. | have also shared the paper
with them through WhatsApp and they were
really happy thar | took part in this." (P38 -
Minority ethnic group member)

‘I sent your report to a friend of mine who is
actually researching this topic. He couldn’t
get enough data to read, he studies Public
Health, and this will be very useful for him.’
(P33 - IDP)

"I told my family members about what was
written in the report and also the whole pro-
ject; they were really happy for me that | was
part of such a process.’ (P29 - Youth)



'l told some friends about you and your pro-
gramme. Also, | spoke with the people who
sell vegetables next to me because they used
to hear me whenever you and | were talking
to each other, so | told them how helpful you
were to me.' (P26 - Small informal trader)

‘I shared the research report on social me-
dia platforms such as Twitter, Facebook and
WhatsApp.' (P21 - Government health official)

‘| talked with others in my communal cluster
here in the rural area. It was amazing and
good work." (P39 - Rural pastoralist)

‘| took a screenshot of my profile/picture and
I have sent it to them.’' (P31 - llliterate person)

The responses to those the Hargeisa partici-
pants engaged with were wholly positive. A
number of participants reported that some of
the people who had been told about the pro-
ject said that they then felt better informed
about the COVID-19 situation in general, as
well as stating that it was a very relevant time
to be releasing the report. The dissemination
process has created interest for people in
Hargeisa, with at least two participants stat-
ing that other people wanted to be involved
in future, similar projects.

‘'When | asked them about their feedback,
they said that they learned many things from
the report that they did not know. There was
enough data about the disease, how to pre-
vent it, its impacts on livelihoods and social
perceptions.’ (P30 - Youth)

‘So far they all were positive, they said that
it is a wonderful study.’ (P22 - Government
employment official)

‘They responded positively, and they liked it.
They said it was good work. They said that
the COVID-19 project was good, and they
appreciated it.' (P27 - Woman)

‘Their feedback was positive, and they liked
the project. They underlined the relevance of
the project at this particular time.’ (P37 - Low
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caste worker)

‘They were delighted and appreciated it
very much, as well as wishing they could be
a part of it too.’ (P39 - Rural pastoralist)

‘They were very interested and asked to be
included in the future. They liked getting to
know about the project.’ (P40 - Disabled per-
son)

‘Some readers were surprised and welcomed
the fact that the participants represented
different sections of the community. This is
what makes it so inclusive and reflects the
situation of the people living in Somalia
and Somaliland. One reader was saddened
by the plight of the poor due to the effect
of COVID-19, while another liked hearing
the voices of marginalised people.” (P21 -
Government health official)

We asked the participants what they thought
of us asking them to tell people about the
report and the project, as well as request-
ing feedback on how it was received. The
Hargeisa participants responded with great
appreciation, stating that it demonstrated
that the project team cared not only about
the project but also the participants. It was
also highlighted that not many other organi-
sations approach their work in this way.

‘I think that it is an amazing thing to do. |
remember you mentioning it to me on our
last call, but I think that this is really caring, it
means you want us to be involved in the pro-
cess.’ (P38, Minority ethnic group member)

‘I can understand you checking our feedback
as I'm sure you want to feed this informa-
tion into your report; this is a clever idea and
most of the reports are lacking this aspect.’
(P33 - IDP)

‘| think it is a very nice thing of you to do; it
shows that you care about people and you
want to help them.’ (P29 - Youth)

‘There should always be these two sides,



even though most of the organisations who
create publications don’t do stuff the way
you do; you did more engagement and had
more interaction. The result is something that
is going to benefit everyone.’ (P28 - Woman)

‘You haven't been taking up too much of my
time and you are paying me; thank you so
much for that.” (P26 - Small informal trader)

‘I personally think that it's okay and rea-
sonable for you to ask us to share the re-
port, as the number of readers will increase,
and more people will have access to it. It
wouldn't make sense to just write a report
and only have a set number of people read
it - that would defeat the purpose of it." (P23
- Government inclusion official)

‘It is a good idea to ask for feedback and
know the readers' points of view of the re-
port. | believe it is the way of improving and
moving forward.” (P21 - Government health
official)

The Hargeisa participants made various ex-
cellent suggestions about how to approach
any future extension of the project should
it be possible. The ideas included, for when
COVID-19 poses less of a risk, distributing
soft copies of the report and then hosting an
event where people can discuss the content
in person. Other good ideas were focusing on
the education and health of poorer families;
widening the project to include more people,
experts and a more global reach; and using
billboard to publicise the work.

‘I would suggest holding an event meeting
for the report, giving copies out to the par-
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ticipants ahead of time and then having a
forum. Discussions would take place with de-
bates, feedback and face to face meetings.
Some might present a comment that they do
not want to write somewhere now, but that
would be very suitable. (P22 - Government
employment official)

‘I would suggest you extend the project, cov-
ering a larger area than we did now, and
reach out to larger groups in society because
it was very good work and you need to ex-
tend it." (P25 - Small informal trader)

‘Focus further into the issues of COVID-19,
particularly the education and the health
aspect, to which | would give special con-
sideration. | emphasise that the education
and health of poor families should be given
consideration by actors.’ (P27 - Woman)

‘Develop the project into more of an open
platform on COVID-19 and the Somali con-
text. Have a more global level, engage as
many experts as possible, address contin-
vous programmes about COVID-19 where
people will have equal access.’ (P30 - Youth)

‘Give consideration to the humanitarian as-
pect, for those suffering who do not even
have something to cook for one meal a day.
| would argue for supporting those people
that need help.’ (P32 - llliterate person)

‘Enhance the visibility of the project by in-
stalling billboards to increase the project's
influence.’ (P34 - IDP)



DISCUSSION

District level response to
COVID-19

The participants' perceptions of district lev-
el responses to COVID-19 were different in
Mogadishu and Hargeisa. The preponderance
of Hargeisa participants viewing the response
in a positive light compared to the majority
of Mogadishu participants who reported that
it was not good enough and often not visible
at all.

Mogadishu participants reported that, rather
than a localised district level response, the
FGS was more prevalent in leading actions
to combat the virus. It was stated that local
officials did visit the districts in Mogadishu
during the COVID-19 response, but their input
was not particularly felt after the visits. This
highlights an initial desire and push to com-
bat COVID-19 on the part of local authorities,
but a possible lack of resources or commit-
ment to follow through.

Participants from Hargeisa had a more en-
couraging perception of the local district
response. They highlighted the intensified
awareness raising programmes that were
instigated across the city. Participants felt
that, through various awareness raising initi-
atives, they were in some respects well pre-
pared for dealing with COVID-19. This was the
case in relation to a deeper understanding of
hygiene practices, the importance of social
distancing or the use of face coverings. This
facilitation of knowledge allowed people in
Hargeisa to take ownership of their safety,
fostering a sense and a reality that it was the
citizens who were actively taking measures
to prevent the disease. However, the less
common perception that it was the people
rather than the government promoting and
adopting the required precautions did lead to
responses suggesting that the local authori-
ties in Hargeisa could have done more.
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Perceptions of a COVID-19 response
were those of urban participants for both
Mogadishu and Hargeisa. The rural pastoral-
ist participants from both locations reported
that the COVID-19 response did not reach the
more remote areas whatsoever. This suggests
a targeted approach in the cities, where the
highest concentration of people is found,
coupled with a sense of neglect for those res-
idents living in the countryside; areas with a
lack of government support and health infra-
structure to start with.

Access to health care

Regarding access to health care, the Hargeisa
and Mogadishu participants tended to be
aligned in their responses. Rural pastoralists
and small informal traders found it particularly
hard to access health care. Those in rural are-
as do not have available health care facilities
close to them. This pattern is similar to the
views expressed about district level respons-
es to COVID-19. It underlines the point that
medical care is focused in the more populous
urban locations.

Participants reported lack of financial capaci-
ty as one of the biggest barriers to being able
to access health care in Mogadishu. Whether
going to a public or a private health facility,
payment is expected for services. This means
that people with very little means, and with
incomes that have since been reduced further
due to coronavirus measures, are often una-
ble to access the health care that is available.

To pay for their required health care, a small
number of participants reported relying on
relatives abroad. However, this was depend-
ent on the relatives' current situation and,
as discovered in the Phase 1 report, with
COVID-19 restrictions also in place in other
countries, members of the diaspora are in less
of a position to be able to support relatives
back in Somalia and Somaliland.




To help people who have been affected by
COVID-19 both economically and health-wise,
a government health official, young person
and minority clan member all stated that
there had been a move toward providing free
health care for patients specifically affected
by COVID-19. Despite this positive step, it was
reported that free health care was neither re-
liable or accessible, apart from in relation to a
specialist unit focused on maternal and child-
care unrelated to the coronavirus response.

Hargeisa participants reported less access
to major health care services, with a similar
number of participants to Mogadishu near-
ly always unable to access any health care.
Finances were again a major barrier to being
able to access health care in Hargeisa, with
fees at almost every level of service. Initial
registration fees were reported to take up a
large amount of money, before patients are
even able to get any tests, results or medica-
tion. Inequality was highlighted even further
by a minority clan member and IDP stating
that people with enough money would travel
abroad for their health requirements, rather
staying in Hargeisa to be treated.

The approach in tackling COVID-19 in Hargeisa
was also reported as to be negatively affect-
ing other health care services there. One of
the measures introduced by the Somaliland
Government, to reduce contact between car-
riers of the virus and the general population,
was to announce that elective operations and
minor surgeries and health issues should be
postponed wherever possible. This has led
to people with underlying health issues be-
ing neglected, as well as fostering a wider
growth in fear about entering hospitals and a
stigmatisation of those having, or suspected
of having, COVID-19.

Confidence in the quality of
health care

As with the access to medical care, the
Mogadishu participants reported that a per-
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son's financial capability influences the qual-
ity of health care that they have available to
them. This inability to access good quality
health care due to financial barriers saw the
majority of Mogadishu participants respond
that they had either moderate or low confi-
dence in the quality of health care.

Doubt surrounding the quality of health care
was not only related to money. Participants
suggested that often people claim to be
doctors when they do not have the requisite
qualifications, leading to a low-quality service
even when paying. Such problems demon-
strate the need for standardisation of medi-
cal practices, including medical boards that
can provide benchmarking, accountability
and transparency in relation to the quality of
health care.

This doubt in medical professionals is also ex-
tended to medical resources and equipment
in Mogadishu, with participants stating that
the equipment and medicine is not sufficient.
One participant even feared that they may
in fact get more ill by taking the medicine
prescribed to them. The doubt in quality in-
tensifies these fears and reduces access to
health care even further.

Hargeisa participants echoed these fears of
unqualified doctors operating in the area.
A small informal trader and minority eth-
nic group member both reported that they
were more likely to use traditional medicines
and remedies rather than trusting doctors in
Hargeisa and the medicines that they pre-
scribe. This was not only out of doubt sur-
rounding the legitimacy of the doctors, but
also out of the belief that traditional remedies
are more effective than prescribed drugs. A
financial incentive is also apparent for using
traditional remedies, which are much cheaper
than pharmaceuticals.

The belief that traditional remedies are more
effective than drugs also links to the avail-
ability of resources. Phase 1 reported that
Personal Protection Equipment (PPE), oxygen



and other medical supplies were often not
available for health professionals for citizens
in Hargeisa and Mogadishu. The resources
that are available are not always of a high
standard or in date, leading to the view that
alternative therapies are better.

In Hargeisa and Mogadishu, it is clear that
people do not trust the quality of health care
that is available to them. Proper licensing and
assessments of both health care profession-
als and the equipment which they use would
work toward altering this for the better.

Evaluation of the Phase 1 re-
port

95% of participants rated the Phase 1 report
as 'Excellent' and the remaining 5% rated it
as 'Good'. This demonstrates success in ena-
bling representation of a wide range of peo-
ple from different parts of society in Somalia
and Somaliland.

Inclusivity and wellbeing were two prominent
themes which were uncovered when discuss-
ing the Phase 1 report with the Mogadishu
participants. The rural participant from near
Mogadishu reported that this project was
the first time that his community had been
contacted to discuss its opinions — indicating
the importance of including rural communi-
ties in research. One minority ethnic group
member from Mogadishu told us that their
participation in the project had given them
the confidence and understanding that their
views and opinions can benefit wider socie-
ty. This demonstrates an extended benefit of
working with people whose voices are often
not heard.

Suggested ideas included a more target-
ed dissemination approach with traditional
media outlets, rather than online ones. We
knew that a minority of the participants did
not have access to the internet; to address
this initial barrier, we called them and read
the report to them. It was an active decision
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to not provide hard copies at this juncture,
due to the coronavirus risks which accompa-
ny physical contact.

The inclusion of different groups from Somali
society, which was ensured through the di-
verse selection of people who are not nec-
essarily part of the standard conversation,
meant that the participants felt represented
within the project. The interaction between
participants, facilitated through focus group
discussions during one of the later rounds
of questions, created further relationships
and the participants were very keen to hear
the perspectives from other parts of society.
This was enriched further when the partici-
pants recognised a lot of similarities in not
only their opinions, but also their situations in
dealing with coronavirus in the two different
locations The participant profiles included at
the beginning of the Phase 1 report under-
lined the human element which the Hargeisa
participants related to well.

Specific participants, such as the Hargeisa
rural pastoralist, emphasised how important
to them it was to be invited onto the project;
this echoed the sentiments of the Mogadishu
rural pastoralist. The recognition of people
living in these more rural areas, coupled with
the reporting of a lack of government interac-
tion there, was noted to be unique; they had
never been offered a similar opportunity prior
to our project. This was further recognised
with the researchers contacting participants
and reading the report to them when they
were not able to read it themselves. Whether
this was due to no internet access or being
unable to read, the sense of inclusion report-
ed highlighted that participants did not feel
excluded during the process.

Two main suggestions made were to include
more participants and disseminate the report
further through traditional media. In future
research we would like to include more par-
ticipants, and the dissemination of both the
Phase 1 report and this Phase 2 report will



continue in the meantime, including through
traditional media. Another suggestion was to
provide more disaggregation of responses,
which is something we would be happy to
do in future.

One Mogadishu participant suggested en-
gaging with people ill with COVID-19, or
those who have recovered. This is an ex-
cellent suggestion, and one we are keen to
follow up on to explore COVID-19 journeys
in terms of physical and mental health, live-
lihoods and inclusion. The issues of fear and
stigma would require appropriate handling.
In some cases, anonymisation would be re-
quired. However, some people in Mogadishu
have been willing to be filmed talking about
having had COVID-19 to try to reduce the fear
and stigmatisation of those who have had the
disease.

Dissemination

We asked the participants in both locations
to disseminate the report amongst their net-
works. We did this deliberately to ensure a
co-produced, inclusive approach to all stag-
es of the project. This required us to be sure
that everyone was involved in the process in
whichever way they felt comfortable and to
opt out if that was their preference. To en-
gage with research participants on such an
interactive level is an unusual method which
promotes inclusivity and openness. It con-
trasts with the more common approach in
which participants are excluded once data
has been gathered. Our inclusive approach
was developed to engage participants fur-
ther, develop a genuine sense and reality
of ownership, increase the number of peo-
ple who can benefit from the research and
subsequent findings, and engage with those
who would usually be excluded from dissem-
ination. As we are endorsing the concepts of
sustainable development and building back
better, we must ensure that research projects
in Somalia and Somaliland do not have the
flaw of communities that are supposed to
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benefit from research never seeing or having
any means of influencing or feeding back on
the research output.

The Mogadishu participants were very
pleased to be asked to share their experienc-
es of the project and the final report with their
peers and relations. The networks which they
mentioned included friends, family, co-work-
ers, housemates and colleagues and the main
methods of dissemination were through so-
cial media, word of mouth and phone calls. A
few participants were not able to participate
in our time frame due to prior commitments
but can still choose to tell others about the
project and the report when convenient for
them. The fact that people from so many so-
cial categories were keen to share the report
is indicative of its inclusivity and of the val-
ue of the information to many different so-
cial groups. When we asked the Mogadishu
participants about what they thought of our
approach to dissemination, one of the most
common answers was that it was more ev-
idence of the inclusiveness of the project;
hence the participants verified that we had
achieved this central goal in our work.

The feedback received from the participants'
contacts in Mogadishu was congratulatory.
This reinforces our view that research should
aim for inclusive co-production of dissemina-
tion. Some of those contacted by participants
stated that they had shared the report fur-
ther, demonstrating again the value and reach
of involving participants in dissemination.

We asked participants about how we could
improve reporting in future. One suggestion
was to also have a version in Arabic as well
as Somali and English to cater for refugees to
Somalia from Arab countries. This would make
the report more accessible to some of the
most marginal people in the country. Another
useful suggestion was that we could use soft-
ware such as Google Analytics to evaluate on-
line accessing of the report. Further embrac-
ing technology in this manner would create a



new level of benchmarking for dissemination,
allowing the project team to track the pro-
gress on a more granular level.

The Hargeisa dissemination was responded to
positively by all participants in relation to the
process, the response from others and the
understanding of our approach. Some of the
Hargeisa participants used their access to the
internet and social media for dissemination,
such as Facebook and Twitter. WhatsApp was
also used to circulate the report and snippets
of the report such as photos and participant
profiles, to groups of people including the
Syrian and Yemeni communities in Hargeisa.
When participants were not able to share in-
formation online, they engaged with relatives,
friends and neighbours to tell them about the
project. One participant printed off soft cop-
ies of the report to distribute to his network.
The small informal trader discussed the work
with other vegetable traders who had over-
heard the phone interviews; this is a vivid of
how our approach to dissemination touched
the lives of people who would otherwise nev-
er have heard about the work. Such people
are important audiences and yet are usually
never even considered. This immediate and
active engagement demonstrates pride and
proprietorship from the participants; they
wanted as many people as possible - with-
in and beyond their social group - to know
and understand the COVIDEV project, and to
know that they as individuals had been inte-
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gral to the process.

The response from the participants’ networks
in Hargeisa was again wholly positive, with
participants reporting that other people
would like to be involved in future projects
like this. The encouraging reactions from wid-
er networks reinforces the idea that engag-
ing with communities directly and inclusively
is beneficial and appreciated. The fact that
people also said that the report had provided
them with new knowledge on COVID-19, as
well as a better understanding of other peo-
ple's situations in Somalia and Somaliland, is a
helpful and constructive result. The Hargeisa
participants were very appreciative of being
asked for feedback on both the report and on
other people's responses. They reported that
it showed a caring side of the project whilst
ensuring as many people learned about the
report as possible.

Further suggestions from the Hargeisa partic-
ipants included a launch event of the report
for community discussion and focusing fur-
ther research on disadvantaged groups and
how their health and education had been
affected by COVID-19. This indicates the
thoughtful and compassionate side of the
Hargeisa participants, whilst also showing
the importance that the project has for them
and their desire to disseminate and explore
the topic further through research using the
approach we have implemented together.




CONCLUSION

Phase 2 of COVIDEV has highlighted various
new findings which can be utilised in the fu-
ture for more effective responses to health
care emergencies in Somalia and Somaliland,
whilst taking into account the concepts of
sustainable development and building back
better.

Key finding: COVID-19 response at the urban
district level in Mogadishu was mostly lacking
but more effective in Hargeisa: this reversed
the pattern found in our Phase 1 report.

Key finding: /In rural areas for Mogadishu
and Hargeisa there was almost no COVID-19
response: this was the same as the pattern
found in our Phase 1 report.

The participants saw district level COVID-19
response in Mogadishu during the Phase
2 reporting period of late July as distinctly
lacking, with few actions taken. To encour-
age further confidence in the authorities, we
recommend more active community-level
engagement, and especially action to sup-
port disadvantaged groups such as IDPs and
poorer families. In Hargeisa, the appreciation
of raising awareness on precaution practic-
es was high; continuation of this approach
would be valuable but still needs to be sup-
plemented by material support for incomes.
Rural communities were neglected in both
the Mogadishu and Hargeisa areas; any re-
sponses implemented in urban areas should
also be implemented in more remote areas.

Key finding: Access to medical care in
Mogadishu and Hargeisa is fundamentally
inadequate: being wealthier helps but is no
guarantee, especially in Hargeisa.

Key finding: For most, access to minor health
care is all they manage, and for a large mi-
nority access to even minor health care is
nearly always impossible.
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Key finding: Confidence in the quality of
health care in general in Mogadishu and
Hargeisa is low, especially in Hargeisa: be-
ing wealthier helps a little rather than fun-
damentally.

Access to health care in Mogadishu and
Hargeisa was influenced by participants' fi-
nancial resources. The requirement to pay for
even the most limited health care often put
people off using medical services. However,
access to major health care is difficult, espe-
cially in Hargeisa, even when someone has
the necessary funds due to sheer lack of facil-
ities. Doubts about the ability of medical pro-
fessionals and the resources available to them
were also widespread; more investment in the
health sector in both Somalia and Somaliland
is an urgent necessity, as is proper regulation
and assessment of ability to work as a medi-
cal professional. The COVID-19 response has
deterred many people from using hospital
facilities, even when advertised as free, and
the the fear and stigma surrounding infection
should also be addressed to help remedy this
reaction. Again, rural residents outside of the
cities had far less access to health care than
anyone else.

Key finding: Involving participants from so-
cially excluded categories to work with re-
searchers on all stages of research is desir-
able as well as practical - it improves the
quality of the research, gathers insights that
would otherwise have been missed, and em-
bodies the inclusiveness necessary for sus-
tainable development.

Key finding: The comprehensive success of
our inclusive dissemination process demon-
strates that it is not too difficult for even il-
literate people who have never had any for-
mal education to engage in dissemination of
rigorous research. It also demonstrates that
there is a great deal to be gained from inclu-
sive dissemination.



95% of all participants rated the COVIDEV
project as 'Excellent’, the highest possi-
ble rating, and the remaining 5% rated it as
'‘Good'. This very high level of satisfaction
was due to the value participants attached
to their active involvement at every stage of
the project. The ownership that was provided
through our methodology meant every par-
ticipant responded positively. It also result-
ed in many participants offering constructive
ideas for further work, including engaging
with people who either currently have coro-
navirus or have recovered; this is a stream
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of research that the COVIDEV team intend
to engage in. Participants often found that
they were congratulated for being a part of
the project when they told others about it
and generated expressions of desire from the
participants' networks to also want to be in-
volved with similar projects in the future. The
approach taken in the project suggests a way
forward not only for research but for the in-
clusiveness that is vital for development to
be sustainable.
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