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A B S T R A C T
Background There is limited data on the diagnosis and treatment practice of patients in internal medicine 
clinics in Somalia. The present study aims to evaluate the diagnostic distributions, demographic characteristics 
and clinical outcomes of inpatients treated in the department of internal medicine at our hospital.
Material and Methods The demographic characteristics, diagnoses, lengths of hospital stay, and mortality 
rates of patients hospitalized between January 2017 and June 2019 at the Department of Internal Medicine 
of the Turkey Recep Tayyip Erdogan Somalia Mogadishu Training and Research Hospital (service and 
intensive care) were evaluated.
Results A total of 3,246 patients, 1,759 (54.2%) males and 1,487 (45.8%) females, with an average age of  
50.82±19.25 (18-101) years, were included in the study. While 76% of the patients were followed up in the 
general internal medicine service, 13.3% were monitored in the general intensive care unit and 10.7% in the 
emergency intensive care unit. When the indications for hospitalization were evaluated, the most common 
causes of hospitalization were chronic kidney disease (CKD) (29.4%) and acute kidney injury (AKI) (14.8%) 
and the internal problems associated with these conditions (electrolyte imbalance, hypervolemia and acid-
base balance deterioration). Other important internal diseases requiring hospitalization were diabetes mellitus 
(DM)-related conditions (11.9%), anemia (5.2%), hypertensive (HT) emergencies (3.5%), gastrointestinal 
diseases (4.2%) viral hepatitis (2.1%) cases, conditions that required cancer-related hospitalization (3.6%), 
infectious diseases (3.3%), cardiovascular diseases (CVD) (3%), and other less frequent causes.
While 2,714 (83.6%) patients were discharged, 510 (15.7%) patients died and 22 (0.7%) patients left the 
hospital of their own accord. The mortality rates of the patients were found to be 38.6% in the general 
intensive care unit, 35.9% in the emergency intensive care unit and 25.5% in the general internal medicine 
service. Higher mortality rates were found in emergency and general intensive care patients compared to 
patients in the internal medicine service [OR: 7.4 (5.7-9.7), OR: 10.4 (8.2-13.3), respectively, (p<0.001)].
Conclusions It was determined that the majority of inpatients evaluated at the Turkey Recep Tayyip Erdogan 
Somalia Mogadishu Training and Research Hospital had preventable and treatable diseases in the early 
period. In the health system, which primarily aims to treat patients under current conditions, the development 
of primary care treatment plans in the future may deliver a significant decrease in mortality and morbidity 
rates by reducing the frequency and severity of CKD, DM, HT and CVD. There is a need for new and 
inclusive scientific studies in Somalia on this subject.
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Introduction

It has still not been possible to establish an 
adequate public health system in Somalia following 
decades of  political turmoil, wars, poverty, and 
starvation. Infectious and parasitic diseases, 
especially malaria in infants and tuberculosis and 
cholera outbreaks in adults, are still important 
causes of  death in this country. The lack of  a 
competent and strong central government capable 
of  providing adequate health system facilities has 
led to significant growth in the country’s private 
health system. However, fees paid for health 
services make the sustainability of  private health 
services impossible in a country where poverty 
is so prevalent. In recent years, with the help of  
foreign countries and international organizations, 
significant strategic gains have been achieved in 
this regard, resulting in the provision of  equitable, 
affordable and effective basic health services for 
the general population.

Turkey has been offering inpatient and 
outpatient care services at Turkey Recep Tayyip 
Erdogan Somalia Mogadishu Training and 
Research Hospital (SMTERH) since August 2014, 
to help the people of  Somalia in this regard. The 
hospital, which was brought into service with 201 
beds, now has a total of  240 beds and undertakes 
not only the important task of  patient treatment, 
but also the training of  physicians and other 
healthcare professionals. Patients treated by the 
internal medicine service and intensive care units 
of  the hospital are mostly those who have chronic 
illness-related complications because they cannot 
benefit from basic and preventive health services.

The present study aims to evaluate the diagnostic 
distributions, demographic characteristics and 
clinical outcomes of  patients receiving inpatient 
treatment at the SMTERH Internal Diseases 
Clinic.

Material and Methods

In the study, the data of patients aged 18 and 
over, who were hospitalized between January 2017 
and June 2019 at the SMTERH Internal Diseases 
Department, were obtained by retrospectively 
scanning the patient files. Information on patients’ 
comorbid diseases was obtained from the patient 
files. The presence of documentation on drug use in 

the previous year was considered sufficient for the 
diagnosis of hypertension (HT), diabetes mellitus 
(DM), and chronic obstructive pulmonary disease 
(COPD). Electrocardiogram, echocardiography, 
and cardiology clinical notes of patients in the 
previous 3 months were received for the diagnosis 
of heart failure (HF). Indications for admission to 
the inpatient clinics or intensive care units were 
recorded for metabolic acidosis, hypervolemia, 
hyperkalemia, severe uremic symptoms, and 
other causes (gastrointestinal bleeding, emergency 
surgical interventions, cerebrovascular event, and 
labor, etc.). The diagnoses of the patients were 
confirmed by the responsible internal medicine 
physician and the admission diagnoses were 
recorded as the first diagnoses.

Patient Follow-up
While the follow-up processes and treatments 

of the patients were managed by the responsible 
internal medicine physician during their stay in 
the hospital, the patients taken to intensive care 
units were followed up by the internal medicine 
physicians and anesthesiologists. Patients who 
needed hemodialysis due to renal failure were 
hemodialyzed with a temporary and/or permanent 
tunnel catheter in the hemodialysis (HD) unit of 
our clinic. In the case of non-invasive and invasive 
mechanical ventilation, patients were followed up 
in intensive care units. Patients in need of palliative 
treatment, analgesia and nutritional needs were 
given a temporary central venous catheter when 
necessary. COPD and heart failure patients also 
received oxygen and diuretic treatment in the 
internal medicine clinic due to the lack of relevant 
specialists.

Statistical Analysis 
The SPSS 26.0 (IBM Corporation, Armonk, 

New York, United States) program was used to 
analyze the variables. The conformity of univariate 
data to normal distribution was evaluated with the 
Kolmogorov-Smirnov test. The Mann-Whitney 
U (Exact) test was used along with the Monte 
Carlo results to compare two independent groups 
according to the quantitative data. In comparing 
categorical variables with each other, the Pearson 
Chi-Square test was used with the Exact and Monte 
Carlo Simulation method and the Benjamini-
Hochberg corrected p-value results were used in 



comparing column ratios with each other and the 
results were shown in the table. The odds ratio was 
used with 95% confidence intervals to show how 
many times those with a risk factor were compared 
to those without one. Quantitative variables were 
expressed as mean±SD (standard deviation) and 
Median (percentile 25/percentile 75) in the tables, 
while categorical variables were shown as n (%). 
The variables were analyzed at a 95% confidence 
level and were considered significant when the p 
value was less than 0.05.

Results

A total of 3,246 patients, 1,759 (54.2%) males 
and 1,487 (45.8%) females, with an average age of 
50.82±19.25 (18-101) years, were included in the 
study. While 76% of the patients were followed 
by the general internal medicine department, 
13.3% were followed by the internal medicine 
department in the general intensive care unit and 
10.7% in emergency intensive care (Table 1).

While 2,714 (83.6%) patients were discharged, 
510 (15.7%) patients died and 22 (0.7%) patients 
left the hospital of their own accord. The mean 
length of hospital stay was found to be 6.59±4.21 
(3-81) days (Table 1).

When the indications for hospitalization 
were evaluated, the most common reason for 

hospitalization was chronic kidney disease 
(CKD) (29.4%) and acute kidney injury (AKI) 
(14.8%) and internal problems associated with 
them (electrolyte imbalance, hypervolemia, and 
acid-base imbalance).

Other important internal diseases requiring 
hospitalization were found to be DM (11.9%) 
associated conditions, anemia (5.2%), hypertensive 
emergencies (3.5%), gastrointestinal diseases 
(4.2%) and viral hepatitis (2.1%), conditions 
requiring cancer-related hospitalization (3.6%), 
infectious diseases (3.3%), cardiovascular diseases 
(3%), and less frequently other causes (Table 2).

There was no significant difference between 
the hospitalized patients in terms of age and 
gender distribution for mortality (p>0.05). The 
length of hospital stay was found to be higher in 
patients who died (p<0.001) (Table 3). When the 
patients were evaluated according to discharge 
and mortality, it was found that mortality rates 
were the highest in general intensive care (38.6%), 
which was followed by emergency intensive care 
(35.9%) and the department of general internal 
medicine (25.5%). Higher mortality rates were 
found in emergency and general intensive care 
patients than in those in the department of 
internal medicine [OR:7.4 (5.7-9.7), OR: 10.4 (8.2-
13.3), respectively, CI: 95%, (p<0.001)].

Turk J Int Med 2021;3(4):177-187						             	   	           Sari & Bashir

179

Table 1. Demographic findings.
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Table 2. Distribution of patients’ diagnoses.

Table 3. Clinical outcomes of the patients.

uMann Whitney U test (Monte Carlo), pPearson Chi-Square test (eExact, mMonte Carlo), Q1: percentile 25, 
Q3: percentile 75.
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Discussion 

In the present study, more than half of the 
patients hospitalized in our department were 
found to have acute and chronic renal failure, as 
well as acid-base disorders, hypervolemia, and 
electrolyte imbalance. Due to the socioeconomic 
and sociocultural conditions of the environment in 
which our hospital is located, patients mostly apply 
to the hospital after apparent renal insufficiency 
due to the inadequacy of the diagnosis and 
treatment of HT, DM and failure to eliminate diet 
and treatment incompatibilities. Besides, there 
were many patients diagnosed with AKI due to 
gastroenteritis, malnutrition and, urinary system 
obstructions [stone, benign prostate hyperplasia 
(BPH), and infection] (14.8%). It would also be 
beneficial to discuss the hospitalized patients in 
terms of important health problems. 

Acute and Chronic Renal Failure 
CKD is a public health problem with a prevalence 

of 11-13% worldwide.1 The number of patients 
with end-stage renal disease (ESRD) continues 
to increase throughout the world. Besides, the 
presence of CKD is associated with an increase in 
cardiovascular mortality as well as all-cause deaths 
in the general population. CKD in Sub-Saharan 
Africa (SSA) mainly affects young adults in their 
economically productive years and is the leading 
cause of death. Factors contributing to this bleak 
picture include late admission to hospital, limited 
renal replacement therapy (RRT), limited means 
used by healthcare professionals in preventing 
kidney diseases, and inadequate awareness of 
kidney disease in the community. However, in 
developing countries where approximately 85% 
of the world’s population lives, CKD prevention 
programs are limited or their capacity mot viable. 
In SAA countries, HT, obesity, and DM are 
the three most common causes of CKD.2 HT, 
proteinuria, dyslipidemia, obesity, and smoking 
are among the changeable factors. In addition,, 
there is no doubt that most infectious diseases 
such as malaria, schistosomiasis, hepatitis C and 
HIV increase the risk of developing CKD.2

Despite advanced treatment methods and 
transplantation options, high mortality and 
morbidity rates in ESRD patients are a serious 
public health problem.3 Globally, approximately 

three million patients are currently receiving renal 
replacement therapy (RRT), and this number is 
expected to increase by 5 to 10 million by 2030.4

HD, the most frequently applied replacement 
therapy, is the most common method used in 
SSA with approximately 150 dialysis units spread 
across 13 countries. Most of the centers are in 4 
countries: Nigeria, South Africa, Sudan, and 
Mauritius. In other countries in the sub-region 
such as Somalia, there are very few facilities.5,6 

Although  CKD-related morbidity and mortality 
rates are high in low- and middle-income countries 
(LMICs), accurate epidemiological data on CVD 
in patients with CKD are still not available in 
these countries.7

In a study by Sachetti et al.8, hypervolemia 
and hyperkalemia were identified as the most 
common causes requiring hospitalization 
of patients diagnosed with CKD. Similarly, 
electrolyte disturbances, deteriorations in acid-
base balance and hypervolemia and hyperkalemia 
in most patients, which required urgent HD, were 
detected in the present study. Proper nutrition 
management, follow-up of chronic diseases such 
as comorbid DM and HT, regular drug use, 
referral to a nephrologist at the appropriate time 
and protection of vascular access routes for HD 
preparation also play an important role in CKD 
follow-up.9

Diabetes and Its Complications
DM is growing at an alarming rate worldwide 

and is becoming one of the most burdensome 
chronic diseases of our time. Following a rapid 
change in nutrition and active life- styles in 
developing countries, the development rate 
of DM is now considered to be of pandemic 
proportioms.10,11 type 2 diabetes (T2D) accounts 
for 90-95% of all diabetes cases. In Somalia, diets 
rich in carbohydrates associated with intense fruit 
consumption, and inadequate physical activity 
increase the risk of developing DM However, due 
to insufficient glucose tolerance or insufficient 
practices for the early screening of DM, patients 
are admitted to the hospital with obvious DM and 
related complications.

Although the average age of patients diagnosed 
with T2D in the region where Somalia is located 
frequently corresponds with the reproductive years, 
most of them can be treated with oral antidiabetic 
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drugs and appropriate lifestyle changes according 
to American Diabetes Association (ADA) and 
European Association for the Study of Diabetes 
(EASD). Guidelines.12 At the internal medicine 
clinic, those that are the most difficult to manage 
in this region are patients diagnosed with type 1 
DM and type 2 DM, who need insulin. Due to the 
country’s economic and infrastructure problems, 
access to suitable medication and maintaining 
insulin that requires a cold chain are major 
problems.

Short-acting crystalline insulin and mixture 
insulin preparations, which are not readily 
available on the market in Somalia, can be used 
in treatment. Although these treatments are 
relatively cost effective, problems present in terms 
of ease of use, treatment success and the risks 
of hypoglycemia compared to new generation 
insulin preparations. Moreover, the low rate of 
social security provision among patients means 
that access to insulin is overall quite limited. DM 
is a chronic disease, whose treatment should be 
monitored regularly, and care should be taken in 
terms of possible complications. In the present 
study, 11.9% of the patients were found to be 
hospitalized in our clinic due to DM and serious 
related complications. This figure covers only 
those patients in urgent need of hospitalization 
and can be regarded as the tip of the iceberg.

Considering the guidance recommendations, 
it is almost impossible for patients who need 
intensive insulin therapy to participate in the 
treatment process. Therefore, morbidity and 
mortality frequently develop in type 1 DM and 
type 2 DM patients due to the early effects of 
hyperglycemia. It is important for patients to 
continue treatment rather than insulin treatment 
selection methods. Patients with this condition 
must receive treatment in the later stages of the 
disease when complications such as diabetic 
ketoacidosis, hyperglycemic non-ketotic coma 
and diabetic end-organ injuries (retinopathy, 
nephropathy, neuropathy etc.) appear. Moreover, 
in terms of providing drugs used in DM and 
cold chain insulin treatment, Somalian patients 
have a higher risk of death, especially due to 
cerebrovascular diseases, where the main risk 
factors are DM, and HT.13

Acute and Chronic Viral Hepatitis
Viral hepatitis is an important public health 

problem, especially in developing countries. 
Chronic hepatitis-B virus (HBV) infection is 
quite common, especially in Asia and Sub-
Saharan Africa. Viral hepatitis, especially HBV, 
is an important public health problem in Somalia. 
Approximately 15-40% of individuals with chronic 
HBV infection have an important risk for the 
development of cirrhosis, fulminant hepatitis, and 
hepatocellular carcinoma (HCC).14,15 Analyzes on 
the global distribution of chronic HBV infection 
classify regions as low (<2%), intermediate (2-7%) 
and high (≥8%) prevalence regions according to 
the prevalence of HBsAg.16 Somalia is a country 
with a high rate of HBV seroprevalence globally 
with a value >8. Viral hepatitis complications 
continue their natural course, especially due to 
insufficient screening and vaccination programs 
for HBV and HAV infections.

In Somalia, the number of skilled health 
personnel is insufficient due to decades of civil 
war. Limited access to modern laboratory facilities 
creates significant screening and diagnostic 
challenges for viral hepatitis cases.17 A  study 
(1992) on the prevalence of serological markers 
for HBV and HCV in 596 children in a residential 
institution in Somalia reported a prevalence 
of 16% for HBsAg and 1.5% for anti-HCV.15-18 
In another study conducted with 62 Somalian 
patients with chronic liver disease, including 
primary HCC, prevalence rates were reported as 
37.1% for HBsAg and as 40.3% for anti-HCV.19,20 
While these patients probably do not need virus 
suppressing medications, they will still need 
training on transmission, continuous monitoring 
for progression to cirrhosis, and HCC screening. 
No studies on viral hepatitis epidemiology have 
been reported in Somalia since 1992, and the data 
available on the prevalence of HBV and HCV in 
Somalia is notably limited. In the present study, 
it was found that 72 (2.1%) patients received 
inpatient treatment in our service for acute and 
chronic viral hepatitis, and 163 (4.8%) patients 
were frequently treated for hepatitis complications 
(cirrhosis, esophagus varicose and HCC). Since 
we do not have current seroprevalence rates in 
this study, we did not have a chance to make a 
more detailed analysis.
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Hypertension and Cardiovascular Diseases
Cardiovascular diseases (CVD) continue to 

be the leading cause of death worldwide and 
are constantly increasing in prevalence.21,22 
Various changeable risk factors such as HT, 
DM dyslipidemia, obesity, smoking, unhealthy 
nutrition, and the harmful use of alcohol have 
an impact on the development of CVD.23,24 
Epidemiological and demographic transitions 
continue in LMICs such as Somalia, resulting 
in an increased burden in non-communicable 
diseases. Somaliland (formerly Northern Somalia) 
has a population of about 4.5 million, about 53% 
of whom live in urban areas.25,26 Significant CVD 
risk factors  in men include smoking, unhealthy 
nutrition, and HT, while in women, multiple 
unplanned pregnancies and a sedentary lifestyle 
are factors.27,28

Causes of death in Somalia are preventable 
diseases (maternal and infant deaths, nutritional 
deficiencies and infections) (64%), CVD (10%), 
cancer types (4%), chronic respiratory diseases 
(1%), diabetes (1%), other non-communicable 
diseases (8%), and accidents and injuries 
(12%). Preventable deaths constitute 24% of all 
mortalities.29

In Somalia, South Asia and India in particular, 
smokeless tobacco use is very common, with 
usage rates higher , in low-social-income groups, 
and those with lower levels of education.30 
Chewing khat t (the local fresh tobacco leaf type), 
a common habit in Somalia, is associated with 
various health problems associated with chronic 
diseases such as high blood pressure and coronary 
heart disease.31,32 In the present study, 103 (3%) 
patients were being followed-up in our clinic due 
to CVD. This frequency was lower than expected 
and patients hospitalized in the cardiology clinic 
in our hospital were evaluated in relation to each 
other.

Pregnancy-related Complications
According to the joint estimates of the World 

Health Organization (WHO), the United Nations 
International Children’s Emergency Fund 
(UNICEF) and the United Nations Population 
Fund (UNFPA), 293,000 women die every year 
as a result of pregnancy-related complications. 
The majority (99%) of all maternal deaths occur 
in LMICs, and more than half of these deaths 

occur in SSA. In LMICs the majority of maternal 
deaths can be prevented by timely and adequate 
intervention.33

In Somalia, a woman’s life-long risk of death is 
estimated to increase by 5% due to pregnancy.34 

Somalia is one of the top five countries with the 
highest maternal mortality in the world, along 
with the Central African Republic, Chad, Nigeria, 
Sierra Leone and South Sudan.35 In Somalia, the 
registration system for maternal deaths makes 
any possible review problematic. Therefore, it is 
estimated that maternal and infant mortality rates 
are even higher than current estimates.34

Pregnant women get help from people who 
practice traditional birthing methods instead of 
from experienced health personnel in a health 
center, and give birth at home. As a result, 
many preventable and treatable complications, 
especially postpartum bleeding, develop.35 
Hemorrhage developing during or after birth 
accounts for more than half (64.3%) of maternal 
deaths.33,36,37 Health education programs should be 
implemented in order to change people’s health-
seeking behaviors.38 In addition to anemia and 
postpartum hemorrhage-related complications in 
our clinic, hypertensive conditions of pregnancy 
were also considerable. Due to insufficient bed 
capacity in our hospital and in the overall region, 
we followed up postpartum hemorrhage patients 
with our obstetrician in our intensive care units.

Cancer and Palliative Care
Although infectious diseases are still one of the 

leading causes of death in SSA, the emergence of 
non-communicable diseases, especially cancer, 
is a major challenge for health systems. Health 
systems in this region are mainly for acute illness 
and maternal and infant health care. This fails 
to serve the needs of those with chronic diseases 
that require complex intervention maintenance  
throughout continued care.39 Obstetric problems, 
nutrition and infectious diseases account for 69% 
of the mortality rate in Somalia, while cancers 
make up 4%.40

Palliative care services provide a more realistic 
public health approach for patients with cancer 
when cancer patients apply to health services 
with inadequate treatment options for the 
primary disease and most treatments for cancer 
improvement are beyond the reach of patients.41
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In underdeveloped countries, such as Somalia, 
patients often apply in the late stages of the 
disease, regardless of the type of cancer, i.e. when 
chemotherapy, surgical treatment, or radiotherapy 
cannot provide additional therapeutic benefit. In 
many parts of SSA, access to cancer screening 
and basic treatment services is insufficient. 
However, the global cancer burden is expected to 
increase further due to an increasing and aging 
population, especially in less developed countries 
where approximately 82% of the world population 
lives.42

Although the importance of establishing cancer 
registry systems to identify etiological causes 
in cancer development, improve cancer biology 
studies and implement necessary interventions to 
prevent cancers is well established, unfortunately, 
adequate cancer registry records have not been 
established in many underdeveloped countries 
such as Somalia.43,44 In this case, palliative care 
offers a realistic approach to fair, accessible, and 
cost-effective interventions.42 Support therapy and 
palliative treatment were applied to a total of 122 
(3.6%) cancer patients (solid and hematological) 
diagnosed in our hospital. Although new 
regulations in relation to cancer diagnosis and 
treatment approaches have been introduced in 
Somalia in recent years, the role of palliative 
treatment in these transition stages is important.

Chronic Respiratory Tract Diseases
LMICs are responsible for an estimated 12% of 

noncommunicable diseases caused by respiratory 
problems, especially asthma and COPD.45 COPD 
was shown to be the third most common cause 
of death in the world between 1990 and 2010.46 
It is reported that approximately 90% of COPD-
related deaths occur in LMICs.47

However, there is limited epidemiological 
evidence regarding the prevalence of COPD 
mortality and morbidity in LMICs and further 
studies are required. In Somalia, adverse 
conditions such as insufficient diagnosis of 
asthma and COPD due to insufficient health care 
and insufficient primary health care services, 
delayed treatment, and deficiencies in disease 
prevention present.48,49 In Somalia, where access 
to adequate healthcare is quite difficult, even 
relatively simple needs such as that for nasal 
oxygen and antibiotherapy can often go unmet. 

A total of 132 (3.9%) inpatients in our hospital 
were treated for bacterial pneumonia and COPD-
related complications. 

Limitations

Since the present study was performed 
retrospectively in a relatively small patient 
population, it is difficult to evaluate patients in 
detail and to make aa more general assessment given 
the results obtained. Also, patient characteristics 
differ since patients of different departments 
that are not available in our hospital had to be 
hospitalized in the internal medicine service. 
Although some of our inpatients were diagnosed 
with infectious diseases and tuberculosis, it was 
thought that the number of these patients was 
lower than expected because they were mostly 
followed up in the department of infectious 
diseases. In addition, the presence of relatively 
higher number of patients diagnosed with CVD is 
related to their follow-up at the internal medicine 
clinic during periods when there is no cardiology 
specialist. The fact that the file recording system 
and the medications used by patients in the past 
could not be questioned in detail before social 
security institutions can be considered as another 
limitation of the study. With further prospective 
and wide-ranging studies, the relationship 
between hospitalization indications and mortality 
and morbidity could be better evaluated in this 
patient group.

Conclusions

It will likely be difficult for Somalia to create 
an adequate health service until the constantly 
changing socio-political climate stabilizes and 
the economy improves. The high frequencies of 
HT, DM, CKD and CVD in the region, which 
can be prevented or the complications of which 
can be reduced in the early period, has shown 
that there is a lot of work to be done in this 
regard. However, there have been some quite 
promising developments in recent years. The aid 
provided to Somalia, particularly from Turkey, 
but also from other countries on a regular basis, 
has increased over the last decade and a more 
comprehensive approach to strengthening health 
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systems under the guidance of most development 
agencies is evident. Mogadishu Turkish Hospital 
has started to accept patients since August 2014.  
The 205-bed hospital is in the status of a Training 
and Research Hospital. In other words, it is 
important not only for treating patients, but also 
for training physicians and other healthcare 
professionals. There is also a lodging, nursing 
school and mosque in the campus area. In this 
region, other hospitals affiliated to the United 
Arab Emirates and the United Nations, besides 
Turkey, also provide similar services. An 
important contribution of the Turkish hospital is 
that it provides the Somalian citizens in this region 
with the opportunity to obtain medical education 
and profession. This, in conjunction with efforts 
to create a regulatory framework for medical 
training and healthcare services is promising.
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