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The Somali Nutrition Cluster (SNC) has been operational in Somalia since 2006, following 
the HCT recommendations to activate the cluster system in order to effectively coordi-
nate the humanitarian crisis in the country. The Nutrition Cluster coordinates a network 
of 100 partners, of which close to 80 per cent are national NGOs. Most are based in cen-
tral and southern Somalia. 

The vision of SNC is to safeguard and improve the nutritional status of emergency-af-
fected populations in Somalia by ensuring an appropriate response that is predictable, 
timely, effective and at scale. Its core purpose is to enable cluster-wide stakeholders and 
sub-national coordination mechanisms to have all the necessary capacity to achieve 
timely, quality and appropriate nutrition responses to emergencies. The SNC supports 
coordination in strategic decision-making, planning and strategy development, capacity 
building, advocacy, monitoring and reporting, and contingency planning/preparedness 
throughout Somalia.

Forcier is a development research firm that operates in challenging post-conflict environ-
ments. Established in 2011 in South Sudan, Forcier has invested in developing method-
ologies and approaches to research that are contextually appropriate and feasible, while 
adhering to international standards for social science research and utilising the latest 
data-collection technology available. Our core services include population and social 
science research, project evaluations, market assessments for livelihoods and vocational 
training, private sector and market research for feasibility studies, strategic planning and 
representation, and training and capacity building workshops. 

For further information, please visit: www.forcierconsulting.com. 

UNICEF is a non-partisan organisation mandated by the United Nations General Assem-
bly to advocate for the protection of children’s rights, to help meet their basic needs, and 
to expand their opportunities to reach their full potential. UNICEF was created in Decem-
ber 1946 by the United Nations to provide clothing and health care to children facing 
famine and diseases after World War II. UNICEF has since been active in more than 190 
countries through National Committees and country programmes, focusing on the most 
disadvantaged children, including those living in fragile contexts, those with disabilities, 
those who are affected by rapid urbanization, and those affected by environmental deg-
radation. 

The World Food Programme (WFP) is the leading humanitarian organization countering 
hunger worldwide, promptly ensuring food assistance in emergencies and collaborat-
ing with communities to boost nutrition and improve resilience. WFP assists 80 million 
people in around 80 countries each year. Since the international community has com-
mitted to end hunger, achieve food security and improved nutrition by 2030, one in nine 
people worldwide still do not have enough to eat. Food and food-related assistance lay 
the foundation for the struggle to break the cycle of hunger and poverty.



iv

Acknowledgments

The cooperation and assistance of several organizations and individuals were crucial in the implementation of 
this project, and thus the research team would like to extend their sincere gratitude to: all the communities that 
participated in this assessment; humanitarian and nutrition-cluster partners; the Somaliland Ministry of Health; the 
Ministry of Health of the Federal Republic of Somalia; the Ministries of Health of the regional states of the Federal Re-
public of Somalia: Puntland, Galmudug, Hirshabelle, South West State, and Jubaland. Moreover, Forcier Consulting 
would like to thank UNICEF and WFP for the support offered during this research initiative. Finally, the team wants to 
express its gratitude to Samson Desie, Nutrition Specialist and Cluster Coordinator for UNICEF Somalia, and Mefath 
Omer, Save the Children, for having developed the tools for this project. 

The following individuals at Forcier Consulting contributed to the research and analysis of this report:

Giacomo Lapo Baldini, Project Officer (Author)
Sif Heide-Ottosen, Research Manager (Contributor)
Sadiq Lafole, Senior Researcher 
Kayf Abdillahi, Junior Researcher
Mahad Mohamoud, Junior Researcher
Mohamud Baxnan, Junior Researcher



v

Table of Contents

Acknowledgments .........................................................................................................................................................iv

Executive Summary .....................................................................................................................................................viii

1. Introduction ..............................................................................................................................................................1

 1.1 Context ................................................................................................................................................................................... 1

 1.2 Purpose of the geo-tagging initiative ......................................................................................................................... 1

 1.3 Methodology ....................................................................................................................................................................... 2

 1.4 Limitations ............................................................................................................................................................................ 2

 1.5 Non-operational partners ............................................................................................................................................... 2

2. Findings .....................................................................................................................................................................3

 2.1 Guide through the findings ............................................................................................................................................ 3

 2.2 Characteristics of the sites ............................................................................................................................................... 3
  2.2.1 Sites distribution, caseload and CHWs referral ......................................................................................... 3
  2.2.2 Opening days and hours ................................................................................................................................... 7
  2.2.3 Distance from the site and means of transportation ............................................................................. 7

 2.3 Personnel and training ..................................................................................................................................................... 8
  2.3.1 Medical staff .......................................................................................................................................................... 9
  2.3.2 Health promotion staff  ...................................................................................................................................10
  2.3.3 Supervisors  .........................................................................................................................................................10

 2.4 Nutrition services offered by fixed and mobile teams  .......................................................................................11
  2.4.1 Somaliland ...........................................................................................................................................................11
  2.4.2 Puntland ...............................................................................................................................................................12
  2.4.3 Central and southern Somalia ......................................................................................................................12

 2.5 Supplies  ...............................................................................................................................................................................13
  2.5.2 Supplies - mobile teams ..................................................................................................................................17

 2.6 Infrastructure and WASH ...............................................................................................................................................19
  2.6.1 Latrines and handwashing points ...............................................................................................................19
  2.6.2 Water sources ......................................................................................................................................................22
  2.6.3 Waste disposal  ...................................................................................................................................................25
  2.6.4 Waiting, screening and consultation areas in shade ............................................................................26

3. Conclusions .............................................................................................................................................................28



vi

Annexes ...........................................................................................................................................................................30

Annex A. List of implementing partners and regions of operation  ..................................................................................30

Annex B. Site distribution, caseload and CHW referral ...........................................................................................................32

 B.1a Caseload of fixed sites in Somaliland ..........................................................................................................................32

 B.1b Caseload of outreach sites in Somaliland .................................................................................................................32

 B.2a Caseload of fixed sites in Puntland ..............................................................................................................................33

 B.2b Caseload of outreach sites in Puntland .....................................................................................................................33

 B.3a Caseload of fixed sites in central and southern Somalia......................................................................................34

 B.3b Caseload of outreach sites in central and southern Somalia .............................................................................35

Annex C. Personnel and training ....................................................................................................................................................36

 C.1. Personnel and trainings – fixed sites ............................................................................................................................36

 C.2. Personnel and training – mobile teams ......................................................................................................................42

Annex D. Nutrition services  .............................................................................................................................................................48

Annex E. Infrastructure and WASH .................................................................................................................................................52

 E.1 Latrines and handwashing point ....................................................................................................................................52

 E.2 Water sources .........................................................................................................................................................................53

 E.3 Waste Disposal .......................................................................................................................................................................54

 E.4 Shade ........................................................................................................................................................................................55

Standard Operating Procedure (SOP) for Somali Nutrition Cluster Reporting .................................................56

Introduction to Ona  .....................................................................................................................................................64



vii

List of tables
Table 1. Supplies macro-groups ......................................................................................................................................................14

Table 2. Fixed sites supplies – technical tools and Plumpy’Nut...........................................................................................14

Table 3. Fixed sites supplies – technical tools and Plumpy’Nut...........................................................................................15

Table 4. Fixed Sites Supplies – Medicines ....................................................................................................................................16

Table 5. Mobile teams supplies – admission and referral ......................................................................................................17

Table 6. Mobile teams supplies – technical tools and Plumpy’Nut ....................................................................................18

Table 7. Mobile Teams Supplies - Medicines...............................................................................................................................19



viii

Executive Summary

The Somalia Nutrition Cluster commissioned Forcier to geo-tag nutrition services delivery sites and assess their 
capacity across Somaliland, Puntland and central and southern Somalia. The main objective was to validate the 
operational status of the sites and identify gaps in service delivery to strengthen the existing capacity of emergency 
nutrition units and improve their emergency response preparedness.

The findings show that across Somaliland, Puntland and central and southern Somalia, the concentration of fixed 
nutrition sites varies within regions and districts. In Somaliland, many sites are in the capital, Hargeysa, while the 
eastern regions remain vastly underserved. In particular, Sool emerges as the region most lacking basic services, 
supplies and infrastructure at fixed nutrition sites. Similarly, in Puntland, the majority of fixed nutrition facilities are 
found in Garowe, while the rest of Nugaal and districts in Bari have a lower concentration of sites, to a worrisome 
degree. In central and southern Somalia, Banadir has the highest concentration of sites and implementing partners, 
while insecurity impedes humanitarian access to other regions.

Across the three zones, mobile teams play a key role in delivering nutrition services in remote and isolated areas. Un-
fortunately, limited personnel and resources prevent them from visiting the same village more than twice monthly. 
In an emergency, such infrequent visits cannot guarantee adequate service provision to affected communities.  In 
contrast, the fixed sites are open much more often but are out of the reach of the most isolated rural communities. 

The results highlight the need to focus on the quality of nutrition services provided, specifically training personnel 
to provide nutrition services in an emergency. Positively, medical staff, including nurses, emerge as the most highly 
trained staff across the three zones. However, there is a critical shortage of training in Nutrition in Emergency (NiE) 
in many regions.

In the short-term, priorities should focus on plugging this gap for all medical staff. In the medium term, however, it 
will be necessary to restructure the system and to implement pedagogic activities linked to hiring policies to ensure 
the skills of the personnel do not compromise the quality of the service offered.

While most nutrition sites have access to most conventional nutrition services, there is a lack of services focusing 
on prevention. The most commonly offered services are outpatient therapeutic treatment (OTP) and the targeted 
supplementary feeding programme (TSFP). Moreover, mid-upper arm circumference (MUAC) screening and com-
munity conversation services are provided in most fixed sites and by most mobile teams. However, the relatively 
low percentage of sites offering the blanket supplementary feeding programme (BSFP) and multi-micronutrients 
(MMN) is of concern, given that more attention should be given to prevention in the lead-up to, and during, an 
emergency.

The findings show that most fixed and outreach sites lack access to basic medicines that can save lives in an emer-
gency. Most sites are adequately supplied with admission and referral cards and technical tools. However, both 
fixed and outreach sites across the three zones are severely undersupplied with medicines, particularly amoxicillin 
(250 mg.), vitamin A (10,000 IU) and mebendazole. In crisis contexts, the use of unsafe water sources and the con-
sumption of unhygienic food can cause the spread of bacteria and diseases. Diseases are more easily transmitted 
among individuals whose immune system is already weakened by the dire life conditions caused by the emer-
gency. Therefore, in an emergency, an adequate supply of basic drugs can be a life-saving tool in the fight against 
malnutrition and endemic illnesses. 

The condition of the infrastructure of the nutrition sites varies greatly between the zones and type of site. Fixed sites 
are well-supplied in terms of sanitation and hygiene. However, outreach sites in Somaliland and Puntland lack ac-
cess to improved sanitation and hand-washing facilities, while sites in central and southern Somalia are much bet-
ter equipped. Waste disposal follows a similar pattern. Of concern is the fact that many sites across Somaliland use 
unimproved water sources. And across the three zones, a third of fixed sites lack incinerators. This can be extremely 
harmful to the hygienic conditions of the site because a vast portion of the waste material is not biodegradable.
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1. Introduction

However, challenges remain, given new develop-
ments, programme changes and emerging issues. The 
critical and unresolved issues include the actual 4W 
mapping and service plan. The smooth transition of 
the cluster to sector can only be done and built upon 
the 4W map. 

The SNC initiated the geo-tagging and mapping pro-
ject with the consultation and unanimous agreement 
of all its partners. This report attempts to address and 
highlight some unresolved issues. 

1.2 Purpose of the geo-tagging initiative

The SNC commissioned Forcier to geo-tag nutrition 
services delivery sites and assess the capacity of these 
sites across Somaliland, Puntland and central and 
southern Somalia. The main objective was to validate, 
consolidate and strengthen the existing capacity of 
emergency nutrition units across Somalia to overall 
emergency response preparedness.

The project focused on understanding risks and gen-
erating risk information to be used in the formulation 
of service coverage and expansion development plans 
for the comprehensive IMAM. One of the requirements 
for risk analysis was a geo-referenced database of SCs, 
OTPs, TSFPs, mother and child health centres (MCH), 
primary health care centres (PHCC) building/structures 
and mobile site areas that will be combined with the 
administrative and global acute malnutrition (GAM) 
rate maps to produce coverage and risk maps. 

The purpose of the geo-tagging initiative was to iden-
tify access, capacities and gaps in the whole NC across 
Somalia to better inform emergency response by the 
cluster, the Ministry of Health (MoH) and development 
stakeholders. The survey will function as a foundation 
for the service plan that will be rolled out by the clus-
ter lead agencies (CLAs) and the MoH. It is intended 
to serve as a valuable overview for the planning and 
scale-up of IMAM. 

1.1 Context

The Nutrition Cluster (NC) has been operational in So-
malia since 2006, following the Humanitarian Country 
Team (HCT) recommendations to activate the cluster 
system to effectively coordinate the humanitarian 
crisis in the country. At that time, the nutrition clus-
ter coordinated a network of 141 active partners, of 
which close to 80 per cent were national NGOs. Most 
were based in central and southern Somalia. The NC 
rapidly increased in size following the 2011 famine re-
sponse, with membership composed of government, 
national NGOs, international NGOs, UN agencies, civil 
society, donors and observers. During the famine, the 
NC launched a rapid scale-up of integrated manage-
ment of acute malnutrition (IMAM) services, includ-
ing inpatient therapeutic care via stabilization centres 
(SC), Outpatient Theraputic Programmes (OTP) and 
targeted supplementary feeding programmes (TSFP). 
This created a rapid scale-up in geographic cover-
age of nutrition services in Somalia. However, due 
to the time-critical lifesaving nature of the response, 
decisions to open new nutrition sites were driven by 
need rather than by a strategic plan. While the goal 
for extending the coverage of treatment services was 
attained during the famine response, geographic cov-
erage was not optimized, there were inefficiencies in 
service provision and duplication and overlap in ser-
vices. Moreover, there have been inconsistencies and a 
lack of clarity about the number and location of exist-
ing emergency nutrition sites. 

The cluster road-map plan was initiated and concrete 
action points were outlined for rationalization plan II 
as follow-ups to the first consultative meeting with 
all cluster partners, held in Nairobi in January 2015. 
These commitments strengthened the need for final-
izing rationalization plan II by the end of May 2015 for 
the cluster-wide, quarter-one action review meeting 
planned for Nairobi between March 30-April 2, 2015. 
This meeting established the mandate for cluster coor-
dination (as part of cluster core functions) and a Strate-
gic Advisory Group to lead the process alongside the 
Ministry of Health. After 12 consultative meetings be-
tween April-July 2015, the Somalia rationalization plan 
was officially endorsed and made public in September 
2015. 
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Methodology

Call Center 
Phase 

Contacting UNICEF and WFP implementing 
partners for confirmation of the operational 
status of nutrition sites 
Phone survey with the nutrition sites’ managers 
for details on working days and hours

Survey 
Design 
Phase

Two technical surveys for fixed nutrition sites 
and mobile teams designed in collaboration with 
UNICEF and WFP

Fieldwork Collection of GPS coordinates at fixed nutrition 
sites and headquarters for mobile teams
Administration of technical surveys in each fixed 
nutrition site and headquarters for mobile teams
Collection of contact information for 20 
individuals living near the fixed nutrition site or 
the headquarters for mobile teams 

Another significant challenge to the comprehensive-
ness of this study was the difficulty of accessing areas 
under the control of Al Shabaab (AS). Although, on 
several occasions, our researchers were able to ac-
cess these areas, they could not carry smartphones 
and, therefore, were not able to note GPS coordinates. 
Some of the nutrition sites in AS strongholds were too 
dangerous to visit and were surveyed by phone. In 
such cases, the absence of GPS coordinates and the 
remote administration of the survey make the overall 
assessment for these sites less reliable. 

1.5 Non-operational partners

During the first two preliminary phases of the research, 
Forcier’s staff confirmed the operational status of the 
sites by email and phone call. During these phases, 
eight implementing partners were found to be non-
operational. These organizations are:

HEAL was considered not to be in the cluster anymore, 
but, after a thorough verification, two sites managed by 
HEAL in Sanaag, in collaboration with the Somaliland’s 
Ministry of Health, were found active. Conversely, Unit-
ed Somali Women’s Root Organization (USWRO) con-
tacted Forcier to survey and claim active sites in Bay, 
Banadir and Gedo. Nevertheless, these were deemed 
inactive upon site visits to Banadir and Dinsoor (Bay). 
Currently, the only sites that USWRO operates are in 
the district of Luuq in Gedo.

1.3 Methodology

The foundation of this report is the capacity assess-
ment survey. The latter was administered in paper 
form and aimed at evaluating the capacity of the nutri-
tion sites and mobile teams, with a focus on four main 
clusters of indicators:

• population catchment and personnel working at 
the sites

• services provided
• infrastructure and WASH
• supplies

Interviews were conducted in person by highly trained 
and experienced Forcier staff with fixed nutrition site 
managers and mobile team leaders. The resulting data 
was subsequently cleaned and analysed using the 
data analysis software STATA. 

1.4 Limitations

Some limitations to this study should be noted. The 
greatest obstacle was the impossibility of collecting 
GPS coordinates for the outreach sites visited by mo-
bile teams. The location of these sites is flexible and 
often ephemeral as they activate and deactivate ac-
cording to the security situation, weather conditions 
and movements of communities. For this reason, the 
outreach sites were surveyed by interviewing the team 
leaders of the mobile teams in the offices of partner 
organizations or in the health centres used by the mo-
bile teams as headquarters for registration activities 
and supplies. 

Non-operational implementing partners

AAWDO
BMO
FINSOM
HICDO
RAO
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2. Findings

2.2.1 Sites distribution, caseload and CHWs referral
Across Somaliland, Puntland and central and southern 
Somalia there are 344 fixed operational nutrition sites. 
Central and southern regions have the highest num-
ber of fixed sites in Somalia. Somaliland and Puntland 
have slightly less, with 105 and 77 sites respectively 
(see Figure 1). Across Somalia, there are 918 outreach 
sites that are visited by 135 mobile teams. Almost half 
of these are concentrated in Somaliland, with 433 sites, 
while Puntland and central and southern Somalia have 
81 and 404 outreach sites respectively (see Figure 2). 

2.1 Guide through the findings

The following sections examine the results of the ca-
pacity assessment administered by the enumerators 
in the fixed nutrition sites and in the headquarters for 
the mobile teams. The components of the assessment 
are clustered in five different themes, which are in turn 
organized in their own subsections: 

Themes are tackled differently. The sections address-
ing site distribution and caseload are disaggregated by 
zone and type of site. For the section addressing per-
sonnel and supplies, the findings are presented by the-
matic area to highlight the most relevant observations 
at regional, district and site level. This approach was 
adopted to explain the findings in a comprehensive, 
concise, and exhaustive manner. At the beginning of 
each section, the reader will be advised of the method 
applied. 

2.2 Characteristics of the sites

This section investigates the general distribution of 
fixed and outreach sites; caseloads and children re-
ferred by the community health workers (CWH); open-
ing days and hours of the sites; distance from the sites 
and main means of transportation used by the pa-
tients to reach them. 

Research themes and relevant indicators

Characteristics of 
the sites

Distribution of the sites, caseload and 
referral

Opening days and hours

Transportation and distance from the site

Personnel and 
training

Medical staff

Health promotion staff

Administration

Services provided Type of Services 

Infrastructure 
and WASH

Waiting, screening and consultation in shade

Latrines & handwashing point

Water source

Waste Disposal

Supplies Admission & referral instruments

Technical tools and Plumpy’Nut

Medicines

Somaliland
47%

South 
Central 
Somalia 

44%

Puntland
9%

Somaliland
31%

South 
Central 
Somalia 

47%

Puntland
22%

Figure 1. Distribution of outreach sites across the three zones

Figure 2. Distribution of fixed sites across the three zones
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Implementing partners 
In Somaliland, the most present implementing part-
ners for fixed sites are SRCS and HPA, which manage 28 
and 24 sites respectively. Both work in partnership with 
the Ministry of Health across Somaliland. For outreach 
sites, SRCS is the main actor, covering 280 villages 
across most regions of Somaliland. World Vision Inter-
national (WVI) is the second most active partner, cov-
ering 77 sites across the zone. The Ministry of Health 
and Save the Children are also important implement-
ing partners in Somaliland, especially in the regions 
Marodijeex and Awdal, in which 42 and 30 outreach 
sites are covered respectively. 

In Puntland, HADO covers the largest number of fixed 
sites, 21 in Bari and Karkar, while SRCS covers 20 sites 
in Nugaal and northern Mudug. World Vision is an im-
portant implementing partner too, as it manages 16 
fixed sites in Nugaal. In terms of outreach sites, HADO 
provides services to 44 rural villages in Bari and Karkar. 
BHM-Care and WVI are significant actors too, visiting 
14 and 12 villages in Bari and Nugaal respectively. In 
the district of Gaalkacyo in Mudug, SDRO is the only 
organization that delivers outreach nutrition services. 

In central and southern Somalia, many implementing 
partners work across the zone. In terms of fixed sites, 
the main partners are Mercy USA, which covers 21 sites 
across four regions; Save the Children, which covers 10 
sites in four regions; and Swisso-Kalmo, which covers 
10 sites in three regions. In central and southern So-
malia, the implementing partners are more regionally 
based compared to Somaliland and Puntland, with 
most organizations working in one or two regions. For 
instance, the HIMILO Foundation and WRRS run six and 
seven fixed sites respectively, all of them in Lower Juba. 
Similarly, TROCAIRE runs seven fixed sites in Gedo, and 
HIRDO two sites in Hiraan. The same is true for mobile 
sites. Most partners only work in one of two regions. 
WOCCA is the partner whose mobile teams visit the 
highest number of outreach sites (59) and it operates 
only in Middle Shabelle. Swisso Kalmo, the NGO that 
handles the second highest number of outreach sites, 
runs its activities between Galgaduud and Lower Sha-
belle. Lastly, WVI manages 42 sites between Gedo and, 
to a lesser extent, Bay. 

Annex A lists in detail the 58 partners that are active in 
the three zones; region of operation; and number of 
fixed sites and mobile teams managed. In the next sec-
tion, the distribution of the sites, caseload and com-
munity health worker referral, is displayed by zone and 
type of site. 

Somaliland 
In Somaliland, most of the fixed sites are concentrated 
in the urban districts of the regions. In the areas of Laas 
Caanood (Sool), Berbera (Sahil) and Hargeysa (Marodi-
jeex), 83 per cent, 78 per cent and 77 per cent  of the 
sites respectively are in urban areas. This leaves a signif-

icant amount of work to the mobile teams that cover 
the most remote areas in more peripheral districts.

 In Somaliland, Marodijeex is the region with the high-
est concentration of fixed sites, hosting almost a third 
of the sites operating in Somaliland. Conversely, Sahil, 
the least populous region in Somaliland, has less than a 
tenth of the total sites in the zone and is the least served 
(see Figure 3). The majority of fixed sites in Marodijeex 
operate in the district of Hargeysa (see Table B.1a, Annex 
B). Here, the Ministry of Health and WVI are the main 
partners on the ground and run approximately 60 per 
cent of the operational sites. Burco, in Togdheer, emerg-
es as the district with the second highest number of 
fixed nutrition sites, most of them managed by HPA. 

Eastern Somaliland, and Sool in particular, emerge as 
the least served area. In three cases, two districts in 
Sool, Caynabo and Xudun, and the district of Lasqoray 
in Sanaag, only one operational nutrition site per dis-
trict was found, all managed by SRCS. Further, in the 
district of Taleex in Sool no nutrition sites were found. 
Although some districts, such as Caynabo, host a rela-
tively robust number of outreach sites, these regions 
are among the most exposed to droughts and, in the 
event of a severe emergency, one nutrition site per dis-
trict is incapable of responding effectively to the crisis 
and meeting the basic needs of the population.

In Sool, mobile teams lack coverage. While the district 
of Caynabo is relatively well-served by 32 outreach nu-
trition sites, the districts Taleex and Xudun are exclud-
ed from such services and unable to benefit from the 
treatments provided by the teams. These areas need 
an intervention to expand the nutrition network and 
improve access the services. 

Conversely, western Somaliland, specifically the dis-
tricts of Baki and Zeylac in Awdal, two areas particu-
larly exposed to droughts, have better coverage. In 
both cases, however, a number of rural fixed sites like 
Alixaydh MCH (WVI), Fiqi Adam MCH (SRCS), and Jidhi 
MCH (SRCS), allow the stable delivery of nutrition ser-
vices in remote rural and mountain areas.  

Maroodijeex

Awdal

Togdheer

Sool

Sanaag

Sahil

0 5 10 15 20 25 30

30%

20%

19%

12%

10%

9%

Figure 3. Distribution of fixed sites in Somaliland
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Awdal and Sanaag stand out as the regions with the 
highest concentration of sites visited by mobile teams 
(see Figure 4). A striking finding is the sheer number 
of outreach sites managed by Save the Children, SRCS 
and WVI in Awdal and Sanaag. Since these regions have 
frequent droughts and consequent food emergencies, 
mobile teams play a critical role in countering malnu-
trition among communities living in the most isolated 
areas. For example, in the district of Ceerigaabo, 106 
villages are visited by six mobile teams under SRCS 
supervision (see Table B.1b, Annex B). Unfortunately, 
as will be discussed in the next section, limited per-
sonnel and resources do not allow them to visit the 
same village more than twice a month. In conditions 
of emergency, such infrequent visits cannot assure the 
adequate continuity of service needed by the affected 
communities. 

Puntland 
In Puntland, the region with the highest concentration 
of fixed nutrition sites is Nugaal (35 per cent), with al-
most half of the sites found in the district of Garowe. In 
this region, WVI and SRCS are the only partners man-
aging the sites. Karkar, where HADO plays a significant 
role, is the region with the fewest nutrition sites (17 per 
cent). In this respect, considering Karkar’s smaller terri-
tory, it is fair to assume that at least the urban areas of 
Qardho and Bandarbayla are well covered (see Table 
B.2a, Annex B). 

In the northern territories of Mudug, Gaalkacyo district 
hosts 86 per cent of the nutrition sites in the area, while 
in Galdogob and Jariiban, only one and two fixed nu-
trition sites respectively are operational, with all three 

managed by SRCS. Galdogob is the site with the high-
est average of children visited per day (see Table B.2a, 
Annex B). As the only fixed nutrition site in the district 
and with no mobile teams currently operational in the 
area, this indicates a clear demand for more nutrition 
services in this district. Generally, at least 50 per cent of 
the children visited in Puntland’s fixed sites are referred 
by Community Health Workers (CHW). However, as 
will be discussed more in detail in the supplies section, 
many sites at the time of the survey had exhausted 
their stock of Feeding Program Referral cards and, in 
several cases, had been out of stock for more than a 
year. For this reason, caution must be used in interpret-
ing the data. 

In terms of outreach sites, significant differences were 
found across regions. Bari is by far the region where 
mobile teams cover the highest number of villages 
(see Figure 6). In Bari, over half of the outreach sites are 
located in the district of Bossaso (see Table B.2b, Annex 
B), and all of them are managed by HADO and CARE/
BHM.  This is also the region with the highest average 
number of patients per day (see Table B.2b, Annex B). 
In this case, however, due to inefficient recording, the 
team leader was not able to give the enumerator the 
number of children referred by the CWH.
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In the district of Gaalkacyo, 11 outreach sites are vis-
ited by the mobile teams of SDRO. In Jariiban and Gal-
dogob, no operating mobile teams were found. The 
teams working in the Gaalkacyo district constitute all 
the outreach sites currently active in the northern dis-
tricts of Mudug. The average caseload of the outreach 
sites in Gaalkacyo is 34 children per day, higher than 
the sites in Karkar and Nugaal. Here, almost 90 per cent 
of the children were referred to the teams by CHW. 

Central and southern Somalia
In central and southern Somalia, the distribution of 
fixed sites varies significantly from region to region 
(see Figure 7). Some regions host a fair number of nu-
trition sites on their territory while others are signifi-
cantly underserved, mainly due to severe instability. 

A fifth of the fixed nutrition sites in central and south-
ern Somalia was found in Banadir. Here, nutrition ser-
vices are provided in every district and the average of 
patient visits per district is, in several cases, above 90 
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children per day (see Table B.3a, Annex B). As expected, 
Banadir is also the region that hosts the largest num-
ber of partner organizations, with 16 different imple-
menting partners delivering nutrition services. CWW 
and Mercy USA (see Annex A) currently have the most 
operational sites on the ground in Banadir, with five 
sites each, followed by Save the Children, WARDI and 
Action Contre la Faim, which operate four sites each. 
Despite ongoing security volatility, the high density of 
sites in the region are clearly related to the urban con-
text, proximity to UN country offices and the interna-
tional airport. In turn, the density facilitates advocacy 
initiatives, the flow of funds, supplies and personnel.

In the central and southern region, the provision of 
nutrition services is often hindered by political instabil-
ity and insecurity. In Bakool, in the town of Tayeeglow, 
which is an AS outpost in the region, only one site 
managed by GRRN is currently operational. In Bay, the 
urban centre of Dinsoor was greatly underserved, with 
only one non-operational site managed by USWRO. 
Funds and supplies to it stopped arriving months ago. 
This stands in contrast to the districts of Baidoa and 
Buur Hakaba in Bay, which have good coverage. Fur-
ther, on the outskirts of Dinsoor, another site run by 
USWRO, was deemed non-operational due to severe 
insecurity. In Galgaduud, in the districts of Cabudwaaq, 
Cadaado, and Dhuusamarreeb, where the security 
situation is stable, four nutrition sites are active, each 
managed by CESVI (Participatory Foundation and NGO 
Italy), Mercy USA, Save the Children and Swisso Kalmo. 
In the AS-controlled area of Ceel Dheere, however, the 
enumerators identified the presence of only one site, 
managed by CISP. 

Middle Juba is the region the most underserved as a 
result of a widespread AS presence. Indeed, in the dis-
tricts of Jilib, Saakow, and Salagle, only three sites man-
aged by Zamzam and by the Jubba Youth Association 
(JYA) are active. Nonetheless, these sites manage to 
offer legitimate nutrition services and see 40 children 
per day. The districts have too large a population to be 

serviced by three fixed nutrition sites and would be in-
adequate in the face of a potential emergency. 

The efficient delivery of nutrition services in Gedo and 
Mudug is also affected by security issues. 

In the districts of Doolow, Belet Xaawo, and Luuq, a 
stable security situation allows EDRO, Himilo Relief 
and Development Association (HIRDA), TROCAIRE, 
SRDA and WVI to implement comprehensive nutrition 
initiatives. Conversely, in Baardhere, Garbahaarey and 
Ceel Waaq, the presence of AS militias causes intermit-
tent service delivery and complicates the reception of 
supplies. In the district of Hobyo (Mudug), despite a 
dramatically deteriorated security environment, Mercy 
USA manages to run 10 fixed sites and one mobile 
team. In the districts of Ceel Huur and Xarardheere, 
DEH and RAWA operate one and three sites respec-
tively. 

The presence of AS in rural areas also has a negative 
impact on the activities of mobile teams. The two re-
gions with the highest number of villages visited by 
mobile teams are Middle Shabelle and Gedo, which 
host 23 per cent and 21 per cent respectively of the 
outreach sites found in central and southern regions 
(see Figure 8). In Doolow, Luuq and Belet Xaawo, the 
more peaceful districts in Gedo, the engagement of 
mobile teams in rural villages seem to be particularly 
strong.  In Doolow, for instance, an average of 170 
children per day are treated, while in Belet Xaawo 144 
children are treated daily (see Table B.3b, Annex B). In 
Middle Shabelle, the mobile teams play a critical role 
in the effort to counterbalance the scarcity of fixed 
nutrition sites in the region. In the districts of Cadale 
and Balcad, the Shabelle Relief and Development Or-
ganization (SHARDO) runs four mobile teams that visit 
34 outreach sites. In Jowhar, WOCCA’s teams visit 58 
villages. 

It is uncommon to see mobile teams operating in ar-
eas where AS controls vast portions of territory. Mobile 
teams visit mostly rural areas, which are favorite stra-
tegic outposts for AS affiliates, and encounter hostility 

Figure 7. Distribution of fixed sites in Central and southern regions 
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when crossing checkpoints held by AS. For this reason, 
several districts mentioned in the previous section 
on fixed sites (e.g. Baardhere, Ceel Huur) do not have 
operational mobile teams. It is, however, remarkable 
that in highly insecure districts like Tayeeglow (Bakool), 
Marka (Lower Shabelle) and Xarardheere (Mudug) 
some mobile teams are active and manage to visit 20 
children per day. 

2.2.2 Opening days and hours
In this section, opening days and hours of the sites are 
evaluated by type. For each type of site the most rel-
evant observations are noted. 

Fixed sites
The fixed nutrition sites in Somaliland, Puntland and 
central and southern Somalia are open for an aver-
age of six days per week for an average of 14, nine and 
eight hours per day respectively. In Somaliland, more 
than a third of fixed sites are open 24/7.1 This number 
is considerably smaller in Puntland and central and 
southern Somalia. Some sites have particularly long 
opening hours, over 12 hours per day, such as those 
in Laas Caanood in Sool and Hargeysa in Maroodijeex, 
where several PHCCs and MCHs run by the Ministry 
of Health, SRCS, World Concern and HEAL are always 
open. In Puntland, only three sites, Bender Qasim Hos-
pital in Bossaso (Bari), Kalkal MCH and Shafi MCH in 
Burtinle town (Eyl) are open 24/7. Central and southern 
regions have only 10 sites that stay open 24/7, six of 
which are in Galgaduud and Lower Shabelle. In central 
and southern regions, the lower average is influenced 
by some sites in Gedo, notably Balanbale and Mirad-
hubow managed by EDRO in Luuq, which are below 
the national average, open only two days per week.

Outreach sites
Outreach sites visited by the mobile teams offer a 
much more erratic service. In Somaliland, working 
days and hours of the outreach sites average two days 
per month for eight hours per day, evenly distributed 
across the zone. Conversely, in Puntland, some differ-
ences were found across regions and implementing 
partners. HADO and CARE/BHM, the two main organi-
zations operating in Bari and Karkar, deliver their ser-
vices on an average of two days per month for six to 
eight hours per day. In Nugaal and northern Mudug, 
WVI and SDRO offer outreach nutrition services on an 
average of four to five days per month, seven to eight 
hours per day. In central and southern regions, the out-
reach sites work an average of two days per month, 
eight hours per day, with the exceptions of Bakool, 
Mudug, and Middle Shabelle, where the outreach sites 
operate four days, three days and one day per month 

1 When a site is open 24/7, it is possible that the health centre 
adheres to the same schedule, although nutrition services are 
delivered only during the day.

respectively on an average of six to eight hours per 
day. In particular, in the district of Ceel Barde in Bakool, 
HIDIG manages to deliver outreach nutrition services 
in the eight villages visited more than once a week. 
Similarly, the mobile team belonging to Mercy USA in 
the district of Hobyo in Mudug visits its five outreach 
sites once a week, which is laudable considering the 
volatile security situation. AS controls vast portions of 
the territory. 

It is worth noting that in several cases, as the number 
of sites covered by the mobile teams increased, the 
frequency of their visits decreased. WOCCA in Middle 
Shabelle, which covers 59 sites, and HADO, which cov-
ers 44 sites in Bari and Karkar, are among the organiza-
tions that deliver services to most sites. The frequency 
of their visits is among the lowest. In contrast, HIDIG 
and Mercy USA operate less than 10 outreach sites 
each and manage to visit four to five times more often 
than one of the two partners mentioned above. This 
suggests that a boost in the number of mobile teams 
active in the areas where most outreach sites are vis-
ited is needed in order to keep the extent of the cover-
age while increasing the frequency of the visits. 

2.2.3 Distance from the site and means of transportation
In this section, distance from the sites and transpor-
tation used by the patients is analysed by zone. On a 
national base, with the exclusion of extreme outliers, 
the average time taken by patients who live farthest 
from the fixed facility is one hour. However, several 
cases of inaccessibility were found. In terms of means 
of transportation, the majority of patients (79 per cent) 
walk to the fixed nutrition sites, while only a small pro-
portion use as primary means of transportation to the 
sites private car or bus (12 per cent and 8 per cent re-
spectively). 

Figure 9. Means of transportation to reach the fixed sites
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Somaliland 
In Somaliland, the average time taken by patients who 
live the farthest away from a fixed facility is slightly 
more than three hours, with spikes of 10 and 12 hours 
in the districts of Zeylac in Awdal, Laas Caanod in Sool 
and Buuhoodle in Togdheer. In Somaliland, car trans-
port accounts for almost a third (32 per cent) of the 
means of transportation, a much higher percentage 
compared to the other zones, and is especially high in 
the districts of Berbera (71 per cent) in Sahil, Burco (67 
per cent) in Togdheer, and Laas Caanood (80 per cent) 
in Sool. The average time taken by the patients farthest 
from the outreach site is slightly above two hours. Sool, 
with an average travel time of less than one hour, is 
the region where outreach sites seem to be most ac-
cessible by the nearby population. This is interesting, 
considering that in terms of the distribution of sites 
across the territories, Sool is among the most unserved 
regions. A large majority of patients walk to the out-
reach sites (88 per cent) in Somaliland.

Puntland 
In Puntland, the average time taken by patients far-
thest from a fixed nutrition site is 40 minutes, with a 
maximum of three and a half hours, much lower than 
in Somaliland. Moreover, the vast majority of patients 
(99 per cent) walk to the fixed and outreach sites to 
access nutrition services. For the outreach sites, the 
distance covered is much less, around 20 minutes, 
with a maximum of two hours. Such figures are con-
sistent with the fact that the outreach sites operate in 
rural areas to reach less populated and more isolated 
communities. It should, therefore, be rarer to see long 
distances covered to reach a site whose purpose is to 
target a community settled in a remote area. 

Central and southern Somalia
In central and southern Somalia, the average time 
taken by patients farthest from a fixed nutrition site 
is slightly more than two hours. However, the picture 
changes considerably from region to region. For in-
stance, in Bakool the average travel time of patients 
farthest away is seven hours, followed by Bay, Middle 
Juba and Middle Shabelle, where the average travel 
time is around three hours. Conversely, in Gedo and 
Lower Juba the farthest patients take just 1.3 and half 
an hour respectively to reach the site. Almost all (80 

per cent) of patients reach the sites by walking. Bus is 
slightly higher than the other zones, with 13 per cent 
reaching the sites by this method of transport. The 
average time taken by the furthest away patient to 
reach the outreach sites is 1.4 hours. Differences be-
tween regions are also found for outreach sites. Bakool 
stands out as the region where the farthest patient has 
to travel the most to reach the site (3 hours). On the 
contrary, in Banadir, Middle Shabelle and Lower Juba 
the farthest patient has to travel for no longer than half 
an hour to reach the sites. WOCCA in Middle Shabelle 
and SAF UK and WRRS in Lower Juba have been able 
to cover the territory in an efficient way, making their 
sites easily accessible to the communities targeted. In 
terms of transportation, almost all (90 per cent) of the 
outreach sites are reached on foot.

The facilities seem to be relatively accessible in most 
regions. However, in several cases in Somaliland and 
central and southern regions the farthest patients 
have to travel more than five hours to reach the site. 
Moreover, across the three zones, it takes the farthest 
patients more to reach outreach sites than fixed sites. 
Such findings suggest that in some areas accessibility 
to nutrition services is scant and that higher coverage, 
perhaps extended through the usage of mobile teams, 
is needed in order to meet the needs of the patients. 

2.3 Personnel and training

To ascertain the service provision and quality of servic-
es at the nutrition facilities, three types of training, In-
tegrated Management of Acute Malnutrition (IMAM), 
Infant and Young Child Feeding (IYCF) and Nutrition in 
Emergencies (NiE), were measured across 11 different 
types of staff. These training courses are critical to the 
efficient and safe delivery of nutrition services. Iden-
tifying gaps in the participation in these pedagogic 
activities is essential to strengthening the capacity of 
nutrition sites to respond to emergencies. To facilitate 
analysis of the data, the professional categories were 
divided in three groups:

1. medical personnel: doctors, nurses, screeners and 
CHWs

2. health promotion personnel: community mobi-
lizers, health promoters, IYCF counselors

3. site administration personnel: supervisors, dis-
tributors, registrars and other operators (cleaners, 
drivers, security guards, midwives) 

The main findings indicate that the medical staff is the 
most trained, but that notable gaps in the delivery of 
NiE training exist. Critically, doctors operating in re-
gions with high propensity to drought did not take NiE 
courses. The findings highlight that mobile teams, al-
though adequately trained, are severely understaffed. 
For instance, in many regions there are no doctors or 
screeners operating in the mobile teams. Another cru-
cial finding is the low percentage of IYCF counselors 

Figure 10. Means of transportation to reach the outreach sites
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with official IYCF training. The following paragraphs 
explore the most relevant observations and identify 
important gaps (see Tables C.1 and C.2, Annex C). 

2.3.1 Medical staff

Fixed sites
Medical personnel are the most well-trained across 
Somaliland, Puntland and central and southern So-
malia (see Table C.1a, Annex C). Doctors and nurses 
in particular stand out as the most trained categories, 
especially in IMAM and IYCF training. The regions with 
the fewest trained doctors and nurses are Gedo, Lower 
Shabelle and Middle Shabelle, in the latter of which 
no doctors received any training.  The NiE training was 
generally attended by few nurses and doctors. In nine 
regions, among which the most exposed to drought 
were Awdal, Sanaag, Sool, Bari and Karkar, none of the 
doctors working at the sites had received NiE training. 
This is worrisome considering the cyclical emergencies 
that have affected these regions in the past few years. 

Mobile teams 
For medical personnel working in the mobile teams, 
the patterns described in the previous section are simi-
lar (see Table C.2a in Annex C). However, some posi-
tive patterns emerge, especially in Puntland, where 
the nurses seem to be extremely well trained. For 
instance, in Bari, Nugaal, the northern districts of Mu-
dug and Karkar, almost all nurses have received IMAM 
training, and the majority of the nurses have received 
IYCF training. In contrast, in some central and southern 
regions, Banadir, Lower Shabelle and Middle Shabelle, 
none of the nurses have received training. Considering 
the sheer number of implementing partners working 
in Banadir and the events and workshops that have 
been held, it is surprising that the nurses working on 
the mobile teams of SHARDO, SORRDO and ACF did 
not receive any training. As for the fixed nutrition sites, 
the NiE training was the most neglected. In all regions, 
except for Sanaag, Bakool and Galgaduud, no more 
than half of nurses attended training courses. 

While doctors on mobile teams are well trained, they 
are in short supply. Except in Gedo and Lower Shabelle, 
in which no doctors received any training, in the other 
regions doctors are relatively well trained. In Awdal, 
Marodijeex, Bari, Bakool and in the northern territories 
of Mudug, almost three-quarters of doctors took all 
three training courses. In all the other regions howev-
er, there are no doctors working on mobile teams. The 
increased presence of doctors on the mobile teams 
would boost the quality of services received.

Similarly, a lack of screeners and CWHs was found in 
the mobile teams across several regions of Somalia. 
For instance, in Bari, northern Mudug and Banadir, no 
CHWs work on the mobile teams. This may be because 
the CHWs work in the village and facilitate commu-
nity access to the outreach sites set up by the teams, 
but do not necessarily move around with them. There 
was a lack of screeners servicing the mobile teams. 
Indeed, in Sool, Togdheer, Karkar and Lower Shabelle 
no screeners were found. IMAM emerges again as the 
training that screeners and CHWs received the most. 
In Puntland and most regions of central and southern 
Somalia, almost all screeners had received IMAM train-
ing. Marodijeex, Banadir and Middle Shabelle are the 
only three regions where no screeners took any of the 
three trainings. 

Overall, there are gaps in both the training received 
and the supply of personal across Somalia. In an emer-
gency, quantity can take precedence over quality to 
bring relief to the affected population and, for this 
reason, the admission criteria to nutrition-related roles 
become less restrictive. In the medium term, however, 
it is necessary to re-structure the system and to imple-
ment pedagogic activities linked to hiring policies to 
ensure the necessary quantity of personnel without 
sacrificing the quality of the service offered. 

A child is weighed in a fixed nutrition site in Borama district, 
Awdal, Somaliland.  

The remaining medical personnel, screeners and com-
munity health workers (CHWs), lack training, especially 
in IYCF and NiE. In this respect, Puntland distinguishes 
itself as the zone with the highest number of trained 
screeners. In Nugaal, for instance, a high percentage 
of screeners have taken IMAM, IYCF and NiE training 
(see Annex C). Similarly, in Galgaduud, Gedo, Hiraan 
and Lower Juba, above 60 per cent of screeners have 
taken at least IMAM training. Conversely, in Marodijeex, 
Sahil, Lower Shabelle and Middle Shabelle, none of the 
screeners have taken these training courses. In Middle 
Juba, no screeners were found. The community health 
workers perform well when it comes to the IMAM 
training, especially in Awdal, Sool, Bari and Galgaduud. 
Regarding NiE training, with the exception of Awdal, 
Bari and Karkar, fewer than a third of CHWs have re-
ceived the training.



10

2.3.2 Health promotion staff 

Fixed sites
The findings show that personnel employed in health 
promotion and counseling are generally less trained 
(see Table C.1b, Annex C). The IYCF counselors appear 
to be the most trained professional category in this 
group, especially in the majority of regions in Puntland 
and central and southern Somalia. At least half of them 
have taken IMAM training. However, the exceptions 
are Middle Juba, Middle Shabelle and Sahil, where no 
IYCF counselor was trained in IMAM. 

The main concern arises when it comes to IYCF train-
ing, in which a low percentage of IYCF counselors have 
received the training. It is worth noting that in the re-
gions of Nugaal, Bakool and Hiraan, above 80 per cent 
of IYCF counselors took the training. However, in the 
other regions, the percentage is much lower. In So-
maliland for instance, in the Awdal region about half 
of IYCF counselors were trained in IYCF. A likely reason 
may be that many IYCF counselors were unofficially 
trained by other counselors who were leaving their 
position.

For medical personnel, NiE training was also the least 
attended. Puntland is the zone where both IYCF coun-
selors and health promoters are the most trained in 
NiE. For instance, in Bari and Karkar between 60 per 
cent and 70 per cent of the health promoters took the 
training while in Karkar and Nugaal between 60 per 
cent and 80 per cent of the IYCF counselors. 

Community mobilizers are the group that gener-
ally received the least training. In Lower Juba, Hiraan, 
Galgaduud and northern Mudug, the only regions 
where they received comprehensive training, over 80 
per cent of the community mobilizers received IMAM 
training. Somaliland is the zone where the community 
mobilizers are the most undertrained, with only 7 per 
cent of mobilizers being trained in IMAM and none in 
the other two training programmes in Sahil. Also for 
community mobilizers, Bari and Karkar are the two re-
gions where the NiE training highest, albeit to a much 
lower extent, 43 per cent and 40 per cent respectively. 

Mobile teams
On the health promotion and counseling teams work-
ing at the fixed sites, the IYCF counselors of the mobile 
teams are the most well trained (see Table C.2b, an-
nex C). Indeed, with the exception of Lower Shabelle 
and Middle Shabelle, in which no counselors took 
the training, in all regions where the IYCF counselors 
operate at least 60 per cent of them received IMAM 
training. In the Puntland region of Awdal, Marodi Jeex 
in Somaliland, and Bakool and Mudug in central and 
southern regions, all of the IYCF counselors received 
IMAM training. IYCF training was not attended in Bari, 
Lower Shabelle and Middle Shabelle. NiE training was 
attended by all of IYCF counselors in Awdal, Marodi-

jeex, Karkar and Bakool. In all the other regions, except 
Galgaduud (67 per cent) and Sanaag (40 per cent), NiE 
training was not delivered. No IYCF counselors were 
found working in mobile teams in Sool, Togdheer, 
Northern Mudug and Banadir. 

There is a lack of personnel and training of health 
promoters and community mobilizers. There were 
no health promoters in the mobile teams working in 
Sool, Bari, Galgaduud, Hiraan and Mudug. There were 
no community mobilizers operating in Sool, Karkar, 
northern and southern Mudug and Banadir. In half of 
the regions which have health promoters, they have 
not taken any training. In central and southern Soma-
lia, the situation is slightly better with at least 80 per 
cent of health promoters having received IMAM train-
ing in Bakool, Banadir, Bay and Lower Juba. In Somali-
land, only a sufficient percentage of health promoters 
working in Awdal have received IMAM training. IYCF 
training was received by all community mobilizers 
and health promoters in Nugaal and Bakool. Health 
promoters were widely trained in IYCF also in Karkar, 
Banadir and Lower juba and community mobilizers in 
Hiraan. For NiE, no community mobilizers in all regions 
but Bakool received training. The health promoters 
took NiE training at a slightly higher rate than com-
munity mobilizers. In Awdal, Bakool and Banadir 88 per 
cent, 50 per cent and 20 per cent respectively took NiE 
training. In all other regions, no health promoters at-
tended the NiE training. 

More structured and mandatory training sessions 
should be held for health promotion and counseling 
personnel. One of the most striking factors is the low 
percentage of IYCF counselors who took IYCF training. 
Moreover, NiE training was widely neglected by medi-
cal staff. In this respect, the fact that only 20 per cent of 
the community mobilizers in Bakool received NiE train-
ing shows a serious gap in the preparation of these 
personnel. In crisis situations, community mobilizers 
play a critical role in informing communities about the 
actions to undertake. This gap in training should be ad-
dressed. 

2.3.3 Supervisors 
Supervisors were deliberately included among the 
personnel working in the administration of the sites. 
They play a multifold role. In Somaliland and Puntland, 
for instance, the low percentage of training received 
both in fixed and mobile sites suggests that supervi-
sors take care of the administration of the sites, dealing 
with issues related to personnel and service delivery 
instead of the actual care of the patients (see Table 
C.1c, Annex C). In contrast, in central and southern So-
malia the data suggest that the supervisors are more 
involved in nutrition activities and may play a more 
medical role. Indeed, in most central and southern re-
gions, at least 70 per cent of supervisors are trained in 
IMAM. In Bakool, Bay and Galgaduud, this figure rises 
to above 90 per cent. In Middle Juba and Middle Sha-
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belle, however, no supervisor took IMAM. Also, for IYCF 
training, the number of trained supervisors is much 
higher in central and southern regions than in So-
maliland and Puntland. Except for Middle Shabelle and 
Middle Juba (11 per cent and 0 per cent respectively), 
in most southern and central regions at least 40 per 
cent of supervisors attended IYCF. In Bakool, Bay and 
Galgaduud the number of trained supervisors is above 
90 per cent. Even in the case of NiE training, ignored by 
most staff, some regions show a quite high percentage 
of supervisors attending it. In Bay, Galgaduud and Mid-
dle Shabelle, for instance, more than 50 per cent of the 
supervisors received NiE training. 

The next section focuses on the services provided by 
fixed sites and mobile teams. The analysis proceeds by 
zone, with a regional breakdown for each zone. 

2.4 Nutrition services offered by fixed and 
mobile teams 

When the enumerators visited fixed nutrition sites and 
the headquarters of the mobile teams, they asked facil-
ity managers and team leaders about 11 services ide-
ally offered at the sites or by the mobile teams. These 
services are:

1. outpatient therapeutic programme (OTP)
2. targeted supplementary feeding programme 

(TSFP)
3. stabilization centre services (SC)
4. TSFP for OTP discharges
5. blanket supplementary feeding programme 

(BSFP)
6. mid-upper arm circumference screening (MUAC)
7. infant and young child feeding (IYCF)
8. nutrition for HIV
9. nutrition for TB
10. multi-micronutrients provision (MMN)
11. community conversation

2.4.1 Somaliland

Fixed sites 
The findings suggest that, in terms of services offered 
in the fixed sites, Sanaag and, especially, Sool, are the 
most underserved regions. This is particularly true 
when it comes to prevention services such as commu-
nity conversation, IYCF counseling and MMN. The ser-
vices most commonly available in Somaliland are OTP 
and the TSFP, provided by almost all of the sites (see 
Figure 10). The BSFP is much less available. For instance, 
in Awdal, Sahil and Sanaag, just one site out of 10 is 
equipped to offer the BSFP (see Table D.1a, Annex D). 

Sool is underserved for most nutrition services offered. 
Community conversation is practiced in more than 
80 per cent of the sites, except in Sool, where only a 
quarter organize it. Also for IYCF, only 50 per cent of 

the sites in Sool region are equipped to offer the ser-
vice. In this respect, it is important to consider that dia-
logue, promotion and information sessions, training 
and counseling are vital instruments for responding to 
malnutrition. For this reason, the implementing part-
ners should offer not only practical nutrition services, 
but also more intangible types of support.  

In terms of more conventional services like OTP and 
TSFP, it is worth noting that, despite high rates of sites 
offering these in Sanaag and Sool, just 20 per cent and 
8 per cent of them include OTP discharges in their 
TSFP activities. This might stem from inaccuracies in 
the process of registration and referral of children that 
are transitioning from a status of severe to moderate 
malnutrition. 

The eastern regions of Somaliland are underserved in 
terms of access to multi-micronutrients (MMN). In the 
rest of Somaliland, between 39 per cent and 89 per 
cent of the sites have access to the nutrients. In San-
aag and Sool, the percentage of sites delivering them 
plummets to none and a quarter respectively. The 
provision of MMN and BSFP program are two valuable 
tools for ensuring the safety of the child while still in 
the womb of the mother and for preventing malnu-
trition in young children. The low percentage of sites 
offering such services suggests that, given the emer-
gency situation, more importance is given to response 
than to prevention. This is understandable, but it is 
critical to address these gaps in order to boost preven-
tion as a vital tool against malnutrition. 

Finally, nutrition programs for TB and HIV are the ser-
vices that are delivered the least (see Figure 11). In 
Somaliland, only HEAL, HPA and Mercy USA run sites 
where porridge and cereals are offered for free to pa-
tients debilitated by such diseases. In this respect, the 
nutrition sites could play an increasingly relevant role 
in bringing relief to HIV and TB patients. This might also 
lead some sites to start organizing sessions and semi-
nars related to disease management from a nutritional 
perspective. 

Figure 11. Services offered in Somaliland’s fixed sites

94%

93%

88%

81%

80%

44%

43%

17%

17%

14%

7%

OTP

TSFP

MUAC
Community

conversation

IYCF

TSFP for OTP

Micronutrients

BSFP
Stabilization

centre services

Nutrition TB

Nutrition HIV

0 20 40 60 80 100



12

Mobile teams 
The services most commonly offered by mobile teams 
at almost all sites in Somaliland are OTP and commu-
nity conversation. The TSFP is offered much less fre-
quently by mobile teams. The BSFP is delivered by only 
one mobile team in Marodijeex and by one SRCS in 
Sanaag. MUAC screening is practiced in more than 70 
per cent of the mobile teams (see Table D.1b, Annex 
D).

The TSFP is offered only by six mobile teams working 
in Sanaag. In the other regions, only around half of the 
mobile teams are equipped to treat moderate malnu-
trition. Also for the IYCF, all the teams offer the service 
in the Sanaag region. In Awdal and Marodijeex, less 
than 40 per cent of the sites offer IYCF services. 

The MMN are provided by around 70 per cent of the 
mobile teams working in Sool and Togdheer. In Awdal, 
only a fifth of the mobile teams provide MMN, and in 
Sanaag no mobile teams are equipped to deliver them. 
Considering the importance to pregnant women of 
MMN for preventing anemia in their newborns, the 
lack of delivery of this service needs to be addressed. 
The mobile teams have the capacity to reach commu-
nities that cannot visit the closest fixed nutrition sites. 
Many women in the late phases of their pregnancy 
cannot travel long distances and, for this reason, the 
role of mobile teams in providing MMN to them can 
be critical for child and maternal health.  

Several mobile team leaders have started to deliver SC 
services to severely malnourished children with com-
plications (e.g., edema, diarrhea). They can be cured on 
site. This is something that, obviously, a mobile team 
cannot offer. For this reason, team leaders appear to be 
willing to diagnose the symptoms that require in-pa-
tient treatment so that the children can be transferred 
to the closest fixed site for treatment.  

Finally, in the case of mobile teams, nutrition programs 
for TB and HIV are not delivered. Similar to the provi-
sion of MMN, the mobile teams have the capacity to 
reach patients that, due to their physical condition, are 
not able to go to the closest fixed site. In this respect, 
TB and HIV patients might benefit considerably from 
the provision of nutrition products in their own village.

2.4.2 Puntland

Fixed sites
Compared to Somaliland, Puntland’s fixed nutrition 
sites generally offer fewer services. OTP and TSFP are 
again the two most delivered services, however, while 
in Somaliland a minimum of 80 per cent of the sites 
implement such programs, in Puntland the lowest 
number of sites delivering OTP and TSFP is 37 per cent 
and 28 per cent respectively (see Table D.2a, annex D). 
BSFP, micronutrients, nutrition TB and nutrition HIV are 

rarely offered in fixed nutrition sites in Puntland. Since 
BSFP and MMN programs are the bedrock of preven-
tion against malnutrition and anemia, their systematic 
absence in Puntland’s nutrition sites constitutes a gap 
that needs to be addressed. 

Mobile teams As for the fixed sites, the 11 mobile teams 
operating in Puntland generally offer many fewer ser-
vices (see Table D.2b, Annex D). With regard to mobile 
teams, HADO and BHM are the two main implement-
ing partners in Puntland. According to the data col-
lected, HADO offers just TSFP services for moderate 
malnutrition while BHM is specialized in OTP services 
for severe malnutrition. BHM also offers community 
conversation services and IYCF counseling, but not 
most of the other services. In Puntland’s mobile teams 
not even MUAC screening is provided. This suggests 
service provision should be reinforced to make these 
mobile teams able to face an emergency. 

2.4.3 Central and southern Somalia

Fixed sites
Similar to Somaliland and Puntland, OTP is the most 
available service in central and southern regions. 
Whereas TSFP is the second most available service in 
Somaliland and Puntland, in the central and southern 
regions this is MUAC screening (see Figure 12). How-
ever, apart from OTP, which is delivered at 61 per cent 
of all the fixed nutrition sites across the central and 
southern regions, there are big differences of delivered 
services between the regions (see Table D.3a, Annex 
D). Whereas MUAC is offered at over three-quarters of 
sites in Banadir, Gedo, Bay and Middle Juba, they are 
available at merely 16 to 37 per cent of the sites in Mid-
dle Shabelle, Hiraan and Bakool. TSFP is available at a 
high proportion of sites in Lower Shabelle and Mudug, 
while only at around one- third of sites in Middle Juba, 
Hiraan, Lower Juba and Banadir. Community conver-
sation, IYCF and micronutrients are rarely offered in 
Bakool, Lower Juba and Middle Shabelle, and BSFP, 
Nutrition TB and Nutrition HIV are rarely offered across 

Figure 12. Services offered in Puntland’s fixed sites
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all regions of central and southern Somalia. Also in the 
case of central and southern regions, there was a clear 
underprovision of BSFP services, Nutrition HIV and Nu-
trition TB. Given the important role that the BSFP plays 
for efficacious prevention and the necessity to provide 
full support to members of the community affected 
by TB and HIV, the implementing partners should take 
critical steps to fill these gaps. 

Mobile teams
In central and southern regions, the OTP is the service 
most delivered by mobile teams. Except in Bakool, Ba-
nadir and Middle Shabelle, where less than 70 per cent 
of sites offer OTP, in all the remaining regions at least 
90 per cent of the mobile teams offer OTP services to 
severely malnourished children (see Table D.3b, Annex 
D). Interestingly, the second most common service is 
IYCF counseling which in Bay, Hiraan and Lower Sha-
belle is offered by all teams, and overall is provided by 
most of mobile teams in central and southern regions. 
In Middle Shabelle and Lower Juba however, WOCCA, 

SHARDO and SAF UK mobile teams do not offer IYCF 
counseling. The third most available service is commu-
nity conversation, which is practiced in all but three 
regions by more than half the mobile teams. This ser-
vice is not offered by the same implementing partners 
mentioned above in Lower Juba and Middle Shabelle. 
In Lower Shabelle, only one mobile team managed by 
Swisso Kalmo organizes activities of community con-
versation in the villages visited. 

In terms of MUAC screening, the least served regions 
are Bakool, Lower Shabelle, Lower Juba and Middle 
Shabelle where less than  one-third of mobile teams 
use the MUAC for screening children. 

With the exception of Bay and Lower Juba, where TSFP 
services are provided respectively by 0 and 1 team of 
CARE-WASDA, in all other regions at least half of the 
teams deliver TSFP services to moderately malnour-
ished children. It is worth noting that in Middle Sha-
belle, although all the sites offer TSFP services, none 
have treated children discharged from an OTP pro-
gramme. As mentioned above, this may be due to an 
inaccurate registration process and to the absence of 
effective referral instruments. 

MMN provision varies significantly from region to re-
gion. For instance, in Banadir and Hiraan, 83 per cent 
and 67 per cent respectively of the mobile teams pro-
vide micronutrients to pregnant mothers, while in Bay 
and Middle Shabelle no mobile teams do so. In the 
other regions MMN provision is practiced by 20 to 70 
per cent of mobile teams. 

For the remaining services, as in the two other zones, 
very few or no mobile teams are in any condition to 
deliver nutrition services for HIV and TB patients. The 
BSFP programme is implemented in Mudug by SDRA, 
in Gedo by SRDA and WVI and in Galgaduud by Swisso 
Kalmo.

2.5 Supplies 

The enumerators compiled an inventory of the sup-
plies present at the sites or in the mobile teams. In or-
der to facilitate analysis, these supplies were divided 
into three macro-groups. 

The tables in the following section report the main 
gaps in supplies per region. As displayed in the leg-
end, dark red cells indicate a “very critical undersup-
ply” (0- 25 per cent) while the light green cells indicate 
“acceptable supply” (85-100 per cent). Three different 
color gradations indicate the ranges of supply be-
tween the extremes. The most relevant observations 
are noted, proceeding by type of site and supplies’ 
macro-groups. 

Figure 13. Services offered in Central and southern regions Somalia’s 
fixed sites
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Table 1. Supplies macro-groups

Supplies 

Admission and referral

Spare OTP cards
Feeding program referral cards (FPR)
OTP ration cards
Register book

Technical tools and 
Plumpy’Nut

Weight-for-height charts
Plumpy’Nut look-up tables 
MUAC tapes
Height/length boards
Weighing scales
Thermometers 
Plumpy’Nut boxes

Medicines

Amoxicillin syrup 125 mg. 
Amoxicillin syrup 250 mg.
Vitamin A 10,000 IU
Vitamin A 20,000 IU
Albendazole
Mebendazole

Table 2. Fixed sites supplies – technical tools and Plumpy’Nut

Zone Region
Admission and referral 

Spare OTP cards FPR cards (OTP/SC) OTP ration card Register book

SL

Awdal        
Marodijeex        
Sahil        
Sanaag        
Sool        
Togdheer        

 PL

Bari        
Karkar        
Mudug (north)        
Nugaal        

SC

Bakool        
Banadir        
Bay        
Galgaduud        
Gedo        
Hiraan        
Lower Juba        
Lower Shabelle        
Middle Juba        
Middle Shabelle        
Mudug        

0-25% of the sites  Very critical undersupply
25-50% of the sites  Critical undersupply
50-65% of the sites   Serious undersupply
65-85% of the sites   Moderate undersupply
85-100% of the sites   Acceptable supply

Most regions show acceptable supply or moderate 
undersupply of items for admission and referral. The 
only two areas present serious or critical undersup-
ply of spare OTP cards, feeding program referral (FPR) 
cards and OTP ration cards are Bari and the districts of 
Gaalkacyo and Jariiban in northern Mudug (see Table 
2). Here, in several sites, such as Bender Qasim Hospital 
in Bossaso where BHM operates or in SDRO BSFP sites 
in Gaalkacyo, the OTP cards are not available because 
they offer only TSFP or BSFP. The majority of the sites 
in these regions, however, stated that they were out 
of stock. Some of them, like the site of Maryama man-
aged by SDRO in Gaalkacyo, have been out for more 
than a year. The regions of Middle Juba and Middle 
Shabelle are in critical undersupply of FPR cards. In 
Middle Juba, the JYA’s facility manager of Musedunya 
MCH in Saakow was not able to provide any reason 
why they are lacking FPR cards. However, the likely 
main cause would be the notably volatile security situ-
ation and the blockages of supply routes held by AS 
militants. In Middle Shabelle, despite SHARDO’s site at 
Cadale, MCH offers OTP services. Its facility manager 
claimed to not ever having received OTP cards, FPR 
cards or OTP ration cards.
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Technical tools and Plumpy’Nut
The macro-group, including technical tools and 
Plumpy’Nut (a ready-to-use therapeutic food), is the 
one with the greatest supply of items. Weight-for-
height charts, MUAC tapes, weighing scales, thermom-
eters and height-for-length boards in each region fall 
in the categories of acceptable supply or, in a few 
cases, moderate undersupply (see Table 3). The only 
two regions where a serious or critical undersupply of 
height-for-length boards was found are Sahil and Mid-
dle Juba respectively. In Sahil, the sites of Jamalaaye, 
Berbera SC, Berbera Central, Hassan Kayd and Lasi-
dle, all managed by HPA, never received a height-for-
length board. In Middle Juba, Xaramka MCH handled 
by Zamzam never received one either. 

For Plumpy’Nut look-up tables and Plumpy’Nut boxes, 
the situation is slightly less ideal (see Table 3). As for the 
OTP cards, Bari, the northern districts of Mudug and 
Middle Juba are the regions that show a situation of se-
rious or critical undersupply. For Middle Juba, the rea-
sons mentioned above hold true. In terms of Bari and 
Mudug, several HADO sites in Bari and SDRO in Gaaka-
cyo seem to not have ever received a Plumpy’Nut 
look-up table. This may be because many of them offer 
mostly prevention services or treatments for moderate 
acute malnutrition. However, the facility managers of 
the same sites, when asked about Plumpy’Nut boxes, 
answered that the sites have been out of stock from 
a minimum of two months to a maximum of a year. 
This suggests that these sites used to also deliver treat-
ments for severe acute malnutrition, but they have 
stopped due to a critical undersupply. 

0-25% of the sites  Very critical undersupply
25-50% of the sites  Critical undersupply
50-65% of the sites   Serious undersupply
65-85% of the sites   Moderate undersupply
85-100% of the sites   Acceptable supply

Table 3. Fixed sites supplies – technical tools and Plumpy’Nut

Zone Region

Technical tools and Plumpy’Nut

Weight 
for height 

charts

Plumpy’Nut 
look-up 
tables

MUAC
Height/ 
length 
boards

  Weighing 
scales

  Ther-
mometers

Plumpy’ Nut 
boxes  

(150 pieces 
per box)

SL

Awdal              
Marodijeex              
Sahil              
Sanaag              
Sool              
Togdheer              

PL

Bari              
Karkar              
Mudug (north)              
Nugaal              

SC

Bakool              
Banadir              
Bay              
Galgaduud              
Gedo              
Hiraan              
Lower Juba              
Lower Shabelle              
Middle Juba              
Middle Shabelle              
Mudug              



16

Medicines 
The undersupply of medicines is significantly worse. 
Most regions of Somaliland, Puntland and cof entral 
and southern regions Somalia are in critical under-
supply of amoxicillin (125 mg. and 250 mg.), vitamin 
A (10,000 IU) and mebendazole. Vitamin A (20,000 IU) 
and, especially, abendazole are the two drugs that are 
less critically undersupplied. Amoxicillin (250 mg.) and 
mebendazole are the medicines that are frequently 
undersupplied (see Table 4). In most of Puntland and 
central and southern regions, less than a fourth of the 
sites had them at the moment of the capacity assess-
ment. Half of the sites that do not have amoxicillin 
(250 mg.) had been out of stock for an average of three 
months.

Further, 22 per cent of the sites had never received 
it and 23 per cent of the sites reported that they do 
not provide the medication. Similarly, almost half of 
the sites maintained that they had been out of stock 
of mebendazole for an average duration of four 
months, 37 per cent had never received it and 13 per 
cent do not offer it. A particularly severe lack of vita-

Table 4. Fixed Sites Supplies – Medicines

Zone Region
Medicines

 Amox 125 mg Amox 250 mg Vit A 10,000 IU Vit A 20,000 IU Albendazole Mebendazole  

SL

Awdal            
Marodijeex            
Sahil            
Sanaag            
Sool            
Togdheer            

PL

Bari            
Karkar            
Mudug (north)            
Nugaal            

SC

Bakool            
Banadir            
Bay            
Galgaduud            
Gedo            
Hiraan            
Lower Juba            
Lower Shabelle            
Middle Juba            
Middle Shabelle            
Mudug            

0-25% of the sites  Very critical undersupply
25-50% of the sites  Critical undersupply
50-65% of the sites   Serious undersupply
65-85% of the sites   Moderate undersupply
85-100% of the sites   Acceptable supply

min A (10,000 IU) was found in Somaliland and Punt-
land where the least undersupplied region is Awdal. 
This falls into the category of serious undersupply. 
Fortunately, in most cases, a critical undersupply of a 
certain drug corresponds to an acceptable supply or 
moderate undersupply of a twin or the same medicine 
in different doses. For instance, in Sool and Togdheer, 
there is a critical undersupply of mebendazole, but an 
acceptable supply or moderate undersupply of alben-
dazole, which is also used to treat intestinal infections. 
The same obtains, albeit to a lower extent, for supplies 
of amoxicillin (250 mg.), where a critical undersupply 
in some regions often corresponds an acceptable sup-
ply or moderate undersupply of amoxicillin (125mg.). 
In some regions, however, this is not the case. Gal-
gaduud, Lower Juba and Mudug have a very critical 
undersupply of both amoxicillin (125 mg. and 250 
mg.). In Sanaag, northern Mudug, Gedo, Middle Juba 
and Mudug very few sites were found equipped with 
vitamin A. At the same time, in Gedo, Lower Juba and 
Mudug, albendazole and mebendazole are in critical 
or very critical undersupply. 
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2.5.2 Supplies - mobile teams

Admission and referral
In terms of items for admission and referral, unlike for 
the fixed sites, more regions show a critical or very criti-
cal undersupply. Although all regions except Lower 
Shabelle have an up-to-date register, spare OTP cards, 
FPR cards and OTP ration cards are in serious, critical, 
and very critical undersupply for the mobile teams 
working in Marodijeex, all Puntland and Middle Sha-
belle (see Table 5). In Karkar and northern Mudug, the 
very critical undersupply of the OTP referral tool is due 
to the fact that the two mobile teams managed by 
HADO and SDRO respectively offer only TSFP services. 
However, the lack of FPR cards impacts the capacity of 
teams to refer children and mothers to other teams or 
hosting structures. In Middle Shabelle the lack of OTP 
cards is mainly due to the exclusive provision of TSFP 
services. In this respect, the mobile team leaders of 
SHARDO and WOCCA reported that they use suitable 
TSFP cards. Notwithstanding, two mobile teams of 

SHARDO working in Cadale district offer OTP services 
but have never received OTP cards. The same applies 
for two of SORRDO’s mobile teams operating in the 
district of Hodan in Banadir. 

Technical tools & Plumpy’Nut
As in the case of the fixed sites, this is the macro-group 
with the highest level of supplies. Weight-for-height 
charts, MUAC tapes, weighing scales, thermometers 
and height-for-length boards in each region fall in the 
categories of acceptable supply, moderate undersup-
ply and, in a few cases, serious undersupply. The only 
region that presents cases of critical or very critical un-
dersupply is Banadir (see Table 6). In this case however, 
SORRDO’s team leaders reported that the weight-for-
height charts are not suitable for a mobile team and 
that for this kind of screening the patients go to fixed 
structures. SORRDO’s team leaders also said that they 
do not use thermometers. 

0-25% of the sites  Very critical undersupply
25-50% of the sites  Critical undersupply
50-65% of the sites   Serious undersupply
65-85% of the sites   Moderate undersupply
85-100% of the sites   Acceptable supply

Table 5. Mobile teams supplies – admission and referral

Zone Region
Admission and referral 

Spare OTP Cards FPR Cards (OTP/SC)  OTP Ration Card Register Book

SL

Awdal        
Marodijeex        
Sanaag        
Sool        
Togdheer        
Bari        

PL

Karkar        
Mudug (north)        
Nugaal        
Bakool        

SC

Banadir        
Bay        
Galgaduud        
Gedo        
Hiraan        
Lower Juba        
Lower Shabelle        
Middle Shabelle        
Mudug        
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Table 6. Mobile teams supplies – technical tools and Plumpy’Nut

Zone Region

Technical tools & Plumpy’Nut

Weight 
for height 

charts

Plumpy’Nut 
look-up tables

MUAC
Height/
length 
boards

Weighing 
scales

Thermom-
eters

Plumpy’Nut 
boxes  

(150 pieces 
per box)

SL

Awdal              
Marodijeex              
Sanaag              
Sool              
Togdheer              
Bari              

PL

Karkar              
Mudug (north)              

Nugaal              

Bakool              

SC

Banadir              
Bay              
Galgaduud              
Gedo              
Hiraan              
Lower Juba              
Lower Shabelle              
Middle Shabelle              
Mudug              

0-25% of the sites  Very critical undersupply
25-50% of the sites  Critical undersupply
50-65% of the sites   Serious undersupply
65-85% of the sites   Moderate undersupply
85-100% of the sites   Acceptable supply

For Plumpy’ Nut look-up tables, Karkar and northern 
Mudug are the two regions where a situation of very 
critical undersupply was discovered. This, as men-
tioned in the previous section, is because the HADO 
mobile team in Qardho (Karkar) and the SDRO mo-
bile team in Gaalkacyo are meant to deliver only TSFP 
services. Nevertheless, an inconsistency was noted 
here. Despite the fact that the HADO mobile team in 
Karkar could offer only TSFP services, its team leaders 
confirmed they have a stock of 92 Plumpy’Nut boxes. 
The same applies to the SDRO mobile team, where the 
team leader mentioned they have been out of stock 
of Plumpy’Nut boxes for six months. This is unusual for 
teams that are supposed to treat only moderate acute 
malnutrition. It is also possible that the team managers 
meant Plumpy’Sup and there was a misunderstanding 
with the enumerator.

Medicines 
The undersupply experienced by the mobile teams is 
similar to those of the fixed sites. Most regions of So-
maliland, Puntland and central and southern regions 
are in critical undersupply of amoxicillin (250 mg.) and 
mebendazole (see Table 7). In most regions of Somali-
land, Puntland and central and southern areas, fewer 
than 25 per cent of the sites had them at the time 
of the assessment. With regard to drugs, operational 
teams in a few regions perform quite well. For instance, 
HADO’s team in Karkar have an acceptable supply of all 
medicines except vitamin A (10,000 IU). 

This is not a significant concern because the team has 
an acceptable supply of vitamin A (20,000 IU). Also in 
Bakool, Hiraan and, to a lesser extent, Middle Shabelle, 
the teams seem to be acceptably supplied. Conversely, 
SDRO in northern Mudug is critically undersupplied in 
all medications. Apparently, this team is not supposed 
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to administer medical supplies. Gedo is critically or 
very critically undersupplied in every drug. Slightly less 
than half of the Gedo mobile teams surveyed have 
amoxicillin: in 93 per cent of the cases, they are out of 
stock. The SRDA, EDRO and USWRO teams working in 
the district of Luuq are particularly short of medicines, 
most often because they are out of stock. 

Overall, admission, referral items and technical tools 
are acceptably supplied in the fixed sites and mobile 
teams across Somaliland, Puntland and central and 
southern Somalia. In terms of medicines, however, 
most sites and mobile teams are severely undersup-
plied. In particular, amoxicillin (250 mg.), vitamin A 
(10,000 IU), and mebendazole are lowest in supply. 
These three are essential in the fight against severe 
malnutrition. In crisis contexts, the use of unsafe water 
sources, such as surface water, and unhygienic food 
spread bacteria and diseases. The latter are easily trans-
mitted among individuals whose immune systems are 
already weakened by dire conditions caused by the 
emergency. In difficult times, an acceptable  supply 
of these drugs can be a life-saving tool in the fight 
against malnutrition and endemic illnesses. 

2.6 Infrastructure and WASH

A critical part of the research was an evaluation of 
the nutrition sites’ overall infrastructure: latrines (gen-
der split) and handwashing points; water source and 
waste disposal; and shade in the waiting, screening 
and consultation areas. 

2.6.1 Latrines and handwashing points

Somaliland
Fixed sites 
On average, fixed nutrition sites in Somaliland are 
equipped with close to three latrines each, without 
significant gender disparity. The only sites without 
latrines in Somaliland are Fiqi Aadan MCH in Zeylac 
(Awdal) and Las Caanood MCH in Laas Caanood (Sool), 
managed by SRCS and the Ministry of Health respec-
tively. Also a few sites with latrines have none for wom-
en (see Table E.1, Annex E.1). Given that the main users 
of the nutrition sites are young mothers, the absence 
of suitable latrines for women may cause patients sig-
nificant unease. 

0-25% of the sites  Very critical undersupply
25-50% of the sites  Critical undersupply
50-65% of the sites   Serious undersupply
65-85% of the sites   Moderate undersupply
85-100% of the sites   Acceptable supply

Table 7. Mobile Teams Supplies - Medicines

Zone Region
Medicines

Amox. 125 mg Amox. 250 mg Vit. A 10,000 IU Vit. A 10,000 IU Albendazole Mebendazole  

SL

Awdal            
Marodijeex            
Sanaag            
Sool            
Togdheer            
Bari            

PL

Karkar            
Mudug (north)            
Nugaal            
Bakool            

SC

Banadir            
Bay            
Galgaduud            
Gedo            
Hiraan            
Lower Juba            
Lower Shabelle            
Middle Shabelle            
Mudug            
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In Somaliland, 84 per cent of the fixed nutrition sites 
are equipped with handwashing points and soap is 
available in 82 per cent of them. Sahil and Marodijeex 
regions have the fewest handwashing points (see Fig-
ure 14). These are the two regions that most frequently 
lack hand soap — in one case out of three. 

Outreach sites
General hygiene at the outreach sites is significantly 
worse than that of the fixed sites. Indeed, 73 per cent 
of the outreach sites have no available latrines and in 
another seven per cent there is just one latrine (see 
Figure 15). Maroodijeex is the only region with, on 
average, almost two latrines per site. In Togdheer and 
Sanaag, only one site in ten has a latrine. This assess-
ment fits with the mobile teams’ operational approach. 
The nutrition activities usually take place in the main 
square of a village, under a tree or other canopy. In the 
absence of a fixed structure, it is difficult for the teams 
to provide latrines and proper hygienic conditions: 83 
per cent of the sites were not so equipped. Of the re-
maining 17 per cent (60 sites), 82 per cent could pro-
vide soap. 

Mudug, where no latrines are suitable for women (see 
Table E.1b in Annex E.1). 

In terms of handwashing points, the situation in Punt-
land is worse than in Somaliland. Overall, 67 per cent 
of the fixed nutrition sites are equipped with a hand-
washing point, with soap is available in 62 per cent. 
The situation is particularly grave in the area of Gaalka-
cyo in northern Mudug. Here, only 25 per cent of the 
sites have a handwashing point. Each site with a hand-
washing point can provide soap to patients. Nugaal 
and Karkar are the regions where handwashing points 
are most common. Only 60 per cent of the Karkar sites 
have soap available. 

Outreach sites
Puntland outreach sites seem slightly better equipped 
than those in Somaliland. Here, half of the outreach 
sites do not have a latrine (see Figure 17). In the north-
ern parts of Mudug and Karkar, outreach sites have, on 
average, one latrine. In Nugaal, only half the outreach 
sites offer a latrine. It is fair to assume that, despite 
the absence of latrines precisely where the nutrition 
services are delivered, the patients can use latrines in 
nearby houses. 

Only 22 per cent of Puntland outreach sites offer 
handwashing points; of those, half had soap available. 
In Karkar, one-third of the outreach sites have a hand-

Figure 14. Fixed Sites with handwashing points in Somliland Figure 16. Fixed sites with handwashing points in Puntland

Figure 15. Latrines available in Outreach Sites in Somaliland

Figure 17. Latrines available in outreach sites in Puntland
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Puntland
Fixed sites
Puntland’s fixed nutrition sites also lack latrines: on av-
erage, two latrines per site, with a higher divergence in 
the number of latrines for men and those for women. 
This gap should be filled as soon as possible. The situa-
tion is particularly dire in Gaalkacyo district in northern 



21

washing point; in Bari, only 20 per cent have them. 
These are the two regions where it is most common to 
find a handwashing point. 

Central and southern Somalia
Fixed sites
Fixed nutrition sites in  central and southern regions av-
erage more than three latrines per site. However, there 
are a few outliers. For instance, there are 29 latrines 
available at the main hospital in Cadaado town (Gal-
gaduud), where Save the Children operates; 12 at the 
Forlinini site managed by Action Contre la Faim in the 
district of Cabdi Caziiz (Banadir; and 10 latrines each at 
Towfiq MCH in the district of Baidoa (Bay) where WVI 
works, and at the Khalil Hospital in the district of Belet 
Xaawo in Gedo, location of the TROCAIRE nutrition of-
fice. Excluding such isolated cases, sites in central and 
southern regions average two latrines each. Six fixed 
nutrition sites in central and southern regions have no 
latrines (see Table E.1c, Annex E.1). One of these sites is 
the Banadir Hospital where it is reasonable to assume 
that while the TSFP clinic managed by Swisso-Kalmo 
does not have a latrine onsite for its patients, they can 
use hospital latrines. A few sites in central and south-
ern regions have no latrines available for women. Nor 
were latrines available for women at four fixed sites in 
Banadir, Gedo, and at Lower Shabelle (see Table E.1d, 
Annex E.1).

Central and southern regions are where most sites 
have handwashing points and soap. Mudug is the 
region with the lowest percentage of sites where pa-
tients and staff can wash their hands properly. In the 
district of Hobyo, fewer than half the sites have a hand-
washing point available. 

sites have a latrine. In Bay, an average of just over half 
the outreach sites have a functioning latrine. 

When it comes to handwashing points, central and 
southern regions perform much better than the other 
two zones. In Somaliland, just 17 per cent of outreach 
sites have a handwashing point; in central and south-
ern regions, more than half have a hand washing point, 
and 85 per cent of those have soap. Bakool, Bay, Hiraan, 
Lower Juba and Lower Shabelle have a handwashing 
point available. Middle Shabelle and Mudug have the 
fewest handwashing points available, at three per cent 
and seven per cent respectively (see Figure 20).

In conclusion, the condition of sanitary infrastructure 
at fixed nutrition sites across the three zones is gener-
ally good; attention is required to those sites without 
latrines (especially for female patients) and without 
handwashing points. Without latrines, people may 
have to defecate out in the open, which can cause se-
vere deterioration in the hygienic environment around 
the site. Given the occasional use of unprotected wells 
and springs, or surface water, patient and community 
safety in the area around the site requires the proper 
disposal of human waste. The lack of handwashing 
points and soap endangers the health of patients and 
local inhabitants. Indeed, mothers with children wait-
ing in line or in crowded waiting rooms often share 

Figure 18. Fixed sites with handwashing point in Central and southern 
regions Somalia

Figure 19. Latrines available in outreach sites in Central and southern 
regions Somalia

Figure 20. Outreach Sites with handwashing points in Central and 
southern regions Somalia
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Outreach sites in central and southern regions seem 
better equipped than those in Somaliland and Punt-
land. Here, 42 per cent of outreach sites are without la-
trines. In Middle Shabelle, however, where the mobile 
teams visit 92 villages, fewer than one in ten outreach 
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food and water. This can negatively influence the site’s 
hygienic conditions and facilitate transmission of bac-
teria and diseases.

Sanitary infrastructure at outreach sites is much less 
ideal than at fixed sites, mainly because outreach sites 
often are established in an open space by a road or in 
a shady spot under a tree or other canopy. Infrastruc-
ture in central and southern regions was in much bet-
ter shape than that in Puntland and markedly better 
than in Somaliland. This may be because central and 
southern regions have fewer outreach sites per region 
and its existing sites have gradually developed more 
solid structures. 

2.6.2 Water sources
The most significant finding in terms of water sourc-
es is that a large percentage of nutrition sites across 
the three zones of Somalia still use unimproved wa-
ter.2 The issue is notably relevant in Somaliland where 
almost half of the fixed sites’ water supply comes by 
tanker truck. Outreach sites in Puntland and central 
and southern Somalia tend to use more unimproved 
water sources than do the fixed sites (see Figure 21). 
This is understandable given the sites are temporary.  
In Somaliland however, because of the tanker trucks, 
the usage of unimproved water in fixed sites is even 
greater than in the outreach ones.

Overall, piped water is the most significant water 
source at the fixed nutrition sites; it is found at 42 
per cent of sites (see Figure 22). This is an encourag-
ing finding. It suggests vast usage of improved water 
sources, and that almost half the sites had decent wa-
ter infrastructure. The main sources are tanker truck, 
18 per cent, and water from a well or borehole, 13 per 
cent. In the remaining 27 per cent of cases, the water 
is accessed through several different means, including 

2 WHO/UNICEF Joint Monitoring Programme (JMP) fpr Water 
Supply and Sanitation, https://www.wssinfo.org/definitions-
methods/watsan-categories/

carts with small tanks or drums, water piped into a yard 
or a plot, and public standpipes. Only one fixed site in 
the district of Gaalkacyo, Doonyale HC, was complete-
ly without water at the time of the survey. 

At outreach sites, major water sources are less clearly 
defined. The main means of water provision is protect-
ed dug wells, at 22 per cent of the sites. However, un-
improved water sources such as tanker trucks, unpro-
tected dug wells and carts with small tanks or drums 
remain important means of water provision (see Figure 
23). Moreover, 30 outreach sites surveyed are unable to 
access water. 

The findings will be displayed in greater detail per 
zone and type of site in the following section.

Figure 22. Main water sources in fixed sites across the three zones

Figure 23. Main water sources in fixed sites across the three zones
Figure 21. Unimproved water sources

56%

50%

15%

56%

19%

42%

0

10

20

30

40

50

60

Somaliland Puntland South Central Somalia

42%

18%

13%

Piped water into 
dwelling

Tanker-truck

Tubewell or 
borehole

0 10 20 30 40 50

22%

13%

12%

10%

10%

Protected dug well

Tanker-truck

Unprotected dug
well

Piped water into
dwelling

Cart with small
tank-drum

0 5 10 15 20 25

Somaliland
Fixed sites
Among the three zones, Somaliland has the highest 
number of fixed sites using unimproved water sources. 
Here, the main source of water is tanker trucks supply-
ing almost half the fixed sites. The second main source 
is water piped into dwellings; this covers the needs of 
37 per cent of sites. Sool and, to a lower extent, Marodi-
jeex are the two regions most dependent on unim-
proved water sources, with tanker trucks accounting 
for 91 per cent and 74 per cent of water provision re-
spectively. Conversely, in Awdal and Sahil more than 
70 per cent of sites are supplied by water piped into 
dwellings. Some Somaliland sites access water only 
through the least-safe sources: surface water, carts 
with small tanks or drums, and unprotected dug wells 
(see Table E.2a, Annex E.2). 
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Given the recent drought, it is fair to assume these sites 
have struggled to offer patients adequate services. 
Fixed sites must offer patients general relief in addition 
to stable nutrition services, so intervention is neces-
sary so that the sites most exposed to water scarcity 
can acquire the infrastructure and tools required to re-
spond to emergencies effectively.

In Somaliland, 88 per cent of fixed sites are equipped 
with a system for water storage. Sahil accounts for 22 
per cent of sites without water tankers and is the re-
gion with the largest segment of fixed nutrition sites 
without onsite storage. In all other regions, more than 
80 per cent of sites have a water tank. 

Outreach sites
In Somaliland’s outreach sites, one-quarter of sites 
have protected wells (see Figure 25). Unsafe methods 
of water collection are common. Tanker trucks, surface 
water and unprotected wells are the main sources of 
water in 16 per cent, 16 per cent, and 12 per cent of 
the sites respectively. In Awdal, for example, surface 
water accounts for one-third of the outreach site sup-
ply. Unprotected dug wells account for 30 per cent of 
water at outreach sites in Sanaag and 17 per cent in 
Togdheer. In Somaliland, team leaders report that 14 
outreach sites have no water source available. Mobile 
teams from WVI visited several outreach sites in Awdal 
and Marodijeex where it was not possible to find water 
at the time (see Table E.2b, Annex E.2). 

Moreover, water tanks are available in only 12 per cent of 
outreach sites in Somaliland, one-third in Marodijeex, 12 
per cent in Somaliland and 10 per cent in Awdal, Sanaag 
and Toghdeer. Although not ideal, this is understand-
able considering that most of the mobile teams deliver 
their services using temporary, unfixed structures. 

Puntland
Fixed sites 
Puntland is the zone where the highest number of 
fixed sites are supplied with improved water sources. 
Indeed, the main source in fixed sites is water piped 
into dwellings, which supply 44 per cent of facilities 
(see Figure 26). The second main source is collected 
from wells or boreholes; these supply 25 per cent of 
sites. It is interesting to note that while tanker trucks 
are Somaliland’s principal water source, they provide 
water to just five per cent of Puntland sites. In Bari and 
Karkar, water is piped into 87 per cent and 77 per cent 
of sites respectively. In Nugaal, 44 per cent per cent of 
sites collect water from tube wells or boreholes; 18 per 
cent have water piped into the structures and 15 per 
cent access water from small carts with drums. Nutri-
tion sites in the territories in northern Mudug have the 
most diversified water access in Puntland. Here, 24 per 
cent had water piped into the structures or access wa-
ter through boreholes, while 20 per cent have water 
piped into the yards. The other sites in this area access 
water through carts, protected dug wells and public 
standpipes. As is the case in Somaliland, several fixed 
sites in Puntland need more advanced methods of 
water supply (see Table E.2c, Annex E.2). In Puntland, 
55 per cent of fixed sites are equipped with a water 
tanker. In Nugaal and northern Mudug, 56 per cent 
and 67 per cent of sites respectively cannot store wa-
ter, compared with Karkar where 92 per cent can store 
water in a tank. 

Figure 24. Main water sources in fixed sites in Somaliland

Figure 25. Main water sources in outreach sites in Somaliland

Figure 26. Main water sources in fixed sites in Puntland
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Outreach sites
In Puntland’s outreach sites, unprotected dug wells ac-
count for 36 per cent of the sites. The other two main 
sources of water are water piped into dwellings, 20 
per cent, and water trucks, 17 per cent. Eight of the 
16 outreach sites accessing water through pipes into 
the structure do not have a handwashing point. This 
may suggest these outreach sites have faucets, but 
they are not available to patients, or perhaps they are 
not functioning. Among Puntland regions Bari has the 
highest percentage of unsafe water provision, with 
44 per cent of sites supplied by unprotected wells. In 
Karkar, almost 80 per cent of the water is provided to 
outreach sites by water trucks and the remaining 20 
per cent through protected dug wells and tube wells 
or boreholes. In northern Mudug, water piped into the 
structures accounts for 63 per cent of the sites, while 
27 per cent are furnished by unprotected dug wells. 
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Also in Puntland, few outreach sites were unable to re-
ceive water. The region of Bari has the highest percent-
age of unsafe means of water supply (see Table E.2d, 
Annex E.2). 

Finally, in Puntland slightly more than one-fifth of out-
reach sites have a water tank available. The region of 
Karkar have better results, with water tanks available in 
almost 70 per cent of outreach sites. This suggests that 
in Karkar, mobile teams may have a more permanent 
host structure where they set up a temporary nutrition 
site. 

Central and southern Somalia
Fixed sites 
Similar to Puntland, in central and southern Somalia 
the vast majority of fixed sites are supplied through 
improved water sources. Indeed, in this zone the main 
water sources are water piped into dwellings and tube 
wells or boreholes, 44 per cent and 14 per cent of sites 
respectively; water collected at a public standpipe, 10 
per cent; water trucks, six per cent. The regions of Gal-
gaduud, Hiraan and Lower Shabelle perform the best, 
with water piped into the dwelling in 84 per cent, 75 
per cent, and 75 per cent of sites respectively. In sev-
eral cases, however, the sites still access water through 
surface water, carts with small tanks or drums and un-
protected dug wells or springs (see Table E.2e, Annex 
E.2).  

In the regions of Bakool, Bay, Gedo, Lower Juba, Mid-
dle Juba and Mudug, several nutrition sites access to 
water occurs through unsafe means that can be un-
reliable and unhygienic. Surface water, rain water and 

unprotected well/springs can be contaminated easily 
and become dangerous channels for the spread of 
diseases. Such risk is more eacute in contexts where 
defecation in the open is still widely practiced. 

In central and southern regions, 59 per cent of fixed 
nutrition facilities had water storage, with Bay (86 per 
cent of sites) and Hiraan (75 per cent) with the best 
results in this regard. Conversely, in Middle Shabelle, 
only one-third of fixed sites had a water tank on site. In 
the other central and southern regions, around 60 per 
cent of sites had a tank for water storage.  

Outreach sites
Compared with Somaliland and Puntland, a lower per-
centage of outreach sites in central and southern re-
gions accessed water through inadequate, unhygienic 
means. Here, the main water sources are: protected 
dug wells, 23 percent of sites; carts with small tanks 
or drums, 18 per cent; and water piped into the struc-
tures, 15 per cent. However, the situation varies from 
region. In Bakool, all the sites are supplied by unpro-
tected dug wells, while in Bay, 30 per cent are supplied 
through surface water and rainwater. In Galgaduud, 
31 per cent count only on rain water collection and, in 
Gedo, 26 per cent on surface water. Conversely, in Ba-
nadir, almost all sites have water piped into the dwell-
ings, as would be expected, given the urban context. 

Finally, central and southern regions have the highest 
percentage of outreach sites with a water tank. Here, 
almost a third are equipped with a container for water 
storage. The regions of Bay, Bakool, and Hiraan have 
the highest number of sites possessing a water tank 
(88 per cent, 83 per cent and 73 per cent respectively). 
In comparison, in Middle Shabelle almost no sites have 
a system of water storage; it seems these outreach 
sites are very similar to many in Somaliland, which are 
mere open-air delivery spots inside the village. 

Overall, the findings show significant diversity in water 
sources across regions and type of site. In Somaliland’s 
fixed sites for example, the main means of water access 
is trucks, while in Puntland and central and southern 
Somalia most fixed sites access water directly through 
pipes into dwellings. This suggests that fixed sites in 
Puntland and central and southern regions have bet-
ter infrastructure. The outreach sites often are depend-

Figure 27. Main water sources in outreach sites in Puntland

Figure 28. Main water sources in Fixed Sites in Central and southern 
regions Somalia

Figure 29. Main water sources in outreach sites in Central and southern 
regions Somalia
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ent on unimproved water sources and, in a few cases, 
are unable to access water. Finally, it is important to 
highlight the fact that in the three zones, many sites 
access water through unsafe means such as unpro-
tected wells and springs, surface water and rainwater. 
This fact not only impacts the sites’ overall capacity to 
respond to nutrition emergencies; it also can cause the 
spread of diseases, putting in jeopardy the health of 
patients and population living around the sites. 

2.6.3 Waste disposal 
The research project included analysing the waste-dis-
posal capacity of nutrition sites. In aggregate, 15 per 
cent of sites have neither a compost pit nor an incin-
erator (see Figure 30). Overall, 26 per cent of all fixed 
sites surveyed are equipped with a compost pit only, 
while 32 per cent of all fixed sites have an incinerator 
only. Twenty-seven per cent of fixed sites have both 
a compost pit and an incinerator. This is a good sign, 
considering that the sites produce both biodegrad-
able and non-biodegradable waste. 

Across Somaliland, Puntland and central and southern 
Somalia, 28 per cent of outreach sites have a compost 
pit only and 23 per cent of them have an incinerator. 
Both disposal methods are available in 16 per cent of 
outreach sites, while in 34 per cent none are available. 
The absence of waste disposal devices in 34 per cent 
is in line with the temporary nature of many outreach 
sites. Where they have no disposal devices, teams 
should bring back the waste back to headquarters for 
safe disposal.  The following section outlines, by zone 
and type of sites, the main findings related to waste 
disposal.  

able. In a few sites in Somaliland, the facility managers 
or stated burning the waste or did not specified any 
measure of waste disposal (see Table E.3a, Annex E.3). 

Inappropriate waste disposal can severely damage a 
site’s hygienic conditions. Therefore, these sites must 
implement adequate measures for waste disposal to 
safeguard the health of patients, staff and nearby com-
munities. 

Outreach sites
In Somaliland, 30 per cent of outreach sites have a 
compost pit only and 19 per cent have an incinerator 
only; 210 sites, or 48 per cent, have neither. The leader 
of the mobile teams working in six outreach sites oper-
ated by Save the Children in Borama, Awdal stated that 
the waste is just left on the ground. In another 46 cases 
in the districts of Zeylac, Awdal, Hargeysa, Marodi-
jeex, Laas Caanod and Caynabo, Sool the SRCS and 
WVI team leaders stated that the waste was carried 
outside the villages; it is not clear whether the waste 
is removed by a garbage truck for proper disposal or 
abandoned in an isolated spot outside the villages. For 
the remaining 158 sites where no compost pit or in-
cinerator is available, the team leaders did not specify 
how they dispose of waste.  

Puntland 
Fixed sites
In terms of waste disposal in fixed sites, Puntland per-
forms the worst of all zones studied. Here, only six per 
cent of sites possess both a compost pit and an incin-
erator. Furthermore, 11 sites, most of them located in 
northern Mudug and managed by SDRO, SRCS and 
the Ministry of Health of Puntland, did not have a com-
post pit nor an incinerator (see Table E.3b, Annex E.3). 

Figure 30. Waste disposal in fixed sites across the three zones

Figure 31. Waste disposal in fixed sites in Somaliland
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Waste disposal in Somaliland overall is at a reasonable 
level, but can be improved. Indeed, 35 per cent of sites 
surveyed have both a compost pit and an incinerator, 
but in 15 per cent have neither a compost pit nor an in-
cinerator (see Figure 31). Moreover, 11 per cent of fixed 
sites have a compost pit only, while 39 per cent have 
an incinerator only. In 11 sites, six of them in Awdal 
managed by WVI and Save the Children, there is only a 
compost pit without incinerator. Compost pits are not 
suitable for safe disposal of all the waste of a health 
centre, as a considerable part of it is not biodegrad-
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Figure 32. Waste disposal in fixed sites in Puntland
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Among them, Shafi MCH in Burtinle is served by a gar-
bage truck that brings the waste away; in Bursalaax HC 
in Galdogob, the waste is burned by site personnel. In 
six other cases, the facility manager said they used a 
garbage container to dispose the waste. This does not 
fully explain how the waste is disposed. 

Outreach sites
In Puntland, 17 per cent of outreach sites have a com-
post pit only and 16 per cent have an incinerator. Both 
are available only in the village of Jeedaad in Qardho 
district. In 52 sites (65 per cent), neither is available. 
As in Somaliland, the Puntland mobile team manag-
ers did not specify the waste disposal method used in 
most outreach sites. However, in the village of Taageer 
visited by HADO in the district of Iskushuban (Bari), a 
garbage disposal company handles the waste. In two 
other cases – the village of Kulule close to Bandarbayla 
(Karkar) and Dhanaane in the Eyl ditrict (Nugaal) – 
team leaders stated they throw waste in a river. This 
can be extremely dangerous to the population living 
in near the river and using its water for domestic and 
other purposes. 

Central and Southern Somalia 
Fixed sites
In Central and southern Somalia, almost one-third of 
fixed sites have both a compost pit and an incinera-
tor (see Figure 33), while 30 per cent have a compost 
pit only. Again, this issue requires urgent attention 
because inadequate disposal of non-biodegradable 
material can endanger the environment and  patient 
health. In 26 sites, no compost pit or incinerator is 
found. In five of these sites managed by the HIMILO 
Foundation in Lower Juba, a garbage truck takes care 
of the waste. In 15 sites, the facility managers stated 
they normally throw the garbage in a bin. As in Punt-
land, this does not explain the full process of waste dis-
posal. In three sites the interviewees claimed to burn 
the waste. In 21 sites in central and southern regions 
no clear disposal method was specified (see Table E.3c, 
Annex E.3). 

28 per cent have an incinerator only. One-third have 
both, while 50 sites, or 12 per cent, have neither. Of 
those 50 sites, 14 in Lower Juba and managed by SAF 
UK have a garbage disposal company taking care of 
their waste. This means that in all central and southern 
regions, only 36 outreach sites appear to have no gar-
bage disposal. In the site of Murugey and Tabelaha in 
the district of Wanla Weyn (Lower Shabelle), the WARDI 
team leader maintained they leave the waste on the 
ground. In 10 sites managed by SHARDO and SORR-
DO in Banadir, team leaders stated that they bring the 
waste outside the village. In this case, given the better 
infrastructure in Banadir compared with remote rural 
areas, it seems fair to believe that a garbage truck does 
remove the waste and disposes it. 

Overall, the fixed sites in the zones of Somaliland and 
central and southern regions seem to have better 
waste disposal infrastructure than do those in Punt-
land. When it comes to outreach sites, the mobile 
teams in central and southern regions appear much 
better equipped than their counterparts in Somali-
land and Puntland. This is probably due to the fact 
that South Centre outreach sites seem more struc-
tured than those in other zones. Beyond the fixed sites 
with no waste disposal devices mentioned in the ta-
bles, an important concern arose during the analysis 
regarding sites equipped with a compost pit but no 
incinerator. This can endanger hygienic conditions at 
the site because a vast portion of the waste material is 
not biodegradable. For this reason, it is of paramount 
importance to ensure that all fixed facilities have an 
incinerator, at a minimum. This is a requirement for a 
hygienic environment. 

2.6.4 Waiting, screening and consultation areas in shade
When they visited the sites or talked to the mobile 
team managers, the enumerators ascertained whether 
the waiting, screening and consultation areas were in 
shade. The main findings are examined here by type 
of site.

Figure 33. Waste disposal in fixed sites in Central and southern regions 
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In central and southern regions, waste disposal at out-
reach sites are better than in Somaliland and Puntland. 
Here, 27 per cent of sites have a compost pit only and Somali mothers waiting for treatment in a site in Hargeysa 
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in almost 40 per cent of cases there is no shade for pa-
tients. In Sool, where outreach sites are managed by 
SRCS, 14 per cent of sites have shade while in Marodi-
jeex, where visited by teams from WVI and the Ministry 
of Health, 40 per cent offer shade. 

In Puntland, around 86 per cent of the sites are ad-
equately sheltered and the patients can enjoy shade 
during the full duration of the visit. Karkar is the only 
Puntland region where no HADO outreach sites offer 
shade to the patients. 

The outreach sites in central and southern Somalia are 
the most sheltered with shade for waiting, screening, 
and consultation areas in 95 per cent, 98 per cent and 
97 per cent of cases respectively. In the region of Bay, 
where BTSC, GREDO and WVI operate, and in the re-
gion of Mudug, especially in Mercy USA sites, the per-
centage of outreach sites that can offer shade seem 
to be the lowest in the zone, 69 per cent and 74 per 
cent respectively. This is true only for the waiting area, 
screening and consultation are indeed conducted in 
shade in more than 90 per cent of the sites in all the 
regions of central and southern Somalia. 

Fixed sites 
At the fixed sites, the waiting, screening and consul-
tation areas are in the shade in 97 per cent, 99 per 
cent and 100 per cent of sites respectively. These are 
positive results, given that many patients are pregnant 
women, malnourished children and other vulnerable 
categories. A few fixed sites had no shade in waiting 
and screening areas (see Table E.4a and E.4b, Annex 
E.4).

Outreach sites
In terms of outreach sites, the data show that waiting, 
screening and consultation areas are in the shade in 
78 per cent, 79 per cent and 79 per cent of sites re-
spectively. As expected compared with the fixed sites, 
a lower percentage of outreach sites benefits from 
shade. Considering the temporary nature of many out-
reach sites and the lack of permanent infrastructure 
where mobile teams can deliver services, these results 
should not be read too negatively. 

Somaliland is the zone with the lowest percentage 
of outreach sites where the patients can wait, been 
screened and receive a consultation in the shade. Here, 
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3. Conclusions

It is worth noting that this study found IYCF counselors 
untrained in IYCF. Overall, significant work is needed to 
improve attendance and access to such training. In the 
medium term, it is necessary to restructure the system 
and to implement pedagogic activities linked to hiring 
policies. This will make it possible to ensure the neces-
sary number of personnel without compromising the 
quality of service offered.

While most nutrition sites have access to common 
services, there is a shortage of services focused on 
prevention. The services most commonly offered are 
OTP and TSFP. Also, MUAC screening and community 
conversation services are provided in most fixed sites 
and by most mobile teams. In general, the relatively 
low percentage of sites offering BSFP, multi-micronu-
trients and IYCF counseling suggests that, given the 
emergency situation, more importance was given to 
response than to prevention. Nevertheless, BSFP and 
multi-micronutrients programmes are the bedrock 
of prevention against malnutrition and anaemia and 
their systematic absence from many nutrition sites 
constitutes a remarkable gap that needs to be filled. If 
properly implemented, prevention policies could be-
come the main weapons against malnutrition. Finally, 
TB and HIV nutrition programs are the least available of 
all services. In very few sites, treatments are offered to 
patients debilitated by these diseases. Nutrition sites 
could play an increasingly relevant role in bringing re-
lief to HIV and TB patients. 

The adequacy of nutrition site infrastructure varies 
greatly between zones and type of site. Fixed sites are 
well supplied in terms of sanitation and hygiene. How-
ever, outreach sites in Somaliland and Puntland lack 
access to improved sanitation and handwashing fa-
cilities. Sites in central and southern regions are much 
better equipped. The same applies to water sources. In 
Somaliland and Puntland, unimproved means of wa-
ter provision, such as unprotected springs and surface 
water, supply most outreach sites. This compromises 
the sites’ overall capacity to respond to nutrition emer-
gencies and  can also cause the spread of diseases, 
jeopardizing the health of patients and the popula-
tion living around the sites. Conversely, in central and 
southern Somalia, protected dug wells and water 
piped into dwellings ensure safer means of water pro-
vision. Outreach sites in central and southern regions 
are generally more structured than those in the other 
two zones. In Somaliland and Puntland, outreach sites 
seem to be temporary, open-air delivery spots. Waste 
disposal follows a similar pattern, with sites in central 
and southern regions are better equipped. However, 

The research aimed to investigate gaps in nutrition 
service delivery across Somaliland, Puntland and cen-
tral and southern Somalia. The study established that 
the concentration of fixed nutrition sites varies greatly 
depending on regions and districts. In Somaliland, 
many fixed nutrition sites are in the capital, Hargeysa, 
while the eastern regions remain vastly underserved. 
In particular, the districts of Taleex and Xudun in Sool 
emerge as the areas that most lack basic services, sup-
plies and infrastructure at fixed nutrition sites. In Punt-
land, most fixed nutrition facilities are found in north-
ern Gaalkacyo in Mudug and in Garowe, Nugaal. The 
rest of Nugaal, the districts of Jariibana and Galdogob 
in northern Mudug, and the districts of Caluula and 
Qandaka in Bari have a lower concentration of fixed 
nutrition sites, to a worrisome degree.

Of the three zones studied, central and southern So-
malia has the highest number of fixed nutrition sites. 
However, in certain regions the volatile security situ-
ation has a notable impact on access to humanitarian 
services. Banadir, for example, has the highest concen-
tration of fixed nutrition sites and of implementing 
partners. The urban context, proximity to UN country 
offices and the international airport all facilitate advo-
cacy initiatives, the flow of funds, supplies and per-
sonnel, which contribute to good nutrition-service 
coverage on the territory, despite ongoing insecurity. 
However, in other regions such as part of Bakool, Bay, 
Middle Juba, Galgaduud and Mudug. In this respect, 
it is necessary to acknowledge the integrity and the 
commitment of many nutrition operators who, de-
spite severe risk, strive to counter malnutrition in their 
communities. 

Across the three zones, mobile teams play a key role in 
filling the gap in delivering nutrition services to remote 
and isolated areas. Unfortunately, limited personnel 
and resources prevent them from visiting any single 
village more than twice monthly. In emergencies, such 
infrequent visits can hardly guarantee adequate medi-
cal support to affected communities. The greater con-
tinuity of service available through fixed services is out 
of reach for the most isolated rural communities.

The findings on staffing and training highlight the need 
to focus on the quality of nutrition services. Medical 
staff emerge as the more thoroughly trained category 
of staff. However, nutrition services – mobile teams 
especially – are often short of medical staff. Critically 
in many regions, training in Nutrition in Emergency 
(NiE) is neglected and a short-term priority should be 
to improve access to such training for all medical staff. 
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across the three zones many sites with a compost pit 
do not have an incinerator. This can be pose risks to 
hygienic conditions at the site because a vast portion 
of the waste material is not biodegradable. For this rea-
son, it is of paramount importance to ensure there is 
an incinerator in all the fixed facilities, at a minimum. 
Only in this way can a safe and hygienic environment 
be properly guaranteed. 

Most are adequately supplied with admission and re-
ferral cards and technical tools. However, both fixed 
and outreach sites across the three zones are severely 
undersupplied with medicines, particularly amoxicil-
lin (250 mg.), Vitamin A (10,000 IU), and mebendazole. 
These three medicines are essential in the fight against 

severe malnutrition. Amoxicillin is of primary impor-
tance to prevent complications and infections in se-
verely malnourished children and vitamin A is a critical 
supplement for reinforcing children’s immune system 
and to prevent eye diseases like keratomalacia. Me-
bendazole is essential for curing worms and parasite 
infestations.  In crises, the use of unsafe water sources 
and the consumption of unhygienic food can cause 
the spread of bacteria and diseases. Diseases are more 
easily transmitted among individuals whose immune 
system is already weakened by dire conditions caused 
by the emergency. Therefore, in an emergency, an ad-
equate supply of basic drugs can be a life-saving tool 
in the fight against malnutrition and endemic illnesses. 
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Annexes

Annex A. List of implementing partners and regions of operation 

Implementing partner Region of implementation Fixed sites
Mobile 
teams

ACF Action Contre la Faim
Banadir 4 0
Lower Shabelle 1 0

Aid Vision/SSRDA Banadir 1 0
ARC Banadir 2 0
ARD-Africa Bakool 4 2
BHDC Bay 1 0
BHM/CARE Bari 2 0
BTSC Bay 1 2
CEDA Gedo 1 2

CESVI
Galgaduud 0 0
Mudug 2 0

CISP
Banadir 0 0
Galgaduud 1 0

CWW Banadir 5 0
DAWA Lower Shabelle 1 0
DEH Mudug 1 1
DMO Bay 2 0
EDRO Gedo 2 1
EPHCO Bakool 1 0
GEWDO Gedo 1 4
GREDO Bay 0 3
GRRN Bakool 1 0

HADO
Bari 12 3
Karkar 9 1

HARD Gedo 3 2
HEAL Sanaag 2 0
HIDIG Bakool 2 2
HIMILO Lower Juba 6 0
HIRDA Gedo 3 0
HIRDO Hiraan 2 0

HPA
Marodi Jeex 5 0
Sahil 8 0
Togdheer 11 0

IRC Banadir 2 0

JYA
Gedo 2 0
Middle Juba 0 0

MARDO Bakool 1 2

Mercy USA

Banadir 0 0
Galgaduud 3 2
Hiraan 4 0
Marodi Jeex 3 0
Mudug 10 2

RAAS Gedo 1 4
RAWA Mudug 3 0
SAF UK Lower Juba 0 5
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Implementing partner Region of implementation Fixed sites
Mobile 
teams

SAMA
Bakool 1 0
Bay 1 0

SCI

Awdal 9 3
Banadir 4 0
Bay 2 0
Galgaduud 3 3
Karkar 1 0
Lower Juba 2 0

SCI/CPD Banadir 1 0
SDRA Mudug 0 1
SDRO  Mudug 8 1
SHACDO Lower Shabelle 1 0

SHARDO
Banadir 0 0
Middle Shabelle 3 4

Somali Aid Lower Juba 1 0
SORRDO Banadir 0 0
SOS Banadir 1 0

SOS-CVI
Banadir 1 0
Bay 1 0

SOYDA Lower Shabelle 3 0

SRCS

Awdal 7 3
Bari 2 0
Karkar 1 0
Mudug 6 0
Nugaal 10 0
Sahil 1 0
Sanaag 7 6
Sool 4 2
Togdheer 9 9

SRDA Gedo 1 4

Swisso-Kalmo
Banadir 1 0
Galgaduud 0 0
Lower Shabelle 4 2

TROCAIRE Gedo 7 2
USWRO Gedo 2 4

WARDI
Banadir 4 0
Hiraan 2 0

WASDA Lower Juba 2 0
WOCCA Middle Shabelle 0 1
WORLD CONCERN Sool 1 0
WRRS Lower Juba 7 6

WVI

Awdal 7 7
Bay 7 1
Gedo 1 3
Marodi Jeex 8 10
Nugaal 16 2

ZamZam
Banadir 1 0
Middle Juba 0 0
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Annex B. Site distribution, caseload and CHW referral

B.1a Caseload of fixed sites in Somaliland
Caseload of fixed nutrition sites in Somaliland

Region
Fixed 

nutrition 
sites

Average 
children 
per day

District
Fixed 

nutrition 
sites

% of 
nutrition 

sites in the 
region

Average 
children 
per day

Average 
number of 

children 
referred by 

the CHW 

Average 
number of 

children 
that have 

visited the 
site 

% of 
children 
referred 
by the 
CHW 

Awdal 21 27

Baki 3 14% 23 10 14 43%

Borama 8 38% 36 17 19 47%
Lughaye 4 19% 20 9 11 45%
Zeylac 6 29% 21 11 10 52%

Marodi 
Jeex

31 30
Gebiley 7 23% 39 21 18 54%
Hargeysa 24 77% 29 14 15 48%

Sahil 9 21
Berbera 7 78% 23 9 14 39%
Sheikh 2 22% 18 8 10 44%

Sanaag 10 30
Ceel Afweyn 3 30% 34 21 12 62%
Ceerigaabo 6 60% 32 15 17 47%
Lasqoray 1 10% 6 4 2 67%

Sool 12 24
Caynabo 1 8% 20 5 15 25%
Laas Caanood 10 84% 24 12 12 50%
Xudun 1 8% 40 20 20 50%

Togdheer 20 25
Burco 12 60% 26 12 14 46%
Buuhoodle 5 25% 30 10 20 33%
Owdweyne 3 15% 18 8 9 44%

B.1b Caseload of outreach sites in Somaliland
Caseload of outreach sites in Somaliland

Region
Outreach 

sites

Average 
number of 

children 
per day

District
Outreach 

sites

% of 
nutrition 

sites 
in the 
region

Average 
number 

of 
children 
per day

Average 
Children 
referred 
by the 
CHW 

Average 
number of 

children 
that have 

visited 
the site 

% of 
children 
referred 
by the 
CHW 

Awdal 117 37

Baki 46 39% 31 14 17 45%

Borama 30 26% 28 13 15 46%
Lughaye 29 25% 58 28 30 48%
Zeylac 12 10% 28 10 18 36%

Marodijeex 82 32
Gebiley 15 18% 40 24 16 60%
Hargeysa 67 82% 30 10 19 33%

Sanaag 106 45 Ceerigaabo 106 100% 45 16 28 36%

Sool 66 40
Caynabo 32 48% 23 7 16 30%
Laas Caanood 34 52% 55 28 28 51%

Togdheer 62 20
Buuhoodle 22 35% 19 6 13 32%
Owdweyne 40 65% 20 11 90 55%
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B.2a Caseload of fixed sites in Puntland
Case load of fixed nutrition sites in Puntland

Region
Fixed 

nutrition 
sites

Average 
number of 

children 
per day

District
Fixed 

nutrition 
sites

% of 
nutrition 

sites in 
the region

Average 
number of 

children 
per day

Average 
number of 

children 
referred by 

the CHW 

Average 
number of 

children 
that have 

visited the 
site 

% of 
children 

referred by 
the CHW 

Bari 15 16

Caluula 3 20% 14 9 5 64%
Bossaso 6 40% 21 8 4 40%
Iskushuban 5 33% 12 8 3 68%
Qandala 1 7% 17 12 5 71%

Karkar 13 11
Banderbayla 3 23% 9 6 3 67%
Qardho 10 77% 12 8 4 67%

Mudug 
(north)

21 19
Galdogob 1 5% 27 20 7 74%
Gaalkayo 18 85% 19 11 7 61%
Jariiban 2 10% 16 8 7 53%

Nugaal 27 12

Burtinle 7 26% 16 10 6 65%
Dangorayo 2 7% 14 8 6 57%
Eyl 6 22% 10 7 4 65%
Garowe 12 45% 10 7 3 66%

B.2b Caseload of outreach sites in Puntland
Case load of outreach sites in Puntland

Region
Outreach 

sites

Average 
number of 

children 
per day

District
Outreach 

sites

% of 
nutrition 

sites 
in the 
region

Average 
number of 

children 
per day

Average 
number of 

children 
referred 
by the 
CHW 

Average 
number of 

children 
that have 

visited the 
site 

% of 
children 

that have 
visited the 

site

Bari 49 40

Caluula 2 5% 40 . . .
Bossaso 25 51% 37 . . .
Iskushuban 12 24% 50 . . .
Qandala 10 20% 33 . . .

Karkar 9 10
Banderbayla 2 22% 9 7 2 22%
Qardho 7 78% 10 7 3 30%

Mudug 
(north)

11 39 Gaalkayo 11 100% 34 30 10 88%

Nugaal 12 13
Dangorayo 6 50% 15 9 7 60%
Eyl 6 50% 10 8 3 80%
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B.3a Caseload of fixed sites in central and southern Somalia
Case load of fixed nutrition sites in central and southern Somalia

Region
Fixed 

nutrition 
sites

Average 
number of 

children 
per day

District
Fixed 

nutrition 
sites

% of 
nutrition 

sites in 
the region

Average 
number 

of 
children 
per day

Average 
number of 

children 
referred by 

the CHW 

Average 
number of 

children 
that have 

visited the 
site 

% of 
children 
referred 
by the 
CHW 

Bakool 10 24
Ceel Barde 4 40% 44 20 25 45%
Tayeeglow 1 10% 18 5 13 28%
Waajid 5 50% 8 4 5 50%

Banadir 37 82

Boondheere 2 5% 100 75 25 75%
Cabdi Caziiz 2 5% 41 27 14 66%
Dayniile 4 11% 91 52 39 57%
Dharkenley 4 11% 69 39 30 57%
Hamar Jaabjab 2 5% 62 35 27 56%
Hamar Weyne 1 3% 60 20 40 33%
Hawl Wadaag 2 5% 73 52 21 71%
Heliwa 2 5% 47 29 17 62%
Hodan 3 8% 101 62 39 61%
Kahda 2 5% 90 60 30 67%
Karaan 3 8% 98 67 32 68%
Shangaani 1 3% 20 12 8 60%
Shibis 1 3% 60 40 20 67%
Waaberi 1 3% 50 15 35 30%
Waajid 
(Banadir) 1 3% 30 20 10 67%
Wadajir 2 5% 90 77 12 86%
Wardhiigleey 1 3% 50 30 20 60%
Yaaqshiid 3 8% 167 111 55 66%

Bay 15 88
Baidoa 13 87% 96 62 34 65%
Buur Hakaba 2 13% 37 28 9 76%

Galgaduud 13 27

Caabudwaaq 4 31% 19 9 11 47%
Cadaado 4 31% 26 1 25 4%
Ceel Dheere 1 7% 33 10 13 30%
Dhuusamarreeb 4 31% 36 12 25 33%

Gedo 24 85

Baardheere 4 17% 32 15 17 47%
Belet Xaawo 4 17% 208 145 62 70%
Ceel Waaq 2 8% 25 11 13 44%
Doolow 4 17% 80 23 57 29%
Garbahaarey 3 13% 53 18 30 34%
Luuq 7 29% 70 29 40 41%

Hiraan 8 37
Belet Weyne 7 88% 29 13 15 45%
Bulo Burto 1 12% 100 30 70 30%

Lower Juba 18 75
Afmadow 11 61% 20 10 10 50%
Kismayo 7 39% 159 102 57 64%

Lower 
Shabelle

12 73
Afgooye 7 58% 92 43 50 47%
Marka 3 25% 44 22 22 50%
Wanla Weyn 2 17% 59 29 29 49%

Middle 
Juba

3 29
Jilib 1 33% 20 13 7 65%
Saakow 1 33% 27 19 8 70%
Salagle 1 33% 40 30 10 75%

Middle 
Shabelle

6 41
Balcad 3 50% 38 18 20 47%
Cadale 1 17% 20 4 16 20%
Jowhar 2 33% 55 29 26 53%

Mudug 16 21

Ceel Buur 1 5% 7 2 5 29%
Gaalkacyo 2 13% 13 7 6 54%
Hobyo 10 63% 19 14 5 74%
Xarardheere 3 19% 50 30 20 60%
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B.3b Caseload of outreach sites in central and southern Somalia
Caseload outreach sites in central and southern Somalia

Region
Outreach 

Sites

Average 
number of 

children 
per day

District
Outreach 

sites

% of 
nutrition 

sites 
in the 
region

Average 
number of 

children 
per day

Average 
children 
referred 
by the 
CHW 

Average 
number of 

children 
that have 

visited the 
site 

% of 
children 
referred 
by the 
CHW 

Bakool 18 12
Ceel Barde 8 44% 27 14 14 52%
Waajid 3 17% 3 1 2 33%

Xudur 7 39% 4 1 3 25%

Banadir 12 63

Cabdi Caziiz 3 25% 103 70 33 68%
Hamar Jaabjab 1 8% 65 50 15 77%
Hodan 6 50% 58 46 13 79%
Kahda 2 17% 16 . .  

Bay 26 18
Baidoa 20 77% 19 13 6 68%
Buur Hakaba 6 23% 15 11 4 73%

Galgaduud 48 17
Caabudwaaq 10 21% 12 10 2 83%
Cadaado 16 33% 15 3 12 20%
Dhuusamarreeb 22 46% 20 4 16 20%

Gedo 83 128

Belet Xaawo 16 19% 144 99 45 69%
Ceel Waaq 13 16% 96 60 36 63%
Doolow 27 33% 171 106 65 62%
Garbahaarey 8 10% 29 11 18 38%
Luuq 19 23% 120 48 72 40%

Hiraan 15 16 Belet Weyne 15 100% 16 10 6 63%
Lower 
Juba

33 26
Afmadow 19 58% 20 9 11 45%
Kismayo 14 42% 34 29 5 85%

Lower 
Shabelle

47 28
Afgooye 10 21% 53 27 26 51%
Marka 11 23% 21 11 10 52%
Wanla Weyn 26 55% 22 11 11 50%

Middle 
Shabelle

92 34
Balcad 26 28% 34 14 20 41%
Cadale 8 9% 14 8 6 57%
Jowhar 58 63% 37 19 18 51%

Mudug 29 20
Gaalkacyo 22 76% 16 7 9 44%
Hobyo 5 17% 13 9 4 69%
Xarardheere 2 7% 15 9 6 60%
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Annex C. Personnel and training

C.1. Personnel and trainings – fixed sites
C.1a Medical Staff

Zone Region
Total 

nurses

Total 
training 

taken

Total 
trained 
IMAM

% trained 
in IMAM

Total 
trained 

IYCF

% trained 
in IYCF

Total 
trained 

NiE

% trained 
in NiE

Somaliland

Awdal 110 205 68 62% 93 85% 43 39%
Marodijeex 252 355 146 58% 109 43% 99 39%
Sahil 45 62 25 56% 16 36% 20 44%
Sanaag 41 97 30 73% 38 93% 27 66%
Sool 66 76 37 56% 36 55% 2 3%
Togdheer 82 100 41 50% 40 49% 18 22%

Puntland

Bari 23 52 22 96% 16 70% 12 52%
Karkar 21 50 16 76% 16 76% 16 76%
Nugaal 59 128 47 80% 41 69% 39 66%
Northern Mudug 30 52 23 77% 16 53% 12 40%

Central and 
southern 
Somalia

Bakool 35 57 26 74% 27 77% 2 6%
Banadir 146 179 81 55% 77 53% 20 14%
Bay 96 128 60 63% 50 52% 17 18%
Galgaduud 53 130 47 89% 44 83% 37 70%
Gedo 55 44 19 35% 19 35% 5 9%
Hiraan 35 69 32 91% 22 63% 13 37%
Lower Juba 33 46 26 79% 15 45% 4 12%
Lower Shabelle 48 29 13 27% 8 17% 8 17%
Middle Juba 4 12 4 100% 3 75% 3 75%
Middle Shabelle 30 11 6 20% 1 3% 4 13%
Mudug 18 51 17 94% 15 83% 17 94%

Zone Region
Total 

Doctors

Total 
training 

taken

Total 
trained 
IMAM

% trained 
in IMAM

Total 
trained 

IYCF

% trained 
in IYCF

Total 
trained 

NiE

% trained 
in NiE

Somaliland

Awdal 3 6 3 100% 3 100% 0 0%
Marodijeex 10 15 5 50% 6 60% 4 40%
Sahil 1 3 1 100% 1 100% 1 100%
Sanaag 1 1 1 100% 0 0% 0 0%
Sool 5 8 5 100% 3 60% 0 0%
Togdheer 1 3 1 100% 1 100% 1 100%

Puntland

Bari 4 6 3 75% 3 75% 0 0%
Karkar 1 1 0 0% 1 100% 0 0%
Nugaal 0 0 0 Absent 0 Absent 0 Absent
Northern Mudug 10 16 9 90% 7 70% 0 0%

Central and 
southern 
Somalia

Bakool 10 18 7 70% 7 70% 4 40%
Banadir 11 13 6 55% 5 45% 2 18%
Bay 8 21 7 88% 7 88% 7 88%
Galgaduud 6 12 4 67% 4 67% 4 67%
Gedo 6 1 1 17% 0 0% 0 0%
Hiraan 2 4 2 100% 1 50% 1 50%
Lower Juba 3 4 3 100% 1 33% 0 0%
Lower Shabelle 6 6 2 33% 2 33% 2 33%

Middle Juba 2 3 1 50% 1 50% 1 50%
Middle Shabelle 5 0 0 0% 0 0% 0 0%
Mudug 1 3 1 100% 1 100% 1 100%
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Zone Region
Total 

Screeners

Total 
trainings 

taken

Total 
trained 
IMAM

% trained 
in IMAM

Total 
trained 

IYCF

% trained 
in IYCF

Total 
trained 

NiE

% trained 
in NiE

Somaliland

Awdal 20 14 4 20% 7 35% 3 15%
Marodijeex 15 0 0 0% 0 0% 0 0%
Sahil 8 1 0 0% 1 13% 0 0%
Sanaag 6 5 3 50% 2 33% 0 0%
Sool 9 7 4 44% 3 33% 0 0%
Togdheer 7 5 2 29% 2 29% 1 14%

Puntland

Bari 5 6 3 60% 2 40% 1 20%
Karkar 2 3 1 50% 1 50% 1 50%
Nugaal 8 18 7 88% 8 100% 3 38%
Northern Mudug 14 22 9 64% 7 50% 6 43%

Central and 
southern 
Somalia

Bakool 4 3 1 25% 1 25% 1 25%
Banadir 23 10 4 17% 5 22% 1 4%
Bay 48 32 16 33% 13 27% 3 6%
Galgaduud 17 19 12 71% 5 29% 2 12%
Gedo 20 23 13 65% 10 50% 0 0%
Hiraan 17 20 15 88% 1 6% 4 24%
Lower Juba 27 34 16 59% 16 59% 2 7%
Lower Shabelle 6 0 0 0% 0 0% 0 0%
Middle Juba 0 0 0 Absent 0 Absent 0 Absent
Middle Shabelle 18 0 0 0% 0 0% 0 0%
Mudug 17 18 7 41% 6 35% 5 29%

Zone Region
Total 
CHWs

Total 
trainings 

taken

Total 
trained 
IMAM

% trained 
in IMAM

Total 
trained 

IYCF

% trained 
in IYCF

Total 
trained 

NiE

% trained 
in NiE

Somaliland

Awdal 35 46 23 66% 7 20% 16 46%
Marodijeex 135 32 23 17% 5 4% 4 3%
Sahil 11 3 2 18% 0 0% 1 9%
Sanaag 11 4 2 18% 2 18% 0 0%
Sool 17 17 11 65% 6 35% 0 0%
Togdheer 42 2 0 0% 0 0% 2 5%

Puntland

Bari 13 26 11 85% 7 54% 8 62%
Karkar 12 10 2 17% 4 33% 4 33%
Nugaal 30 31 16 53% 8 27% 7 23%
Northern Mudug 15 5 2 13% 3 20% 0 0%

Central and 
southern 
Somalia

Bakool 44 53 23 52% 23 52% 7 16%
Banadir 169 171 73 43% 71 42% 27 16%
Bay 64 73 35 55% 35 55% 3 5%
Galgaduud 41 70 41 100% 22 54% 7 17%
Gedo 157 66 30 19% 25 16% 11 7%
Hiraan 24 32 17 71% 9 38% 6 25%
Lower Juba 43 50 25 58% 20 47% 5 12%
Lower Shabelle 80 10 3 4% 3 4% 4 5%
Middle Juba 14 0 0 0% 0 0% 0 0%
Middle Shabelle 18 1 0 0% 1 6% 0 0%
Mudug 68 81 39 57% 38 56% 4 6%
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C.1b Health promotion staff

Zone Region
Total 

health 
promoters

Total 
trainings 

taken

Total 
trained 
IMAM

% 
trained 
in IMAM

Total 
trained 

IYCF

% 
trained 
in IYCF

Total 
trained 

NiE

% 
trained 
in NiE

Somaliland

Awdal 53 47 16 30% 17 32% 14 26%
Marodijeex 48 4 2 4% 2 4% 0 0%
Sahil 13 3 1 8% 1 8% 1 8%
Sanaag 14 23 8 57% 5 36% 10 71%
Sool 20 14 8 40% 6 30% 0 0%
Togdheer 34 14 9 26% 4 12% 1 3%

Puntland

Bari 12 31 11 92% 11 92% 9 75%
Karkar 16 29 11 69% 8 50% 10 63%
Nugaal 29 51 17 59% 19 66% 15 52%
Northern Mudug 11 16 6 55% 6 55% 4 36%

Central and 
southern 
Somalia

Bakool 22 49 21 95% 19 86% 9 41%
Banadir 19 29 13 68% 16 84% 0 0%
Bay 53 55 25 47% 23 43% 7 13%
Galgaduud 4 3 1 25% 1 25% 1 25%
Gedo 35 30 12 34% 16 46% 2 6%
Hiraan 10 12 6 60% 4 40% 2 20%
Lower Juba 19 19 8 42% 8 42% 3 16%
Lower Shabelle 32 10 3 9% 4 13% 3 9%
Middle Juba 3 0 0 0% 0 0% 0 0%
Middle Shabelle 25 4 0 0% 1 4% 3 12%
Mudug 0 0 0 Absent 0 Absent 0 Absent

Zone Region
Total 

Community 
Mobilizers

Total 
trainings 

taken

Total 
trained 
IMAM

% 
trained 
in IMAM

Total 
trained 

IYCF

% 
trained 
in IYCF

Total 
trained 

NiE

% 
trained 
in NiE

Somaliland

Awdal 67 30 15 22% 9 13% 6 9%
Marodijeex 206 65 21 10% 7 3% 37 18%
Sahil 28 2 2 7% 0 0% 0 0%
Sanaag 12 10 4 33% 2 17% 4 33%
Sool 24 14 7 29% 7 29% 0 0%
Togdheer 31 7 3 10% 2 6% 2 6%

Puntland

Bari 14 14 6 43% 2 14% 6 43%
Karkar 15 18 8 53% 4 27% 6 40%
Nugaal 29 29 13 45% 9 31% 7 24%
Northern Mudug 8 9 7 88% 1 13% 1 13%

Central and 
southern 
Somalia

Bakool 27 34 17 63% 16 59% 1 4%
Banadir 30 30 9 30% 19 63% 2 7%
Bay 37 38 17 46% 13 35% 8 22%
Galgaduud 12 18 11 92% 4 33% 3 25%
Gedo 44 35 16 36% 16 36% 3 7%
Hiraan 18 29 15 83% 8 44% 6 33%
Lower Juba 72 142 68 94% 68 94% 6 8%
Lower Shabelle 21 8 3 14% 4 19% 1 5%
Middle Juba 11 0 0 0% 0 0% 0 0%
Middle Shabelle 8 2 0 0% 0 0% 2 25%
Mudug 29 21 20 69% 1 3% 0 0%
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Zone Region
Total IYCF 

Counselors

Total 
trainings 

taken

Total 
trained 
IMAM

% 
trained 
in IMAM

Total 
trained 

IYCF

% 
trained 
in IYCF

Total 
trained 

NiE

% 
trained 
in NiE

Somaliland

Awdal 42 65 24 57% 22 52% 19 45%
Marodijeex 55 69 28 51% 22 40% 19 35%
Sahil 14 4 0 0% 4 29% 0 0%
Sanaag 9 11 4 44% 2 22% 5 56%
Sool 9 6 3 33% 3 33% 0 0%
Togdheer 19 19 5 26% 8 42% 6 32%

Puntland

Bari 12 18 7 58% 7 58% 4 33%
Karkar 16 28 10 63% 8 50% 10 63%
Nugaal 35 88 28 80% 31 89% 29 83%
Northern Mudug 4 2 2 50% 0 0% 0 0%

Central and 
southern 
Somalia

Bakool 12 28 9 75% 10 83% 9 75%
Banadir 25 35 15 60% 18 72% 2 8%
Bay 69 78 28 41% 43 62% 7 10%
Galgaduud 14 24 10 71% 10 71% 4 29%
Gedo 25 24 8 32% 15 60% 1 4%
Hiraan 5 13 5 100% 5 100% 3 60%
Lower Juba 14 22 11 79% 10 71% 1 7%
Lower Shabelle 8 4 2 25% 1 13% 1 13%
Middle Juba 1 0 0 0% 0 0% 0 0%
Middle Shabelle 5 0 0 0% 0 0% 0 0%
Mudug 12 24 11 92% 11 92% 2 17%
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C.1c Administration staff

Zone Region
Total 

supervisors

Total 
training 

taken

Total 
trained 
IMAM

% 
trained 
in IMAM

Total 
trained 

IYCF

% 
trained 
in IYCF

Total 
trained 

NiE

% 
trained 
in NiE

Somaliland

Awdal 15 21 8 53% 7 47% 6 40%
Marodijeex 39 9 3 8% 3 8% 3 8%
Sahil 10 0 0 0% 0 0% 0 0%
Sanaag 5 5 2 40% 1 20% 2 40%
Sool 1 2 1 100% 1 100% 0 0%
Togdheer 13 1 1 8% 0 0% 0 0%

Puntland

Bari 4 0 0 0% 0 0% 0 0%
Karkar 0 0 0 Absent 0 Absent 0 Absent
Nugaal 12 7 1 8% 5 42% 1 8%
Northern Mudug 6 18 6 100% 6 100% 6 100%

Central and 
southern 
Somalia

Bakool 12 21 10 83% 10 83% 1 8%
Banadir 37 45 20 54% 20 54% 5 14%
Bay 24 57 22 92% 21 88% 14 58%
Galgaduud 11 26 10 91% 10 91% 6 55%
Gedo 25 20 9 36% 10 40% 1 4%
Hiraan 9 15 7 78% 4 44% 4 44%
Lower Juba 12 19 9 75% 9 75% 1 8%
Lower Shabelle 18 4 1 6% 2 11% 1 6%
Middle Juba 2 0 0 0% 0 0% 0 0%
Middle Shabelle 4 4 0 0% 2 50% 2 50%
Mudug 21 37 15 71% 13 62% 9 43%

Zone Region
Total 

distributors

Total 
trainings 

taken

Total 
trained 
IMAM

% 
trained 
in IMAM

Total 
trained 

IYCF

% 
trained 
in IYCF

Total 
trained 

NiE

% 
trained 
in NiE

Somaliland

Awdal 24 6 3 13% 1 4% 2 8%
Marodijeex 53 0 0 0% 0 0% 0 0%
Sahil 15 3 1 7% 1 7% 1 7%
Sanaag 16 3 2 13% 1 6% 0 0%
Sool 23 0 0 0% 0 0% 0 0%
Togdheer 29 2 1 3% 0 0% 1 3%

Puntland

Bari 16 8 3 19% 3 19% 2 13%
Karkar 8 9 3 38% 3 38% 3 38%
Nugaal 31 17 9 29% 3 10% 5 16%
Northern Mudug 9 7 3 33% 2 22% 2 22%

Central and 
southern 
Somalia

Bakool 19 28 10 53% 11 58% 7 37%
Banadir 58 67 29 50% 31 53% 7 12%
Bay 25 10 6 24% 4 16% 0 0%
Galgaduud 11 7 4 36% 2 18% 1 9%
Gedo 53 23 12 23% 9 17% 2 4%
Hiraan 19 0 0 0% 0 0% 0 0%
Lower Juba 21 33 15 71% 15 71% 3 14%
Lower Shabelle 22 1 0 0% 1 5% 0 0%
Middle Juba 13 0 0 0% 0 0% 0 0%
Middle Shabelle 13 1 0 0% 0 0% 1 8%
Mudug 26 9 3 12% 2 8% 4 15%
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Zone Region
Total 

registrars

Total 
trainings 

taken

Total 
trained 
IMAM

% 
trained 
in IMAM

Total 
trained 

IYCF

% 
trained 
in IYCF

Total 
trained 

NiE

% 
trained 
in NiE

Somaliland

Awdal 31 11 4 13% 4 13% 3 10%
Marodijeex 84 34 9 11% 16 19% 9 11%
Sahil 8 0 0 0% 0 0% 0 0%
Sanaag 10 4 2 20% 1 10% 1 10%
Sool 18 7 4 22% 3 17% 0 0%
Togdheer 22 1 0 0% 0 0% 1 5%

Puntland

Bari 11 9 4 36% 1 9% 4 36%
Karkar 12 1 0 0% 1 8% 0 0%
Nugaal 24 14 7 29% 3 13% 4 17%
Northern Mudug 14 12 7 50% 3 21% 2 14%

Central and 
southern 
Somalia

Bakool 15 24 11 73% 12 80% 1 7%
Banadir 49 38 16 33% 18 37% 4 8%
Bay 53 30 13 25% 12 23% 5 9%
Galgaduud 13 19 12 92% 5 38% 2 15%
Gedo 30 25 13 43% 10 33% 2 7%
Hiraan 17 19 11 65% 3 18% 5 29%
Lower Juba 21 19 9 43% 9 43% 1 5%
Lower Shabelle 19 7 3 16% 1 5% 3 16%
Middle Juba 6 0 0 0% 0 0% 0 0%
Middle Shabelle 9 0 0 0% 0 0% 0 0%
Mudug 19 19 13 68% 2 11% 4 21%

Zone Region
Total Other 
Operators

Total 
trainings 

taken

Total 
trained 
IMAM

% 
trained 
in IMAM

Total 
trained 

IYCF

% 
trained 
in IYCF

Total 
trained 

NiE

% 
trained 
in NiE

Somaliland

Awdal 96 0 0 0% 0 0% 0 0%
Marodijeex 167 0 0 0% 0 0% 0 0%
Sahil 41 4 1 2% 2 5% 1 2%
Sanaag 18 0 0 0% 0 0% 0 0%
Sool 30 8 4 13% 4 13% 0 0%
Togdheer 65 9 3 5% 4 6% 2 3%

Puntland

Bari 25 4 1 4% 3 12% 0 0%
Karkar 0 0 0 Absent 0 Absent 0 Absent
Nugaal 10 1 1 10% 0 0% 0 0%
Northern Mudug 2 0 0 0% 0 0% 0 0%

Central and 
southern 
Somalia

Bakool 80 22 9 11% 8 10% 5 6%
Banadir 214 89 58 27% 31 14% 0 0%
Bay 60 23 7 12% 12 20% 4 7%
Galgaduud 3 6 2 67% 2 67% 2 67%
Gedo 19 9 7 37% 2 11% 0 0%
Hiraan 11 24 10 91% 6 55% 8 73%
Lower Juba 49 0 0 0% 0 0% 0 0%
Lower Shabelle 28 0 0 0% 0 0% 0 0%
Middle Juba 10 0 0 0% 0 0% 0 0%
Middle Shabelle 17 0 0 0% 0 0% 0 0%
Mudug 5 6 3 60% 0 0% 3 60%
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C.2. Personnel and training – mobile teams
C.2a Medical staff

Zone Region
Total 

nurses

Total 
training 

taken

Total 
trained 
IMAM

% 
trained 
in IMAM

Total 
trained 

IYCF

% 
trained 
in IYCF

Total 
trained 

NiE

% trained 
in NiE

Somaliland

Awdal 30 68 27 90% 27 90% 12 40%
Marodijeex 65 52 27 42% 12 18% 12 18%
Sahil 0 Absent 0 Absent 0 Absent 0 Absent
Sanaag 11 23 4 36% 9 82% 9 82%
Sool 11 16 5 45% 6 55% 4 36%
Togdheer 18 20 9 50% 6 33% 4 22%

Puntland

Bari 13 25 12 92% 6 46% 6 46%
Karkar 2 8 2 100% 2 100% 2 100%
Nugaal 6 16 6 100% 6 100% 2 33%
Northern Mudug 2 5 2 100% 1 50% 0 0%

Central and 
southern 
Somalia

Bakool 8 25 8 100% 8 100% 7 88%
Banadir 6 0 0 0% 0 0% 0 0%
Bay 13 21 13 100% 6 46% 1 8%
Galgaduud 11 29 10 91% 10 91% 7 64%
Gedo 23 42 17 74% 17 74% 7 30%
Hiraan 3 5 2 67% 2 67% 0 0%
Lower Juba 12 15 7 58% 5 42% 2 17%
Lower Shabelle 14 0 0 0% 0 0% 0 0%
Middle Juba 0 Absent 0 Absent 0 Absent 0 Absent
Middle Shabelle 10 0 0 0% 0 0% 0 0%
Mudug 6 16 6 100% 6 100% 2 33%

Zone Region
Total 

Doctors

Total 
trainings 

taken

Total 
trained 
IMAM

% 
trained 
in IMAM

Total 
trained 

IYCF

% 
trained 
in IYCF

Total 
trained 

NiE

% trained 
in NiE

Somaliland

Awdal 7 19 7 100% 5 71% 5 71%
Marodijeex 7 21 6 86% 6 86% 7 100%
Sahil 0 Absent 0 Absent 0 Absent 0 Absent
Sanaag 0 Absent 0 Absent 0 Absent 0 Absent
Sool 0 Absent 0 Absent 0 Absent 0 Absent
Togdheer 0 Absent 0 Absent 0 Absent 0 Absent

Puntland

Bari 8 23 7 88% 7 88% 7 88%
Karkar 0 Absent 0 Absent 0 Absent 0 Absent
Nugaal 0 Absent 0 Absent 0 Absent 0 Absent
Northern Mudug 2 6 2 100% 2 100% 0 0%

Central and 
southern 
Somalia

Bakool 2 8 2 100% 2 100% 2 100%
Banadir 0 Absent 0 Absent 0 Absent 0 Absent
Bay 0 Absent 0 Absent 0 Absent 0 Absent
Galgaduud 0 Absent 0 Absent 0 Absent 0 Absent
Gedo 2 0 0 0% 0 0% 0 0%
Hiraan 0 Absent 0 Absent 0 Absent 0 Absent
Lower Juba 0 Absent 0 Absent 0 Absent 0 Absent
Lower Shabelle 3 0 0 0% 0 0% 0 0%
Middle Juba 0 Absent 0 Absent 0 Absent 0 Absent
Middle Shabelle 0 Absent 0 Absent 0 Absent 0 Absent
Mudug 0 Absent 0 Absent 0 Absent 0 Absent
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  Region
Total 

Screeners

Total 
trainings 

taken

Total 
trained 
IMAM

% 
trained 
in IMAM

Total 
trained 

IYCF

% 
trained 
in IYCF

Total 
trained 

NiE

% trained 
in NiE

Somaliland

Awdal 2 4 1 50% 1 50% 1 50%
Marodijeex 3 0 0 0% 0 0% 0 0%
Sahil 0 Absent 0 Absent 0 Absent 0 Absent
Sanaag 4 5 1 25% 2 50% 1 25%
Sool 0 Absent 0 Absent 0 Absent 0 Absent
Togdheer 0 Absent 0 Absent 0 Absent 0 Absent

Puntland

Bari 1 2 1 100% 0 0% 0 0%
Karkar 0 Absent 0 Absent 0 Absent 0 Absent
Nugaal 1 4 1 100% 1 100% 0 0%
Northern Mudug 1 2 1 100% 0 0% 0 0%

Central and 
southern 
Somalia

Bakool 3 10 3 100% 3 100% 2 67%
Banadir 3 0 0 0% 0 0% 0 0%
Bay 11 13 8 73% 4 36% 0 0%
Galgaduud 8 7 6 75% 0 0% 0 0%
Gedo 40 54 40 100% 12 30% 1 3%
Hiraan 6 12 5 83% 5 83% 0 0%
Lower Juba 17 22 10 59% 10 59% 1 6%
Lower Shabelle 0 Absent 0 Absent 0 Absent 0 Absent
Middle Juba 0 Absent 0 Absent 0 Absent 0 Absent
Middle Shabelle 7 0 0 0% 0 0% 0 0%
Mudug 4 5 2 50% 2 50% 0 0%

Zone Region
Total 
CHWs

Total 
trainings 

taken

Total 
trained 
IMAM

% 
trained 
in IMAM

Total 
trained 

IYCF

% 
trained 
in IYCF

Total 
trained 

NiE

% trained 
in NiE

Somaliland

Awdal 16 27 10 63% 9 56% 7 44%
Marodijeex 55 19 6 11% 7 13% 6 11%
Sahil 0 Absent 0 Absent 0 Absent 0 Absent
Sanaag 3 7 3 100% 1 33% 2 67%
Sool 4 4 2 50% 1 25% 0 0%
Togdheer 6 1 1 17% 0 0% 0 0%

Puntland

Bari 0 Absent 0 Absent 0 Absent 0 Absent
Karkar 1 0 0 0% 0 0% 0 0%
Nugaal 2 5 1 50% 2 100% 0 0%
Northern Mudug 0 Absent 0 Absent 0 Absent 0 Absent

Central and 
southern 
Somalia

Bakool 13 32 13 100% 13 100% 4 31%
Banadir 0 Absent 0 Absent 0 Absent 0 Absent
Bay 8 10 6 75% 3 38% 0 0%
Galgaduud 9 12 3 33% 4 44% 4 44%
Gedo 110 81 58 53% 22 20% 0 0%
Hiraan 6 14 6 100% 6 100% 0 0%
Lower Juba 18 21 12 67% 8 44% 0 0%
Lower Shabelle 50 0 0 0% 0 0% 0 0%
Middle Juba 0 Absent 0 Absent 0 Absent 0 Absent
Middle Shabelle 9 0 0 0% 0 0% 0 0%
Mudug 5 12 5 100% 5 100% 0 0%
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C.2b Health promotion staff

Zone Region
Total 

health 
promoters

Total 
training 

taken

Total 
trained 
IMAM

% 
trained 
in IMAM

Total 
trained 

IYCF

% 
trained 
in IYCF

Total 
trained 

NiE

% 
trained 
in NiE

Somaliland

Awdal 8 14 6 75% 0 0% 7 88%
Marodijeex 56 9 3 5% 3 5% 3 5%
Sahil 0 Absent 0 Absent 0 Absent 0 Absent
Sanaag 3 1 1 33% 0 0% 0 0%
Sool 0 Absent 0 Absent 0 Absent 0 Absent
Togdheer 7 0 0 0% 0 0% 0 0%

Puntland

Bari 0 Absent 0 Absent 0 Absent 0 Absent
Karkar 1 2 0 0% 1 100% 0 0%
Nugaal 2 3 0 0% 2 100% 0 0%
Northern Mudug 5 7 3 60% 3 60% 0 0%

Central and 
southern 
Somalia

Bakool 8 22 8 100% 8 100% 4 50%
Banadir 5 11 4 80% 4 80% 1 20%
Bay 6 8 5 83% 2 33% 0 0%
Galgaduud 0 Absent 0 Absent 0 Absent 0 Absent
Gedo 43 39 18 42% 19 44% 1 2%
Hiraan 0 Absent 0 Absent 0 Absent 0 Absent
Lower Juba 5 12 5 100% 5 100% 0 0%
Lower Shabelle 9 0 0 0% 0 0% 0 0%
Middle Juba 0 Absent 0 Absent 0 Absent 0 Absent
Middle Shabelle 9 0 0 0% 0 0% 0 0%
Mudug 0 Absent 0 Absent 0 Absent 0 Absent

Zone Region
Total 

Community 
Mobilizers

Total 
trainings 

taken

Total 
trained 
IMAM

% 
trained 
in IMAM

Total 
trained 

IYCF

% 
trained 
in IYCF

Total 
trained 

NiE

% 
trained 
in NiE

Somaliland

Awdal 5 4 2 40% 1 20% 0 0%
Marodijeex 22 0 0 0% 0 0% 0 0%
Sahil 0 Absent 0 Absent 0 Absent 0 Absent
Sanaag 3 0 0 0% 0 0% 0 0%
Sool 0 Absent 0 Absent 0 Absent 0 Absent
Togdheer 1 0 0 0% 0 0% 0 0%

Puntland

Bari 2 3 2 100% 0 0% 0 0%
Karkar 0 Absent 0 Absent 0 Absent 0 Absent
Nugaal 2 3 0 0% 2 100% 0 0%
Northern Mudug 0 Absent 0 Absent 0 Absent 0 Absent

Central and 
southern 
Somalia

Bakool 10 24 10 100% 10 100% 2 20%
Banadir 0 Absent 0 Absent 0 Absent 0 Absent
Bay 7 10 5 71% 4 57% 0 0%
Galgaduud 4 5 2 50% 2 50% 0 0%
Gedo 49 53 32 65% 20 41% 0 0%
Hiraan 3 8 3 100% 3 100% 0 0%
Lower Juba 16 11 5 31% 5 31% 0 0%
Lower Shabelle 4 0 0 0% 0 0% 0 0%
Middle Juba 0 Absent 0 Absent 0 Absent 0 Absent
Middle Shabelle 28 0 0 0% 0 0% 0 0%
Mudug 0 Absent 0 Absent 0 Absent 0 Absent
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Zone Region
Total IYCF 

Counselors

Total 
trainings 

taken

Total 
trained 
IMAM

% 
trained 
in IMAM

Total 
trained 

IYCF

% 
trained 
in IYCF

Total 
trained 

NiE

% 
trained 
in NiE

Somaliland

Awdal 4 14 4 100% 4 100% 4 100%
Marodijeex 6 18 6 100% 4 67% 6 100%
Sahil 0 Absent 0 Absent 0 Absent 0 Absent
Sanaag 5 10 3 60% 4 80% 2 40%
Sool 0 Absent 0 Absent 0 Absent 0 Absent
Togdheer 0 Absent 0 Absent 0 Absent 0 Absent

Puntland

Bari 2 3 2 100% 0 0% 0 0%
Karkar 1 5 1 100% 1 100% 1 100%
Nugaal 3 9 3 100% 3 100% 1 33%
Northern Mudug 0 Absent 0 Absent 0 Absent 0 Absent

Central and 
southern 
Somalia

Bakool 1 5 1 100% 1 100% 1 100%
Banadir 0 Absent 0 Absent 0 Absent 0 Absent
Bay 8 11 2 25% 8 100% 0 0%
Galgaduud 3 7 2 67% 2 67% 2 67%
Gedo 30 48 23 77% 22 73% 1 3%
Hiraan 6 12 5 83% 5 83% 0 0%
Lower Juba 6 12 5 83% 5 83% 0 0%
Lower Shabelle 4 0 0 0% 0 0% 0 0%
Middle Juba 0 Absent 0 Absent 0 Absent 0 Absent
Middle Shabelle 6 0 0 0% 0 0% 0 0%
Mudug 2 6 2 100% 2 100% 0 0%
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C.2c Administration staff

Zone Region
Total 

supervisors

Total 
training 

taken

Total 
trained 
IMAM

% 
trained 
in IMAM

Total 
trained 

IYCF

% 
trained 
in IYCF

Total 
trained 

NiE

% 
trained 
in NiE

Somaliland

Awdal 9 5 2 22% 2 22% 1 11%
Marodijeex 8 15 5 63% 5 63% 4 50%
Sahil 0 Absent 0 Absent 0 Absent 0 Absent
Sanaag 4 10 3 75% 3 75% 2 50%
Sool 0 Absent 0 Absent 0 Absent 0 Absent
Togdheer 2 0 0 0% 0 0% 0 0%

Puntland

Bari 0 Absent 0 Absent 0 Absent 0 Absent
Karkar 0 Absent 0 Absent 0 Absent 0 Absent
Nugaal 1 0 0 0% 0 0% 0 0%
Northern Mudug 1 2 1 100% 0 0% 0 0%

Central and 
southern 
Somalia

Bakool 6 18 6 100% 6 100% 4 67%
Banadir 6 7 2 33% 3 50% 1 17%
Bay 6 15 6 100% 4 67% 3 50%
Galgaduud 6 14 5 83% 5 83% 2 33%
Gedo 27 34 16 59% 15 56% 2 7%
Hiraan 2 6 2 100% 2 100% 0 0%
Lower Juba 6 18 6 100% 6 100% 4 67%
Lower Shabelle 4 0 0 0% 0 0% 0 0%
Middle Juba 0 Absent 0 Absent 0 Absent 0 Absent
Middle Shabelle 4 0 0 0% 0 0% 0 0%
Mudug 3 10 3 100% 3 100% 2 67%

Zone Region
Total 

distributors

Total 
training 

taken

Total 
trained 
IMAM

% 
trained 
in IMAM

Total 
trained 

IYCF

% 
trained 
in IYCF

Total 
trained 

NiE

% 
trained 
in NiE

Somaliland

Awdal 4 4 1 25% 1 25% 1 25%
Marodijeex 19 0 0 0% 0 0% 0 0%
Sahil 0 Absent 0 Absent 0 Absent 0 Absent
Sanaag 3 5 0 0% 2 67% 2 67%
Sool 3 0 0 0% 0 0% 0 0%
Togdheer 0 Absent 0 Absent 0 Absent 0 Absent

Puntland

Bari 24 3 3 13% 0 0% 0 0%
Karkar 0 Absent 0 Absent 0 Absent 0 Absent
Nugaal 2 3 2 100% 0 0% 0 0%
Northern Mudug 1 0 0 0% 0 0% 0 0%

Central and 
southern 
Somalia

Bakool 7 12 4 57% 5 71% 2 29%
Banadir 6 10 4 67% 4 67% 1 17%
Bay 6 2 1 17% 0 0% 1 17%
Galgaduud 5 4 3 60% 0 0% 0 0%
Gedo 83 59 41 49% 17 20% 0 0%
Hiraan 0 Absent 0 Absent 0 Absent 0 Absent
Lower Juba 10 11 5 50% 5 50% 0 0%
Lower Shabelle 3 0 0 0% 0 0% 0 0%
Middle Juba 0 Absent 0 Absent 0 Absent 0 Absent
Middle Shabelle 20 0 0 0% 0 0% 0 0%
Mudug 4 5 2 50% 2 50% 0 0%
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Zone Region
Total 

Registrars

Total 
trainings 

taken

Total 
trained 
IMAM

% 
trained 
in IMAM

Total 
trained 

IYCF

% 
trained 
in IYCF

Total 
trained 

NiE

% 
trained 
in NiE

Somaliland

Awdal 3 0 0 0% 0 0% 0 0%
Marodijeex 8 1 1 13% 0 0% 0 0%
Sahil 0 Absent 0 Absent 0 Absent 0 Absent
Sanaag 0 Absent 0 Absent 0 Absent 0 Absent
Sool 2 0 0 0% 0 0% 0 0%
Togdheer 0 Absent 0 Absent 0 Absent 0 Absent

Puntland

Bari 4 1 1 25% 0 0% 0 0%
Karkar 1 0 0 0% 0 0% 0 0%
Nugaal 2 2 1 50% 0 0% 0 0%
Northern Mudug 2 3 1 50% 1 50% 0 0%

Central and 
southern 
Somalia

Bakool 6 12 5 83% 5 83% 0 0%
Banadir 4 0 0 0% 0 0% 0 0%
Bay 7 2 1 14% 1 14% 0 0%
Galgaduud 6 2 2 33% 0 0% 0 0%
Gedo 22 32 17 77% 13 59% 1 5%
Hiraan 3 8 3 100% 3 100% 0 0%
Lower Juba 12 5 3 25% 2 17% 0 0%
Lower Shabelle 2 0 0 0% 0 0% 0 0%
Middle Juba 0 Absent 0 Absent 0 Absent 0 Absent
Middle Shabelle 7 0 0 0% 0 0% 0 0%
Mudug 3 4 2 67% 1 33% 0 0%

Zone Region
Total other 
operators

Total 
training 

taken

Total 
trained 
IMAM

% 
trained 
in IMAM

Total 
trained 

IYCF

% 
trained 
in IYCF

Total 
trained 

NiE

% 
trained 
in NiE

Somaliland

Awdal 6 0 0 0% 0 0% 0 0%
Marodijeex 11 1 1 9% 0 0% 0 0%
Sahil 0 Absent 0 Absent 0 Absent 0 Absent
Sanaag 0 Absent 0 Absent 0 Absent 0 Absent
Sool 4 0 0 0% 0 0% 0 0%
Togdheer 6 0 0 0% 0 0% 0 0%

Puntland

Bari 10 9 8 80% 0 0% 0 0%
Karkar 0 Absent 0 Absent 0 Absent 0 Absent
Nugaal 2 0 0 0% 0 0% 0 0%
Northern Mudug 1 0 0 0% 0 0% 0 0%

Central and 
southern 
Somalia

Bakool 4 0 0 0% 0 0% 0 0%
Banadir 3 0 0 0% 0 0% 0 0%
Bay 16 1 0 0% 1 6% 0 0%
Galgaduud 0 Absent 0 Absent 0 Absent 0 Absent
Gedo 3 4 2 67% 1 33% 0 0%
Hiraan 1 2 1 100% 0 0% 0 0%
Lower Juba 2 0 0 0% 0 0% 0 0%
Lower Shabelle 2 0 0 0% 0 0% 0 0%
Middle Juba 0 Absent 0 Absent 0 Absent 0 Absent
Middle Shabelle 4 0 0 0% 0 0% 0 0%
Mudug 0 Absent 0 Absent 0 Absent 0 Absent
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Annex D. Nutrition services 

D.1a Services provided in the fixed sites in Somaliland

Service
Region

Awdal Marodijeex Sahil Sanaag Sool Togdheer Total

OTP
22 30 8 9 10 20 99

95% 97% 89% 90% 83% 100% 94%

TSFP
22 30 9 8 11 18 98

95% 97% 100% 80% 92% 90% 93%

MUAC
21 29 6 9 9 18 92

91% 94% 67% 90% 75% 90% 88%

Community Conversation
20 28 9 8 3 17 85

87% 90% 100% 80% 25% 85% 81%

IYCF
19 24 9 8 6 18 84

83% 77% 100% 80% 50% 90% 80%

TSFP for OTP Discharges
9 14 8 2 1 12 46

39% 45% 89% 20% 8% 60% 44%

Multi-Micronutrients
9 14 8 0 3 11 45

39% 45% 89% 0% 25% 55% 43%

Stabilization centre services
4 1 0 3 8 2 18

17% 3% 0% 30% 67% 100% 17%

BSFP 
2 6 1 1 2 6 18

9% 19% 11% 10% 17% 30% 17%

Nutrition TB
4 4 3 0 0 4 15

17% 13% 33% 0% 0% 20% 14%

Nutrition HIV
1 4 0 0 0 2 7

4% 13% 0% 0% 0% 10% 7%
Total sites 23 31 9 10 12 20 105

D.1b Services provided by the mobile teams in Somaliland

Service
Region

Total
Awdal Marodijeex Sanaag Sool Togdheer

OTP 
13 11 6 3 9 42

100% 85% 100% 75% 100% 93%

Community Conversation
10 10 6 4 9 39

77% 77% 100% 100% 100% 87%

MUAC 
9 10 6 4 9 38

6923% 77% 100% 100% 100% 84%

TSFP 
6 7 6 2 4 25

46% 54% 100% 50% 44% 56%

IYCF 
5 5 6 2 5 23

38% 38% 100% 50% 56% 51%

Micronutrients
3 7 0 3 6 19

23% 54% 0% 75% 67% 42%

TSFP for OTP
2 4 5 2 3 16

15% 31% 83% 50% 33% 36%

Stabilization centre services
5 1 6 0 0 12

38% 8% 100% 0% 0% 27%

BSFP 
0 1 1 0 0 2

0% 8% 17% 0% 0% 4%

Nutrition HIV
0 0 0 0 0 0

0% 0% 0% 0% 0% 0%

Nutrition TB
0 0 0 0 0 0

0% 0% 0% 0% 0% 0%
Total mobile teams 13 13 6 4 9 45
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D.2a Services provided in the fixed sites in Puntland

Service
Region

Bari Karkar Mudug (north) Nugaal Total

OTP
6 9 13 24 52

37% 69% 62% 92% 68%

TSFP
13 10 6 14 43

81% 76% 28% 54% 56%

Community Conversation
5 10 3 17 35

31% 77% 14% 65% 46%

Stabilization centre services
4 11 5 14 34

25% 84% 24% 54% 45%

MUAC
6 8 4 16 34

37% 61% 19% 61% 44%

IYCF
3 7 4 11 25

19% 54% 19% 42% 33%

TSFP for OTP
0 3 1 3 7

0% 23% 5% 11% 9%

BSFP
1 0 4 1 6

6% 0% 19% 4% 8%

Multi-Micronutrients
0 0 2 1 3

0% 0% 9% 4% 4%

Nutrition HIV
1 0 1 0 2

6% 0% 5% 0% 3%

Nutrition TB
0 0 0 0 0
0 0 0 0 0

Total sites 16 13 21 26 76

D.2b Services provided by the mobile teams in Puntland

Service
Region

Total
Bari Karkar Mudug (north) Nugaal

TSFP
3 1 1 2 7

50% 100% 100% 67% 64%

OTP
3 0 0 1 4

50% 0% 0% 33% 36%

Community Conversation
2 0 0 1 3

33% 0% 0% 33% 27%

IYCF
1 0 0 1 2

17% 0% 0% 33% 18%

TSFP for OTP
0 0 0 1 1

0% 0% 0% 33% 9%

Stabilization centre services
0 0 0 1 1

0% 0% 0% 33% 9%

MUAC
0 0 0 1 1

0% 0% 0% 33% 9%

BSFP
0 0 0 0 0

0% 0% 0% 0% 0%

Nutrition HIV
0 0 0 0 0

0% 0% 0% 0% 0%

Nutrition TB
0 0 0 0 0

0% 0% 0% 0% 0%

Micronutrients
0 0 0 0 0

0% 0% 0% 0% 0%
Total mobile teams 6 1 1 3 11
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D.3a Services provided in the fixed sites in central and southern Somalia

Service
Region

Total
Bakool Banadir Bay Galgaduud Gedo Hiraan

OTP
6 31 14 13 19 5 130

75% 84% 93% 100% 79% 62% 81%

MUAC
3 27 14 9 18 3 106

37% 73% 93% 69% 75% 37% 66%

Community Conversation
1 31 13 7 17 3 94

12% 84% 87% 54% 71% 37% 58%

IYCF
2 21 14 11 12 3 89

25% 57% 93% 85% 50% 37% 55%

TSFP
5 14 9 8 11 3 85

62% 38% 60% 61% 46% 37% 53%

Micronutrients
2 30 11 8 8 0 77

25% 81% 73% 61% 33% 0% 48%

Stabilization centre services
1 10 13 8 12 3 66

12% 27% 87% 61% 50% 37% 41%

TSFP for OTP
4 1 5 6 4 2 45

50% 3% 33% 46% 17% 25% 28%

BSFP
4 1 5 0 8 3 25

50% 3% 33% 0% 33% 37% 15%

Nutrition HIV
0 1 1 1 0 0 6

0% 3% 7% 8% 0% 0% 4%

Nutrition TB
0 1 0 0 0 1 5

0% 3% 0% 0% 0% 12% 3.12
Total sites 8 37 15 13 24 8 160

D.3a Services provided in the fixed sites in central and southern Somalia (continued)

Service

Region

Total
Lower Juba

Lower 
Shabelle

Middle Juba
Middle 

Shabelle
Mudug

OTP 
11 12 2 4 13 130

61% 100% 67% 67% 81% 81.25

MUAC 
10 8 3 1 10 106

55% 66% 100% 16% 62% 66.25

Community Conversation
3 8 3 1 7 94

17% 67% 100% 17% 44% 58.75

IYCF 
3 10 2 1 10 89

17% 83% 67% 17% 62% 55.62

TSFP 
7 9 1 4 14 85

38% 75% 33% 67% 87% 53.12

Micronutrients
1 3 1 1 12 77

6% 25% 33% 17% 75% 48.12

Stabilization centre services
5 3 1 0 10 66

28% 25% 33% 0% 62% 41.25

TSFP for OTP
3 9 1 0 10 45

17% 75% 33% 0% 62% 28.12

BSFP
0 1 1 0 2 25

0% 8% 33% 0% 12% 15.62

Nutrition HIV
0 1 1 1 0 6

0% 8% 33% 17% 0% 3.75

Nutrition TB
0 1 1 1 0 5

0% 8% 33% 17% 0% 3.12
Total sites 18 12 3 6 16 160
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D.3b Services provided by mobile teams in central and southern Somalia 

Service
Region

Total
Bakool Banadir Bay Galgaduud Gedo Hiraan

OTP 
4 3 6 7 24 3 68

67% 50% 100% 100% 92% 100% 86%

IYCF 
4 3 6 6 13 3 47

67% 50% 100% 86% 50% 100% 59%

Community Conversation
6 5 5 4 20 2 46

100% 83% 83% 57% 77% 67% 58%

MUAC 
2 6 6 4 19 2 45

33% 100% 100% 57% 73% 67% 57%

TSFP 
4 6 0 5 14 2 43

67% 100% 0% 71% 54% 67% 54%

Micronutrients
4 5 0 5 6 2 30

67% 83% 0% 71% 23% 67% 38%

Stabilization centre services
2 1 5 2 14 2 28

33% 17% 83% 28% 54% 67% 35%

TSFP for OTP
4 1 0 4 5 0 20

67% 17% 0% 57% 19% 0% 25%

BSFP 
0 0 0 1 3 0 5

0% 0% 0% 14% 12% 0% 6%

Nutrition HIV
0 0 0 0 0 0 0

0% 0% 0% 0% 0% 0% 0

Nutrition TB
0 0 0 0 0 0 0

0% 0% 0% 0% 0% 0% 0
Total mobile teams 6 6 6 7 26 3 79

D.3b Services provided by mobile teams in central and southern Somalia (continued)

Service
Region

Total
Lower Shabelle Lower juba Middle Shabelle Mudug

OTP 
4 12 2 3 68

100% 100% 40% 75% 86%

IYCF 
4 5 0 3 47

100% 45% 0% 75% 59.49

Community Conversation
1 0 0 3 46

25% 0% 0% 75% 58.23

MUAC 
1 4 0 1 45

25% 34% 0% 25% 56.96

TSFP 
4 1 5 2 43

100% 8% 100% 50% 54.43

Micronutrients
1 5 0 2 30

25% 42% 0% 50% 37.97

Stabilization centre services
2 0 0 0 28

50% 0% 0% 0% 35.44

TSFP for OTP
3 0 0 3 20

75% 0% 0% 75% 25.32

BSFP
0 0 0 1 5

0% 0% 0% 25% 6.33

Nutrition HIV
0 0 0 0 0

0% 0% 0% 0% 0

Nutrition TB
0 0 0 0 0

0% 0% 0% 0% 0
Total mobile teams 4 11 5 4 79
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Annex E. Infrastructure and WASH

E.1 Latrines and handwashing point
Table E.1a Sites with no latrines for women available in Somaliland 

Region District Site name Partner

Awdal Zeylac Abdikadir MCH SRCS
Marodijeex Gebiley Agabar OTP HEAL 
Marodijeex Hargeysa Ceel Lahelay MCH WVI
Sool Laas Caanood Faraxaskule MCH MOH SL
Awdal Lughaye Gargaara MCH WVI
Marodijeex Hargeysa Hargeisa SC MOH SL
Awdal Zeylac Jidhi MCH SRCS

Table E.1b Sites with no latrines for women available in Puntland

Region District Site name and partner Partner 

Bari Caluula Balidhidin TSFP HADO
Bari Caluula Bareeda TSFP HADO
Mudug (north) Gaalkacyo Bulo Bisharo BSFP SDRO
Mudug (north) Gaalkacyo Bulo Kontorol BSFP SDRO
Mudug (north) Galdogob Bursaalax HC MOH
Mudug (north) Gaalkacyo Calanley BSFP SDRO
Nugaal Eyl Dhiganle /HP/FDP WVI
Mudug (north) Gaalkacyo Gaalkacyo North Central HC MOH
Mudug (north) Gaalkacyo Maryama BSFP SDRO
Karkar Qardho Rako TSFP HADO
Mudug (north) Gaalkacyo SRCS Ba’adweyne Health Centre SRCS
Mudug (north) Jariiban SRCS Balibusle Health Centre SRCS
Bari Bossaso SRCS Ufayn HC SRCS
Nugaal Garowe Sinujif HC SRCS
Mudug (north) Gaalkacyo South-Galkaio MCH SDRO
Bari Iskushuban Xiriro TSFP HADO

Table E.1c Sites with no latrines available in central and southern Somalia

Region District Site name and partner Partner 

Banadir Boondheere Wiilwaal CWW
Banadir Waajid Banadir Hospital TSFP Swisso-Kalmo
Gedo Luuq Dido Anaano MCH USWRO
Gedo Luuq Miradhubow Centre EDRO
Gedo Belet Xaawo Belet Haawo Township WVI
Middle Juba Jilib Xaramka MCH Zamzam

Table E.1d Sites with no latrines for women available in central and southern Somalia

Region District Site name and partner Partner 

Banadir Dharkenley Said Roraye HC WARDI
Gedo Baardheere Gerilley OTP HARD
Gedo Garbahaarey Garbahaarey GEWDO
Lower Shabelle Marka Janaale Swisso-Kalmo
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E.2 Water sources
Table E.2a Sites in Somaliland with inadequate means of water provision

Region District Site name Partner Water source 

Awdal Borama Fadhi Xun MCH WVI Surface water (river, dam, lake)  
Marodijeex Hargeysa Darar Weyne MCH Mercy USA Surface water (river, dam, lake)  
Sahil Berbera Hassan Kayd/Bulahaar HPA Cart with small tank/drum 
Sanaag Lasqoray SRCS Waaciye HC SRCS Unprotected dug well 
Sool Laas Caanood Kalabaydh MCH WORLD CONCERN Cart with small tank/drum 
Togdheer Burco Qoryaale HC HPA Cart with small tank/drum 
Togdheer Burco Dhoqoshay HC HPA Cart with small tank/drum 

Table E.2b Outreach sites in Somaliland with no access to water

Region District Site name Partner 

Awdal Lughaye Abaar Xun WVI
Awdal Lughaye Garaca WVI
Awdal Lughaye Idacadeys WVI
Awdal Lughaye Laan Cawaale WVI
Awdal Lughaye Sabo Cas WVI
Awdal Lughaye Tubta WVI
Awdal Lughaye Xajiimaley WVI
Awdal Lughaye Xoog $Faras WVI
Marodijeex Hargeysa Dabataxan WVI
Marodijeex Hargeysa Kurxinta WVI
Marodijeex Hargeysa Laanta WVI
Marodijeex Hargeysa Lafta Madood1 WVI
Marodijeex Hargeysa Sheekh Moldh WVI
Marodijeex Hargeysa Wada Bariis WVI

Table E.2c Sites in Puntland with inadequate means of water provision

Region District Site name and partner Partner Water source 

Northern Mudug Gaalkacyo Horseed TSFP SDRO Cart with small tank/drum 
Northern Mudug Gaalkacyo Bulo Bisharo BSFP SDRO Cart with small tank/drum 
Nugaal Burtinle Kalkal MCH WVI Cart with small tank/drum 
Nugaal Burtinle Shafi MCH WVI Cart with small tank/drum 
Nugaal Burtinle Xasabahle Healthy Centre SRCS Cart with small tank/drum 
Nugaal Eyl Dhiganle /HP/FDP WVI Unprotected dug well 
Nugaal Garowe Xawaadle SRCS Cart with small tank/drum 

Nugaal Garowe Xamur FDP/HP WVI
Surface water (river, dam, lake, 
stream)  
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Table E.2d Outreach sites in Puntland with no access to water

Region District Site name Partner 

Bari Bossaso 100 Bush BHM
Bari Bossaso Buula Elay BHM
Bari Bossaso Saylada BHM
Bari Bossaso Suweyta BHM
Bari Bossaso Carta HADO
Bari Bossaso Dalweyn HADO
Bari Bossaso Geesaqabad HADO
Bari Bossaso Jurile HADO
Bari Bossaso Karin HADO
Bari Bossaso Kob-Dhexad HADO
Bari Bossaso Lasa-Dawaco HADO

Table E.2e Sites in central and southern Somalila with inadequate means of water provision

Region District Site name Partner Water source 

Bakool Ceel Barde Abeesale MCH HIDIG Unprotected spring 
Bakool Ceel Barde Qurac Joome MCH HIDIG Unprotected spring 
Bakool Ceel Barde Mardo Hudur Office MARDO Unprotected spring 
Bay Baidoa Goof Guduud MCH DMO Cart with small tank/drum 
Bay Baidoa Bayhaw MCH OTP WVI Surface water (river, dam, lake, stream)  
Gedo Baardheere Gerilley OTP HARD Cart with small tank/drum 
Gedo Baardheere Horseed MCH HIRDA Surface water (river, dam, lake, stream)  
Gedo Baardheere Mardha FDP JYA Surface water (river, dam, lake, stream)  
Gedo Garbahaarey Mashruuca MCH JYA Cart with small tank/drum 
Gedo Luuq Dido Anaano MCH USWRO Surface water (river, dam, lake, stream)  
Gedo Luuq Miradhubow Centre EDRO Surface water (river, dam, lake, stream)  
Middle Juba Saakow Musedunya MCH JYA Cart with small tank/drum 
Mudug Ceel Buur Ceel Buur HC DEH Cart with small tank/drum 
Mudug Hobyo Bijelo Mercy USA Surface water (river, dam, lake, stream)  
Mudug Hobyo Gawaan Mercy USA Surface water (river, dam, lake, stream)  
Mudug Hobyo Xero Dhagahay Mercy USA Surface water (river, dam, lake, stream)  

E.3 Waste Disposal
Table E.3a Fixed sites in Somaliland with no waste disposal

Region District Site name Partner 

Marodijeex Gebiley Agabar OTP HEAL 
Marodijeex Gebiley Kalabaydh MCH MOH SL
Marodijeex Hargeysa Ceel Lahelay MCH WVI
Sanaag Ceerigaabo Barwaaqo MCH SRCS
Togdheer Buuhoodle Hanad MCH SRCS
Togdheer Owdweyne Haji Salah MCH SRCS



55

Table E.3b Fixed sites in Puntland with no waste disposal

Region District Site name Partner 

Bari Bossaso Ceeldahir TSFP HADO
Mudug (north) Gaalkacyo SRCS Ba’adweyne Health Centre SRCS
Mudug (north) Gaalkacyo Doonyaale HC MOH
Mudug (north) Gaalkacyo SRCS Galdogob HC SRCS
Mudug (north) Gaalkacyo Bulo Kontorol BSFP SDRO
Mudug (north) Gaalkacyo Horseed TSFP SDRO
Mudug (north) Gaalkacyo Bulo Bisharo BSFP SDRO
Mudug (north) Galdogob Bursaalax HC MOH
Nugaal Garowe Jawle HC MOH

Table E.3c Fixed sites in central and southern Somalia with no waste disposal

Region District Site name Partner 

Bakool Waajid TSFP/BSFP Site ARD-Africa
Bakool Waajid Waajid MCH ARD-Africa
Bakool Waajid Kurto Emergencey Health Work Centre SAMA
Bakool Waajid Stabilization- Centre Static Wajid ARD-Africa
Bakool Waajid Waajid OTP-Static Site ARD-Africa
Banadir Dayniile Tabelaha Sheikh Ibrahim CWW
Banadir Dayniile Weydow CWW
Banadir Dharkenley Dharkenley WARDI
Banadir Dharkenley Said Roraye HC WARDI
Banadir Hamar Jaabjab Hamar Jaabjab OTP Fixed WARDI
Banadir Hamar Weyne Hamar Weyne Health Centre SCI
Banadir Hawl Wadaag Osob HC ZamZam
Banadir Hodan Hodan TFC ACF Action Contre la Faim
Banadir Kahda Tabelaha MCH /OTP ACF Action Contre la Faim
Banadir Wardhiigleey Wardhiigleey MCH SORRDO
Banadir Yaaqshiid Yaaqshid HC Mercy USA
Bay Baidoa Isha MCH OTP WVI
Gedo Belet Xaawo Belet Hawa Township WVI
Gedo Ceel Waaq Ceel Waaq Town OTP Fixed HARD
Hiraan Belet Weyne Kutimbo Mercy USA
Lower Juba Kismayo Himilo Foundation Dalxiiska Centre HIMILO

E.4 Shade
Table E.4a Fixed sites with no shade in waiting area

Region District Site name and partner Partner 

Bakool Ceel Barde Abeesale MCH HIDIG
Bay Baidoa Isha MCH OTP WVI
Bay Buur Hakaba Hakaba MCH OTP BTSC
Marodijeex Gebiley Agabar OTP HEAL 
Marodijeex Gebiley Gebiley MCH MOH SL
Middle Shabelle Balcad Gabari SHARDO
Middle Shabelle Jowhar Mahaday ZamZam
Sanaag Ceel Afweyn Huluul MCH HEAL 

Table E.4b Fixed Sites with no shade in screening area

Region District Site name and partner Partner 

Bakool Waajid Waajid OTP-Static Site ARD-Africa
Karkar Qardho Rako TSFP HADO
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Standard Operating Procedure (SOP) for 
Somali Nutrition Cluster Reporting

Nutrition Cluster Reporting

Introduction
Recording and reporting on the management of acute malnutrition is an integral part of your job. It allows proper 
follow-up of the patient and immediate and appropriate correction of the treatment if necessary. It also allows 
proper tracking of individual patients when they are referred from in-patient to out-patient and vice versa/from 
MAM to SAM and vice versa. Lastly, it will help you monitor the performance of your program and take the neces-
sary action to maintain a high quality service. 

There are 4 essential steps to follow for good monitoring: 

1. Attribution of a Unique beneficiary registration number/identifier 
2. Registration of the patients in the registration book
3. Recording of the patients’ evolution in the individual follow-up chart
4. Preparation of the monthly statistic reports

Figure 1: Sample Registration Book

Registration Book

All the information regarding the patients under the programme needs to be compiled in the registration book. The 
information needed are: Identification information, Anthropometric information, Diagnosis and Outcome (default-
ers, discharge cured, death, medical transfer, transfer out to Out-Patient Care or transfer out to In-Patient care, non-
responder. Discharge to the SFP is not considered as a transfer. In the case of OTP programs there is an additional 
category of outcome – UNKNOWN. This is used for patients that fail to attend the OTP programme and a home visit 
has not yet determined if they have defaulted, moved away or are dead).

Recording in the individual follow-up chart
It should be filled for each patient. It is the primary tool for managing malnutrition and is recommended for all 
facilities looking after these patients. Other documents should not be used and there is no place for spending time 
making duplicate records. The TSFP/OTP/SC multi-chart is designed so that it:

1. Allows proper control of all aspects of the care of the patient (from admission to follow-up and throughout 
his/her stay in the TFP); as well as the follow up chart to be filled at each and every visit for TSFP/OTP while 
every day for inpatient/SC

2. Gives detailed information for each individual case’s progression (changes in health and nutritional status, 
treatment phase and diet, medical treatments, clinical signs, temperature, etc.).
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3. As all the staff use the same chart, each has ready access to the information collected by other grades, and all 
the essential information is recorded systematically in the same predetermined part of the chart. The informa-
tion can thus be found easily and quickly for each patient.

4. Inspection of the charts allows the clinician in charge to quickly see if a patient needs special attention and 
allows all supervisors to control the quality of work of the staff.

5. The charts and registration book contain all the information needed to analyze and report the results of the 
center in a standard way.

6. All follow up charts/individual charts for beneficiaries should be properly filled and the charts should be kept/
stored in archive for at least six months after the discharge summary.

The facility level report is expected to be submitted by 10th of every month for the previous month as per the 
agreed cluster monthly reporting format. Report submitted in other format will not be accepted.

Preparing the monthly report for online Submission
Indicators should be calculated for infants less than 6 months and children below 6-59 months of age separately.

Admissions
New admission: Patients that are directly admitted to the program to start the nutritional treatment are new ad-
missions. These could ne newly identified Wasted patients and Edematous patients; Relapses, Readmission after 
defaulting and Transfer In. 

Discharge
There are a number of discharge categories listed below:

Cured Patient that has reached the discharge criteria

Death Patient that has died while he was in the program at your facility or in transit to another component of the program but has not 
yet been admitted to that facility. For the out-patient program, the death has to be confirmed by a home visit.

Unknown Patient that is absent for 3 consecutive weighing in out-patient care (21 days) but the outcome (actual defaulting or death) is not 
confirmed/verified by a home visit).

Defaulter Patient that is absent for 2 consecutive weighing (2 days in in-patient and 14 days in out-patient), confirmed by a home visit for 
out-patient component of the program).

Non-
responder

Patient that has not reached the discharge criteria after 40 days in the in-patient program or 2 months in the out-patient 
program. Non-responders from the OTP program should be transferred to the SC for detailed investigation – the SC will 
determine the outcome the patient.

Medical 
transfer

Patient that is referred to a health facility/ hospital for medical reasons and this health facility will not continue the nutritional 
treatment or transfer the patient back to the program.

TOTAL END OF THE MONTH = Total beginning of the month  + Total admissions  - Total discharges 

Performance Indicators
Recovery rate: = No of patient discharged for recovery / Total No of exits
Death rate: = No of patient died in the program / Total No of exits
Defaulter rate: = No of true defaulters / Total No of exits
Non responder rate: = No of non-responder / Total No of exits
Transfer out rate: = No of patient transferred to another nutrition program /Total No of exits

Online Reporting

Overview
The Nutrition Cluster has introduced an online reporting mechanism to support implementing partner reporting 
on a few key indicators per sector. The aim of this tool is to make reporting easier for partners and support the Clus-
ter with the data compilation, aggregation and analysis. 
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All partners are requested to use this online form for bi-weekly reporting. 

https://enketo.ona.io/x/#YTVu 

Instructions

Reporting Guidelines
More than ever, investing in nutrition is seen as a key development priority to benefit global welfare. Somali Nutri-
tion Cluster lead by UNICEF continues to support government and partners to improve the nutritional status of 
women and children in Somalia. These programmatic efforts require a corresponding focus on strengthening infor-
mation systems to undergird and continually improve nutrition interventions.

Hence, building on a number of previous initiatives and milestones achieved so far notably Rationalization Plan 
exercise II and Geotagging research project; the cluster in consultation with its partners decided to move forward 
from the first generation excel based manual reporting to automated web-based platform for capturing integrated 
management of acute malnutrition (iMAM) data online. This web-based system is designed to support the coun-
try, donors, and implementers in the identification of gaps and guiding of emergency nutrition advocacy efforts, 
decision-making, resource mobilization as well as support to supply forecasting and response planning, beyond 
reporting on performance at facility level. To achieve the desired goal the system requires timely and complete 
reporting as per aforementioned guidance.

Cumulative vs reporting period data
Many of the indicators specify whether reporting should be cumulative (i.e. total results achieved to date in that 
facility) or just results for that two-week reporting period. It is essential that you consult the Cluster Information 
Management focal point to understand how to report per indicator - whether cumulative results or results just for 
the reporting period. 

Web Browser
The online forms must be accessed using a modern web browser. The following browsers are officially supported. 
Older browsers versions will often work - they are just not officially supported.

• latest Android webview on latest Android OS
• latest WKWebView on latest iOS
• latest version of Chrome/Chromium on OS X, Linux, Windows, Android and iOS
• latest version of Firefox on OS X, Windows, Linux, Android and iOS
• latest version of Safari on OS X, Windows, and on the latest version of iOS
• latest version of Microsoft Edge

Note: Microsoft Internet Explorer is not supported.

Login to the ONA website
ONA is the technology partner providing the plat-
form for the data collection, verification and visuali-
sation of the online reporting.

Before accessing the form you will be required to 
login to the ONA website. Login via https://ona.io/
login. An account should have already been setup 
for your organisation. If you have forgotten your 
password click the ‘Forgot your password?’ link and 
follow the directions provided. 
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Online Reporting Form

Reporter Details
Start by adding your name, phone number and email address. When required, these details are made available to 
the Cluster for follow up and clarification of details in the report.

Submitting Organisation
Choose your Organisation from the drop down list. If your Organisation is not listed, select ‘Other’ and enter the 
name of your organisation in the text field provided.

Reporting Period
Nutrition partners are obliged to report every two weeks. In the reporting form, you can select the reporting period 
for which you are entering data - either the first half of the month (W1-W2) or the second half of the month (W3-
W4). The two-week reporting periods cover the first half of a month (e.g. 1-15 March) and the entire second half 
(e.g. 15-31 March) as needed. 
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Donor Support
Select the organisation(s) that are funding the activities being reported at the facility. For UNICEF, WFP and SHF you 
will be required to enter your respective PD, FLA and SHF numbers in the text boxes provided.

Facility Location
First select the type of facility - either fixed or mobile/outreach. Then select from the Region > District drop-down 
lists. If reporting on a Fixed site select from the Settlement > Site drop-down lists. If reporting on a Mobile/Outreach 
site, select the Mobile/Outreach site name and the number of settlements that have been visited during the report-
ing period. Select the Settlement name(s) from the drop-down listed for each settlement/village visited.
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If the name of your settlement or site is listed, ensure you have the correct spelling and select ‘Other’, a text box will 
appear and you can make additions in the ‘Add Settlement’ or ‘Add Site’ box.

Note: The Nutrition Cluster uses the OCHA standards for Region, District and Settlement where available. These 
standards allow for the mapping and visualisation of the data collected. If your region or district do not appear in 
the list please select the appropriate division and contact support with any suggestions for improvements.

Service and Programmes
Select one or more of the services offered at the facility you are reporting on.

Indicator Reporting
You will then be required to report on the relevant nutrition indicators based on the services and programmes at 
the facility. Note for most responses, the data must be disaggregated by gender and/or age.

Multiple Facilities
Once you complete the reporting of a single facility, press the + button to report on another. A new form will appear 
and you can continue the same reporting process. If you mistakenly create a new form, click the ‘-’ (minus) button 
and the additional form will be removed.
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Submission

Offline Submissions
Once loaded the form be loaded and used without an Internet connection. You can also bookmark the URL for easy 
offline access. Records are automatically stored and queued in your browser until an Internet connection is avail-
able. When the device comes online, records will be automatically submitted - one by one.

Only after a record has been successfully submitted, will it be removed from the queue. You can safely close down 
your browser and device with items in the queue. They will still be there next time you load the form. You can view 
the queued submissions using the Queue sidebar.

Save as Draft
You can save the form as a draft by clicking the ‘Save as Draft’ check box, and then clicking the ‘Save Draft’ button.

The file will be saved with filename ‘Nutrition Cluster: Biweekly Reporting - 1’. Saved drafts can be recovered through 
the Queue sidebar (see above). Subsequent drafts will be saved as ‘Nutrition Cluster: Biweekly Reporting - 2’ etc.. 

Final Submission
Once your form and data are complete you can click the ‘Submit’ button. If the system detects incomplete fields or 
erroneous data you will be presented with an error message ‘Form contains errors. Please see fields marked in red.’. 
You will be required to return to the form and complete these fields before the submission is accepted.
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Once complete, the submission will be verified, queued and submitted automatically. Upon successful submission 
the bi-weekly online reporting is complete.

Support
Please consult your Nutrition Cluster Information Management focal point for any support:

1. Somalia Nutrition Cluster (somalia.nut@humanitarianresponse.info) 
2. Somalia Nutrition IMO (somalia.nut.imo@humanitarianresponse.info) 
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Introduction to Ona 

Introduction
Ona is a simple and powerful web-based data collection and management platform. It helps organizations to col-
lect, manage, and make sense of data. Surveys are authored quickly and easily in Excel and uploaded to Ona. Then, 
data is easily collected on an Android device or web browser from anywhere as no data connection is needed. Real-
time data is visualized and provides insight with our powerful analytic tools.

This guide will provide you with a brief introduction to using Ona broadly explaining how to sign up, create a pro-
ject, digitize your first form, collect data using Ona/ODK Collect or Enketo webforms, and analyze and visualize data.

Signing up 
To use Ona, you need to create an account. Start by clicking Join Ona and registering for an account. Choose a 
username for your account, enter your full name, email address and password. Finally, click the Create my ac-
count button.
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Logging in
After creating your Ona account, you will automatically be logged in to your account. You will be required to sign in 
on subsequent visits to ona.io. Click on the Sign In button at the upper right corner of the page. Enter your account 
username or email address and password to log in.

Projects
Create a project and upload forms and data related to the project.

The project contains all of the forms and data related to the project and information to aid understanding for new 
collaborators on the project, such as project description, category and location. Projects are where you set permis-
sions for sharing and form submissions. Every form and all of the data in the project inherits the same settings as the 
project. Therefore, related forms should go into a single project for easy access and collaboration.

Form design
Author surveys in Excel XLSForms. Ona will automatically convert your Excel survey into a format that works for both 
mobile and web based data collection. To learn how to author your forms in Excel, please visit http://xlsform.org/.

Adding forms to Projects
Upload your finished XLSForm to a Project in your Ona account to make it available for download and data collec-
tion. Read more the various ways of uploading forms here.
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Collecting data
Gather data via a smartphone using Open Data Kit (ODK) Collect, Ona Collect or via built-in Enketo Smart Paper, also 
known as webforms. Manage all your collected data securely in one spot under a project on your Ona dashboard.

Using Enketo
Enketo is a web based data collection client that allows for offline data collection through a web browser on any 
device. Obtain the Enketo form url from Submit data section on the form’s Overview page and paste it on any 
modern web browser.

Using Ona and ODK Collect
Ona Collect is a tweaked version of ODK Collect created especially for Ona users that can be downloaded from the 
Google Playstore. Simply sign in to Ona Collect with your Ona credentials to access your forms.

ODK Collect is a free and open source Android application that makes it easy to collect surveys offline. In the Google 
Playstore, search and download the latest version of ODK Collect. Then, configure ODK for Ona. In ODK Collect’s 
Main Menu, press the Menu button. Select General Settings, then Platform settings. Enter the url https://odk.ona.io 
and your Ona credentials to download forms and submit data to Ona. Read more in our comprehensive guide on 
setting up ODK Collect to help you configure your Android smartphone for data collection.

Analyzing data
Visualize and share your data as it’s collected via online-maps, photo galleries, or export in different formats for 
more advanced analysis. Easily switch between data exports, map, table, photos and chart views. In Table view, 
view submitted data directly in your browser. In Map view, GPS points will automatically show up in the map view 
as points and clicking on any point will show all the data (including photos) associated with that point. In the Sum-
mary charts view, easily view and create summary bar charts.
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You can also export your data in various formats under the Export data section on the form’s Overview page.

Nutrition cluster ONA platforms 

Mapping: http://somnutritionsites.onalabs.org/ Password3: ncs
Reporting: https://enketo.ona.io/x/#YTVu; https://enketo.ona.io/x/#YMKw  (Somaliland)
Monitoring: https://enketo.aws.emro.info/x/#YYYy 

Helpdesk contact

Somalia Nutrition Cluster (somalia.nut@humanitarianresponse.info) 
Somalia Nutrition IMO (somalia.nut.imo@humanitarianresponse.info)

3 The final version will not require password and it’ll be open to public access 

Table View Map View Summary Chart View



Somali Nutrition Cluster
Mogadishu: +252617924174
Somaliland: +252633678558
Nairobi: +254 708155229
P.O. Box 44145-00100, Nairobi, Kenya
Email: somalia.nut@humanitarianresponse.info
Web: https://www.humanitarianresponse.info/operations/somalia/nutrition
Twitter: NutritionCluster Som (@Nutrition_Som) | Twitter




