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population groups assessed were: Hiran Riverine, Agro-pastoral 
and Pastoral livelihood zones, Belet Weyne District, and the IDP 
populations in Hargeisa, Burao and Berbera.  The standard two 
stage cluster methodology1 was applied in three of the surveys (Hiran 
Riverine, Hiran Agro-pastoral and Belet Weyne District), the Lot 
Quality Assurance (LQAs) survey methodology was applied in two 
surveys (Hiran Pastoralists and Hargeisa IDPs where a probability 
calculator was also used) and exhaustive population assessments 
were conducted in Burao and Berbera IDPs.  Findings from these 
assessments indicate a varied but precarious nutrition situation with 
Very Critical rates of acute malnutrition2 reported in Hiran Agro-
pastoralists, Belet Weyne District and Burao IDPs, Critical rates in 
Hiran Riverine, Hiran Pastoral livelihood zones and in Berbera IDPs, 
and a Serious nutrition phase reported in Hargeisa IDPs .

Hiran Region: Preliminary results for the assessments are as 
follows:
•	 Hiran Agro-pastoral livelihood zone assessment results indicate 

a Very Critical nutrition situation, with a global acute malnutrition 
(GAM) rate (WHZ<-2 or oedema) of 25.5% (19.7-31.2) and a 
severe acute malnutrition (SAM) rate (WHZ <-3 or oedema) of 
8.1% (5.6-10.6) with three oedema cases. The situation is of 
great concern and indicates deterioration from the Serious3 phase 
reported in June 2008.  Belet Weyne District similarly is in a Very 
Critical nutrition phase with a global acute malnutrition rate of 
21.2% (16.3 – 26.0) and a severe acute malnutrition rate of 6.2% 
(3.7-8.7) with two cases of oedema and has deteriorated from the 
Critical phase4 reported in March 2007.  The retrospective Crude 
and Under Five year (U5) mortality rates of 0.64 (0.45-0.90) 
and 1.41 (0.76-2.61 in Hiran Agro-pastoralists and 0.64 (0.40-
1.04) and 0.97 (0.48-1.93) respectively, in Belet Weyne District, 
although below the respective alert threshold levels of 1/10,000/
day and 2/10,000/day, do indicate deterioration from the most 
recent surveys conducted in June 2008.

•	 Hiran Riverine livelihood zone assessment reported a GAM rate 
of 16.9% (11.5-22.2) and a SAM rate of 4.6% (2.7-6.5) including 
four oedema cases. These results indicate a sustained Critical 
nutrition situation as reported in the June 2008 assessment5.  The 
Crude and U5 mortality rates of 0.36 (0.14-0.95) and 1.61 (0.58-
4.45) respectively, also illustrate levels below the alert threshold, 
yet highlight deterioration from the most recent surveys.  

•	 Hiran Pastoral LQAS Assessment reported a point prevalence 
rate of 20.2% (14.0-26.4) and a SAM rate of 4.5% (1.5-7.6) 
that included one case of oedema.  According to the FANTA 

1 Based on Probability Proportional to Size (SMART)
2  Main prevalence estimates reported using WHO Anthro 2006 population references 
<-2 WHZ or oedema.  NCHS results are provided in the tables
3 GAM rate of 16.6% (13.6-19.6) & SAM rate of 4.6% ( 2.8- 6.8) based on WHOGS
4  GAM rate of 14.6% (11.8-18.1) & SAM rate of 3.4% (2.3-5.2) based on WHOGS
5  GAM rate 17.7% (CI: 13.3-22.1) & SAM rate of 4.0% (1.7-6.2) based on WHOGS
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Official move by FSNAU/Somalia Nutrition Cluster to 
WHO 2006 Growth Standards

In line with the international recommendations from the Standing 
Committee on Nutrition and the Global Nutrition Cluster, from 2009 
all nutrition surveys results should be reported using the WHO 2006 
Growth Standards (WHOGS). These new growth standards replace 
the previously used National Centre for Health Statistics (NCHS) 
growth references from the 70’s and represent a more appropriate 
and relevant set of standards on which to assess child growth and 
development. 

Since early 2008, FSNAU has been reporting nutrition survey results 
using	both	the	NCHS	and	WHOGS	with	NCHS	as	the	main	figure	
reported. However, from this month onwards, FSNAU will now report 
the main results using the WHOGS. In order to avoid confusion and 
for comparability purposes, the results expressed in NCHS will also 
be included in all reports. The Nutrition Cluster for Somalia has also 
officially	adopted	the	WHOGS	with	caseload	estimates	based	on	the	
new WHOGS. Links to 
the WHOGS documents 
describing the sample and 
methods used to construct 
the standards, training 
documents, software, as 
well as publications and 
peer-reviewed articles 
pertaining to the WHO 
standards can all be 
accessed on the WHO 
website. http://www.
w h o . i n t / c h i l d g r o w t h 
Access to the software 
which facilitates deriving 
individual and population 
based estimates of child 
nutritional status is on 
the following link:  http://
www.who.int/childgrowth/
software/en/. Among 
its special features are 
graphical display and standard analysis of results. 

Nutrition Situation in the Somali Population

In March and April 2009, FSNAU, in collaboration with partners, 
conducted seven nutrition surveys in the Somali population.  The 

Overview

NeW NAme FOr NUtritiON SUrveillANCe 
PrOjeCt FOr SOmAilA

As of March 1st 2009, the Food Security Analysis Unit and 
the Nutrition Surveillance Project for Somalia have been 
renamed as the Food Security and Nutrition Analysis 
Unit (FSNAU).	This	new	name	reflects	a	new	integration	
of both nutrition and food security units into one overall 
project and represents the start of a 4 year project phase. 
All future publications therefore will refer to the FSNAU. 
For more information on the new phase (phase 6) of the 
project please contact info@fsnau.org
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decision	rule,	with	40	acutely	malnourished	children	identified,	
the results indicate a GAM rate of 20% or above.  However, 
using the Probability Calculator6, the results indicate a higher 
probability (Pr=0.96) of falling in the Critical levels of 15.0-
19.9%.  The calculator also indicates a high probability that the 
SAM rate is between 2-3.0%.  

The concerning nutrition situation in Hiran region is mainly 
attributed to a series of shocks over the last 2 years, including poor 
rainfall leading to poor production and livestock body conditions, 
hyperinflation	leading	to	record	high	food	prices	and	displacement	
significantly	interrupting	normal	livelihood	practices	and	trade	flows.		
Sub-optimal child care practices, limited access to safe water, 
sanitation facilities and health care remain the underlying causes to 
high	morbidity	which	is	a	significant	factor	in	Hiran	region’s	chronic	
nutritional crisis. 

Somaliland internally Displaced Populations (iDPS):  
Hargeisa iDPS:•  Findings indicate a sustained Serious nutrition 
situation phase in Hargeisa IDPs with results reporting a highly 
probable (Pr=0.94) rate of acute malnutrition in the 10-15% 
range and a highly probable (Pr=0.77) rate of severe acute 
malnutrition of 1-2%. 
Berbera iDPs:•  Results indicate the nutrition situation is in a 
sustained Critical phase with a global acute malnutrition rate 
of 18.3% and a severe acute malnutrition rate of 3.3%. No  
oedema	was	reported.	The	retrospective	Crude	and	under	five	
year mortality rates were 0.58 (0.33-1.02) and 0.99 (0.42-2.29) 
respectively, both being below the respective alert threshold 
levels of 1/10,000/day and 2/10,000/day. 
Burao iDPs:•  Results indicate the nutrition situation is Very 
Critical with a global acute malnutrition (GAM) rate of 20.8% 
and a Severe Acute Malnutrition (SAM) rate of 4.9%, (including 
two	 oedema	 cases.	 The	 crude	 and	 underfive	 mortality	 rates	
of 0.29 (0.14 – 0.59) and 0.55 (0.19 – 1.16) in Burao IDPs 
respectively, are below the alert levels according to the WHO 
classification.	

Based on FSNAU analysis, the food security situation of the IDPs 
is stressed due to limited opportunities of employment compelling 
the households to largely depend on cash gifts.  In April ’09, income 
declined by 15-20% when compared to April ’08, coping strategies 
to	deal	with	this	include	pulling	children	from	school	and	significantly	
reducing food purchases. Food gifts have also declined due to 
cereal price increases causing stress on all wealth groups.  The 
nutrition situation therefore remains precarious in IDP settlements 
as a result of economic shocks to households, restricting access 
to food, in addition to the underling vulnerabilities surrounding poor 
access to safe water, sanitation and health services. 

Acute Watery Diarrhoea (AWD) Update (Highlights from the 
Somali Health Cluster (SHC) Bulletin No. 22, April 2009)

6 Oleg Bilukha and Curtis Blanton, 2008; http://www.ete-online.com/content/5/1/25 

Juba Regions
From March 28th – April 24th, 2009, a total of 672 cases of AWD 
were	reported	from	Lower	and	Middle	Juba	Regions,	specifically,	
Jamaame (110), Afmadow (71), Hagar (43), Kismaayo (126) and 
Badhaadhe (45) in Lower Juba; Jilib (154), Buale (35), Sakow 
(47), and Salagle (41) in Middle Juba.

After the only borehole in Jamaame Town (Lower Juba) •	
broke down on April 10th, 2009, communities consumed water 
directly from the Juba River, posing a great risk to the spread 
of AWD.  Subsequently, increased numbers of AWD were 
observed in Jamaame (16) and riverside villages of Adad-Geri 
(4), Muganbow (1), and Bandar-Jadiid (2) between April 10-
13.  All cases were referred to the Cholera Treatment Centre 
(CTC) established in Jamaame.
Since April 29•	 th, a sudden increase in cases of AWD was 
reported from Kamasuma village (18km north of Jamaame 
Town) with 12 cases and 1 related death as of May 2nd.    
Muslim Aid is doing active case investigation, with 6 cases 
referred	 to	 Marere	 field	 hospital.	 WHO	 provided	 Cholera	
treatment supplies to Muslim Aid agency to intervene.

Shabelle Regions
In March 28 - May 1, the 35 Early Warning System Reporting Sites 
(EWARS coordinated by the WHO) in Lower Shabelle reported 
a total of 988 cases of AWD and 22 related deaths.  While 
the overall AWD caseload of April shows an increase of 178% 
compared to March 2009, deaths decreased by 12%; bringing 
down the Case Fatality Rate (CFR) from an alarming 7.02% to a 
more manageable 2.23%. 

From January 3 – May 1, EWARS in Lower Shabelle reported •	
a total of 8,361 cases of all diarrhoea cases, including 96 
deaths (overall CFR 1.14%).  A sudden increase of AWD was 
registered in Merka hospital CTC since epidemiological week 
15, with 55 cases (80% under the age of 5 years) reported 
between 11 April and 1 May, 2009. 
Between 20 February and 10 April, a total of 531 case of AWD, •	
including 15 related deaths (CFR 2.82%) were reported by 
World Vision from several villages within Burhakaba district 
(Bay Region).  38% of cases and 20% (3) of deaths occurred 
in children under the age of 5 years.

For details and additional information, see the Somali Health 
Cluster Bulletin available on line at www.emro.who.int/Somalia/
healthcluster

HIrAN rEgION

  
Hiran Livelihoods Nutrition Assessment findings

Hiran region comprises of three main livelihood groups: 
Southern Inland Pastoral mainly in Mataban and Mahas 
districts; Agro-pastoral and Riverine, both of which cut across 
Belet Weyne, Buloburti and Jalalaqsi districts).  

Hiran, like many other regions in South Central Somalia, has 
not been spared the recent effects of intense civil conflict, 
severely affecting people’s means of livelihoods.  Hiran region 
has witnessed armed confrontation between the forces and the 
insurgents, in addition to intermittent localised civil conflicts 
hindering humanitarian access.  According to the latest 
FSAU Technical Series7, the overall food security situation 
in Hiran region has been deteriorating since Gu ‘08, and was 
classified to be in Humanitarian Emergency (HE) and the 

Drawing water from a rain water catchment in Wajid, FSNAU Jan’09

7  FSAU 2008/2009 Post Deyr Analysis.  Technical series Report No V.17, March 2009.
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nutrition situation for all the livelihoods in Hiran has remained 
persistently in the Critical phase for the last two consecutive 
seasons. Poor crop production, resulting from below normal 
Deyr ‘08/09 rains, recurrent conflict in both urban and rural 
areas, disruption of trade and economic activities, and the 
hyperinflation causing record high food prices are the key 
contributing factors to the current crisis (Figure 1). 

Between 26th March and 4th April 2009, FSNAU and partners8 
conducted four inter-agency nutrition assessments in Hiran 
Pastoral, Agro-pastoral and Riverine Livelihood Zones and 
in Belet Weyne District in response to the need to monitor 
the levels of acute malnutrition for the different livelihoods 
and to inform on the intervention responses for the region 
following a series of shocks that include consecutive seasons 

of below normal cereal production, loss of food stocks from 
previous floods, deterioration in civil security and massive 
displacements and hyperinflation that led to Serious - Critical 
nutrition levels in earlier assessments conducted in June 
2008.

Using a two-stage PPS sampling methodology, 680, 518 
and 540 children aged 6-59 months from 373, 318 and 319 
households were assessed from Belet Weyne District, and 
from the Agro-pastoral and Riverine livelihoods in Hiran 
respectively.  A 33x6 Lot Quality Assurance Sampling (LQAS) 
methodology was used for the Hiran Pastoral assessment. The 
results of the assessments are presented in Table 1.

Using the WHO 2006 Growth Standards, the results report a 
Global Acute Malnutrition rate (GAM) (weight for height <-2 
Z score or oedema) of 25.5% (19.7 – 31.2) among the Agro-
pastoral population with a Severe Acute Malnutrition (SAM) 
rate of 8.1% (5.6-10.6) including three oedema cases. This 
indicates a Very Critical nutrition situation and a deterioration 
from the previous Critical situation when a GAM rate of 
16.6% (13.6-19.6) and SAM rate of 4.6% (CI: 2.8- 6.8) were 
reported in June 2008 (WHOGS).  The respective Crude 
and Under Five year mortality rates of 0.64 (0.45-0.90) and 
1.41 (0.76-2.61) were however, below the alert threshold 
levels of 1/10,000/day and 2/10,000/day according to WHO 
classification, though still of concern.
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Figure 1: Trends in Levels of Acute Malnutrition (WHZ<-2 or 
oedema), Hiran region (2000-2009) NCHS

table 1. Summary of Hiran livelihoods Nutrition Assessment Findings, April 2009
Indicator Pastoral (N=198) Agro-pastoral (N=518) riverine (N=540)

n 95% CI n 95% CI n 95% CI
Total number of households assessed for children 101 100.0 318 100.0 319 100.0
Child Malnutrition
Global Acute Malnutrition (WHO 2006) 40  (≥15%) (Pr=0.95)) 132 25.5 (19.7 -31.2) 91 16.9 (11.5 - 22.2)
Severe Acute Malnutrition (WHO 2006) 9 4.5 (1.5 - 7.6) 42 8.1 (5.6 - 10.6) 25 4.6 (2.7 - 6.5)
Oedema 1 0.5 (0.0 – 1.5) 3 0.6 (0.0 – 1.5) 4 0.7 0.0-1.4
Global Acute Malnutrition (NCHS) 36 (≥15%) (Pr=0.98)) 127 24.5 (18.3-30.8) 86 15.9 (11.3-20.6)
Severe Acute Malnutrition (NCHS) 5 2.5 (0.4 - 4.7) 19 3.7 (1.4 - 5.9) 11 2.0 (0.7 - 3.3)
Global Acute Malnutrition (WHM<80% or oedema - NCHS) 25 12.6 (7.3 - 17.9) 92 17.8 (13.2 - 22.3) 54 10.0 (6.2 - 13.8)
Severe Acute Malnutrition (WHM<70% or oedema - NCHS) 2 1.0 (0.0 - 2.4) 7 1.4 (0.3 - 2.4) 8 1.5 (0.6 - 2.3)
Global Acute Malnutrition by MUAC (<12.5 cm or oedema) 12 6.1 (2.5 - 9.6) 45 8.7 (4.6 - 12.8) 58 10.7 (7.7 - 13.8)
Severe Acute Malnutrition by MUAC (<11.0 cm or oedema) 3 1.5 (0.0 - 3.2) 5 1.0 (0.0 - 2.0) 8 1.5 (0.6 - 2.4)
Number of children Stunted (HAZ<-2) (WHO 2006) 56 28.3 (21.3 - 35.3) 125 24.1 (19.6 - 28.7) 182 33.7 (25.5 -41.9)
Number of children Underweight (WAZ<-2) (WHO 2006) 46 23.2 (16.6 - 29.9) 155 29.9 (24.3 - 35.5) 159 29.4 (21.4 - 37.5)
Child Morbidity
Children reported ill in the previous 2 weeks 64 32.3 (22.9 - 41.8) 266 51.4 (41.1 - 61.6) 231 42.8 (31.3 – 54.2)
Children reported with diarrhoea in 2 weeks prior to assessment 29 14.6 (7.8 - 21.5) 132 25.5 (19.6 - 31.4) 139 25.7 (14.2 - 37.3)
Children reported with ARI within two weeks prior to assessment 31 15.7 (8.5 - 22.8) 117 22.6 (15.8 - 29.4) 101 18.7 (9.6 - 27.8)
Children reported with febrile illness in 2 weeks prior to assessment 23 11.6 (3.7 - 19.5) 112 21.6 (13.2 - 30.1) 139 25.7 (14.2 - 37.3)
Total	assessed	population	confirmed	positive	for	malaria	(RDT) - - 72 6.6 (2.0 - 11.1) 84 7.3 (3.9 – 10.7)
Children reported with suspected measles within one month prior to 
assessment 1 0.5 (0.0 - 1.5) 21 4.1 (0.0 - 8.8) 6 1.1 (0.1 - 2.1)

Immunization Status
Children (9-59 months) immunised against measles 19 10.2 (1.4 - 19.0) 93 18.8 (11.0 - 26.6) 148 29.1 (16.1 -42.1)
Children who have ever received polio vaccine 59 29.8 (15.6 – 44.0) 267 51.5 (39.4 – 63.7) 285 52.8 (37.2 - 68.3)
Children reported to have received vitamin A supplementation in last 6 months 25 12.6 (2.8 - 22.4) 100 19.3 (10.1 - 28.5) 148 27.4 (11.9 -42.9)
Women Health & Nutrition
Total women acutely malnourished 6 6.1 (0.6 – 11.5) 17 5.1 (2.6 – 7.7) 12 3.7 (1.1 – 6.3)
Pregnant women acutely malnourished (MUAC<23.0 cm) 5 22.7 (N=22) 17 26.1 (N=65) 11 16.9 (N=65)
Non	pregnant	women	malnourished	(MUAC≤18.5	cm) 1 1.3 (0.0 – 4.0) 0 0.0 1 0.4 (0.0 – 1.2)
Women who received tetanus immunization 16 16.2 (5.5 – 26.8) 62 18.7 (12.6 – 24.9) 94 28.9 (18.3 – 39.6)
Household Access to Essential Indicators
Proportion	of	households	who	reported	to	have	consumed	≤3	food	groups 23 22.8 (11.4 – 34.1) 59 18.6 (11.5 – 25.6) 33 10.3 (4.7 – 16.0)
Access to safe/protected drinking water 5 5.0 (0.0-10.7) 34 10.7 (0.0-23.3) 11 3.4 (0.0-10.6)
Access to latrine 9 8.9 (2.3-15.5) 84 26.4 (12.5-40.4) 99 31.0 (13.6-48.5)
Access to health facility 10 9.9 (0.5-19.3) 79 24.8 (7.8-41.9) 51 16.0 (1.3-30.7)
Mortality
Under	five	Mortality	Rate	(U5MR)	as	deaths/10,000/	day - 1.41 (0.76 – 2.61) 1.61 (0.58 – 4.45)
Crude Mortality Rate (CMR) as deaths/10,000/ day - 0.64 (0.45 – 0.9) 0.36 (0.14 – 0.95)

8 UNICEF, IMC, SC-UK, Mercy USA, and SRCS



FSNAU

4

FSNAU Bi Monthly Nutrition Update March-April, 2009

Poor dietary diversity, poor access to safe water, sanitation 
and health services and poor child care and feeding practices 
were reported in the assessments.  For example only 5.0%, 
10.7% and 3.4% respectively in assessed Pastoral, Agro-
pastoral and Riverine households reportedly, had access to 
safe drinking water.  A small proportion of the households 
had access to sanitation facilities (26.4% and 31.0%) and to 
health facilities (24.8% and 16.0%) in the Agro-pastoral and 
Riverine populations, respectively (Table 1). Deteriorating 
food security indicators in terms of high prices for food and 
essential commodities, due to inflation, low productivity and 
unfavourable terms of trade (TOT) all which lead to a poorly 
diversified diet.  This is illustrated by a significant proportion 
of the assessed households in the Agro-pastoral (18.6%) and 
Riverine (10.3%) households consuming a poorly diversified 
diet (fewer than four food groups).  Sustained efforts are 
required to save lives, sustain livelihoods and to mitigate the 
risks to morbidity and malnutrition.

Current Food Security Situation in Hiran Region

The food security situation in Hiran is classified in HE and 
AFLC and has deteriorated since Gu ’07, due to consecutive 
poor seasonal performance, high presence of IDPs, insecurity,  
hyperinflation, high cereal prices and market disruptions. 
Since Gu ‘07, Hiran region has been hit and affected by 
four successive seasons of rain failures, which combined 
with hyperinflation in 2008, has drastically decreased in all 
livelihood assets, forcing households to adopt extreme distress 
coping strategies to survive. Livestock herd size, the main 
income source, have declined significantly due to high off-
take and deaths; camel is at 43%, cattle is at 51% and sheep/
goats 57% are lower than baseline levels (FSAU Post Deyr 
‘08/09 Assessment). The long dry and harsh Jilaal resulted in a 
further deterioration of rangeland and water conditions, which 
contributed to more livestock deaths, particularly calves, kids 
and lambs, as well as pack camels and old aged animals. This 
has depleted poor households livestock herd size, forcing them 
to live destitution in the main towns. 

Due to recurrent shocks, the number of people in Humanitarian 
Emergency (HE) and Acute Food and Livelihood Crisis 
(AFLC) have increased between Deyr ‘07/08 and Deyr 
’08/09, from 28% to 78% of the total population of the regions, 
respectively, (see Post Deyr Analysis Reports for ‘07/08 and 
‘08/09). The humanitarian crisis is severe, affecting not only 
the rural populations, but the urban poor and IDPs, of which 
the majority (60%) of those in crisis are in Humanitarian 
Emergency (HE). Even if the Gu ’09 rains are good and 
inflation continues to reduce, the population will continue to 
face conditions of HE and AFLC for some time. 

The recovery of the livelihood assets and strategies will take 
several consecutive normal seasons, because of the prolonged 
nature and severity of the crisis. Gu’09 rains has had mixed 
performance so far, with below normal performance expected 
in Hiran. During the third dekad of March, localized moderate 
rains were reported in the drought affected pastoral triangle 
between Elder, Elbur, and Mahas districts, but Jalalaqsi district 
has yet to receive any rains in this Gu’09 season. Below normal 
kidding/calving rates have been reported in the region. 

Hiran Riverine survey reported a GAM rate of 16.9% (CI: 
11.5-22.2) and a SAM rate of 4.6% (2.7-6.5) including four 
oedema cases. These results indicate a sustained Critical 
nutrition situation as reported in the earlier assessment (in 
June 2008) where a GAM rate 17.7% (13.3-22.1) and a SAM 
rate of 4.0% (1.7-6.2) including twelve oedema cases were 
reported (WHOGS).  The Crude and U5 mortality rates of 
0.36 (0.14-0.95) and 1.61 (0.58-4.45) respectively, among 
the Riverine population in Hiran regions were below the 
alert threshold according to WHO classifications, though also 
elevated from previous surveys and therefore of concern.

Results of the Hiran Pastoral LQAS Assessment reported a 
point prevalence rate of 20.2% (14.0-26.4) and a SAM rate 
of 4.5% (1.5-7.6) that included one (0.5%; 0.0-1.5) oedema 
cases.  According to the FANTA decision rule, with 40 acutely 
malnourished children reported, this indicates a GAM rate 
of 20% or above.  However, using the CDC Probability 
Calculator9, the results indicate a higher probability (96% 
probable) of falling in the Critical levels of 15.0-19.9%.  The 
calculator also indicates that the SAM rate has high probability 
(92%) of falling between 2.0-3.0%. 

The proportions of children who had suffered from one or 
more communicable childhood diseases during the two weeks 
prior to the assessment were 32.3%, 51.4% and 42.8% in the 
assessed Pastoral, Agro-pastoral and Riverine populations.  As 
shown on Table 1, 25.5% and 25.7% respectively, of diarrhoea 
incidences were reported in Agro-pastoral and Riverine 
populations in the two weeks prior to the assessment.  Illness 
and specifically diarrhoea, has shown a strong correlation 
with acute malnutrition from FSAU (2008) meta-analysis 
report.  High incidences of ARI and febrile illnesses were 
also reported in the three livelihoods. These levels were 
consistent with seasonal morbidity patterns recorded from the 
health facilities.  Rapid Diagnostic Tests (RDT) conducted 
for malaria also reported prevalence rates of between 5-10% 
indicating a meso-endemic malaria infection pattern. 6.6% 
(N=1096) and 7.3% (N=1155) of the assessed population 
were confirmed positive for Plasmodium falciparum in Agro-
pastoral and Riverine areas, respectively. These cases were 
treated on diagnosis using the national protocol. Among the 
Agro-pastoral population, 4.1% of the assessed children were 
suspected to have had measles raising fears of an outbreak. This 
was confirmed by INGO partners in the region and reportedly 
was under control. In the Riverine populations, 1.1% of the 
assessed children reportedly had suspected measles.  

The situation is at risk of further deterioration due to the low 
immunization status and poor access to health programs.  Only 
18.8% and 29.1% of the assessed children in Agro-pastoral 
and Riverine were reportedly immunized against measles 
in the previous 6 months.  Polio immunization (51.5% and 
52.8%) and Vitamin A supplementation status (19.3% and 
27.4%) among the Agro-pastoral and Riverine populations 
respectively were also far below the recommended levels 
(Sphere, 2004).

9 Oleg Bilukha and Curtis Blanton, 2008; http://www.ete-online.com/content/5/1/25 
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 Belet Weyne District Nutrition Assessment Findings

Belet Weyne District, located 
along the Shabelle River, 315 
km northeast of Mogadishu is 
the most populated district in 
Hiran region, with an estimated 
population of 144,34510. It shares 
borders on the west with Bakool 
region, Mudug to the north, 
Middle Shabelle to the south 
and Ethiopia to the northwest. 
The district is divided into four 
livelihood namely, Pastoralists 
(25%), Agro-pastoralists, (50%) Riverine farmers (10%) 
and the Urban (15%) and it is estimated that around 50% of 
the total population actually reside in or in close proximity 
to Belet Weyne Town.  The pastoralists keep cattle, camels, 
sheep and goats, while the agro- pastoralists are engaged in 
both livestock and rain fed crop production. The riverine, 
found along the Shabelle river, depend on both rain-fed 
and irrigated crop production, mainly sorghum, maize and, 
cowpeas. Cash crops include sesame, onions, tomatoes, 
green peppers, watermelon, and mangoes. They sell cowpea 
leaves, sorghum and maize stalks for fodder to augment 
household income. This group also own a small number of 

table 2. Summary of Belet Weyne District Nutrition Assessment Findings, April 2009
indicator N % 95% Ci
Total number of households assessed for children 373 100.0 -
Child Malnutrition

Global Acute Malnutrition (WHO 2006) 144 21.2 16.3 – 26.0
Severe Acute Malnutrition (WHO 2006) 42 6.2 3..7 – 8.7
Oedema 2 0.3 0.0 – 0.7
Global Acute Malnutrition (NCHS) 143 21.0 16.1 – 25.9
Severe Acute Malnutrition (NCHS) 20 2.9 1.4 – 4.5
Global Acute Malnutrition (WHM<80% or oedema - NCHS) 87 12.8 8.9 – 16.6
Severe Acute Malnutrition (WHM<70% or oedema - NCHS) 10 1.5 0.4 – 2.6
Global Acute Malnutrition by MUAC (<12.5 cm or oedema) 63 9.3 5.6 – 13.0
Severe Acute Malnutrition by MUAC (<11.0 cm or oedema) 13 1.9 0.0 – 3.8
Number of children Stunted (HAZ<-2) 167 24.6 17.9 – 31.2
Number of children Underweight (WAZ<-2) 172 25.3 19.3 – 31.3

Child Morbidity
Children reported ill in the previous 2 weeks 297 43.7 35.4 – 52.0
Children reported with diarrhoea in 2 weeks prior to assessment 119 17.5 12.1 – 22.9
Children reported with ARI within two weeks prior to assessment 176 25.9 19.4 – 32.4
Children reported with febrile illness in 2 weeks prior to assessment 130 19.1 13.2 – 25.0
Total	assessed	population	confirmed	positive	for	malaria	(RDT) 58 4.5 2.6 – 6.3
Children reported with suspected measles within one month prior to assessment 24 3.5 1.6 – 5.5
Immunization Status
Children (9-59 months) immunised against measles 151 24.2 16.4 – 31.9
Children who have ever received polio vaccine 308 45.3 33.0 – 57.6
Children reported to have received vitamin A supplementation in last 6 months 162 23.8 15.8 – 31.9
Women Health & Nutrition
Total women who are malnourished 14 3.8 0.8 – 6.9
Pregnant women who are malnourished (MUAC<23.0 cm) 13 16.0 N=81
Non	pregnant	women	malnourished	(MUAC≤18.5	cm) 1 0.4 0.0 – 1.1
Women who received tetanus immunization 130 35.7 25.3 – 46.2
Household Access to Essential Indicators
Proportion	of	households	who	reported	to	have	consumed	≤3	food	groups 29 7.8 2.5 – 13.1
Access to safe/protected drinking water 74 19.8 9.1 -30.6
Access to sanitation facilities 206 55.2 39.1 – 71.3
Access to health facility 140 37.5 20.1 – 54.9
Mortality
Under	five	Mortality	Rate	(U5MR)	as	deaths/10,000/	day*	 0.97 0.48 – 1.93
Crude Mortality Rate (CMR) as deaths/10,000/ day 0.64 0.40 – 1.93

cattle.  Belet Weyne Town, which is the regional capital, is a 
vibrant commercial centre because of its strategic trade links 
with Mogadishu, Galkayo, Bossasso, Hudur, Tieglow and 
Ethiopia. Belet Weyne District, like other districts in central 
and southern Somalia, continues to suffer from recurrent clan 
conflicts and from natural climatic shocks.  

With the exception of June 2002, when a GAM rate of 
21.0% was reported, historical nutrition data for assessments 
conducted in Belet Weyne district since 2000, indicate a 
chronic Critical nutrition situation with GAM rates ranging 
from 15.5% in the most recent assessment conducted in March 
2007 to 17.9% in July 2003 NCHS (Figure 2). The FSNAU 
integrated nutrition analysis for Hiran (inclusive of Belet 
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Figure 2: Trends in Levels of Acute Malnutrition (WHZ<-2 or 
oedema) in Belet Weyne District (2000-2009) NCHS

Map 1: Belet Weyne District

10 UNDP 2005 Population estimates
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Weyne District) during the Deyr ’08/09 also classified the area 
to be in a Critical nutrition situation. Many INGO including 
SCUK, IMC, and MSF have been implementing nutrition and 
health programmes in the district but face many challenges 
and interruptions to service delivery due to the increased 
insecurity in 2008.  Due to the need to review the situation 
at district level, the area of coverage for IMC programmes, a 
district specific assessment was requested and funded by IMC.  
The results of Belet Weyne District assessment are presented 
in Table 2. 

Using the WHO 2006 Growth Standards,  the results report 
a Global Acute Malnutrition (GAM) rate (weight for height 
<-2 Z score or oedema) of 21.2% (16.3 – 26.0) with a Severe 
Acute Malnutrition (SAM) rate of 6.2% (3.7-8.7). Two 
(0.3%; 0.0-0.7) oedema cases were reported. This indicates 
a Very Critical nutrition situation and a deterioration from 
the previous Critical situation where a GAM rate of 16.6% 
(13.6-19.6) and a SAM rate of 4.6% (2.8- 6.8) was reported in 
June 2008 (WHOGS).  The 90 days retrospective Crude and 
Under Five year mortality rates were 0.64 (0.40-1.04) and 0.97 
(0.48-1.93) respectively, both being below the alert threshold 
levels of 1/10,000/day and 2/10,000/day according to WHO 
classification.

The proportion of children who had suffered from one or more 
communicable childhood diseases during the two weeks prior 
to the assessment was 43.7%.  As shown in Table 2, 17.5%, 
25.9% and 19.1% reportedly had diarrhoea, acute respiratory 
tract infections (ARI) and febrile illness respectively, in the 
two weeks prior to the assessment.  Rapid Diagnostic Tests 
(RDT) conducted for malaria also reported a low prevalence 
rate of 4.5% (N=1299) confirmed positive for Plasmodium 
falciparum. Illness and specifically diarrhoea, showed a strong 
correlation with acute malnutrition with children who are 
reportedly ill more likely to be acutely malnourished than those 
who were not ill (p<0.05).  These levels were consistent with 
seasonal morbidity patterns recorded from the health facilities.  
However, the high number of suspected measles cases (3.5%) 
of the assessed children was a concern for a probable outbreak 
in the district and the region. 

Low immunization and Vitamin A supplementation status 
was also reported in Belet Weyne District with only 24.2% 
and 45.3% of the assessed children reportedly immunized 
against measles and polio respectively, and only 23.8% of the 
children provided with vitamin A supplements in the previous 
6 months.  Other factors which might have influenced the 
poor nutrition situation in Belet Weyne District, included poor 
dietary diversity, poor access to clean water, sanitation and 
health services and poor child care and feeding practices.  For 
example only 19.8% and 37.5% of the assessed households 
had access to safe drinking water and to a health facility, 
respectively. Slightly more than half (55.2%) of the households 
had access to sanitation facilities (Table 2). Even though there 
is insufficient data from any recent district specific survey to 
compare with, integrated analysis show that these results are 
likely an indication of a deteriorating nutrition situation in the 
district, and intensive interventions are urgently needed to 
arrest any further worsening trends in the district.

NAtIONAl MICrONUtrIENt MAlNUtrItION 
StUDy – PUNtlAND  

FSNAU, in collaboration with the Ministry of Health 
Puntland, UNICEF, WHO, WFP and with the technical lead 
of the Institute of Child Health (ICH), University of London, 
undertook a Micronutrient Deficiency Disorders (MDD) 
study in Puntland in April 2009. This is the first of 3 surveys, 
which aim to assess the public health significance of the 
major micronutrient deficiencies (iron, iodine and vitamin A) 
both for creating a baseline as well as to inform and guide 
an appropriate response strategy in the Somali population. 
This information also incorporates infant, child and maternal 
nutritional status, malaria prevalence and relevant household 
indicators that provide a deeper analysis and understanding of 
the factors affecting malnutrition in Somalia.  In Puntland a total 
of 35 clusters were selected using the Probability Proportional 
to Size (PPS) methodology; four11 of the clusters however, 
could not be assessed due to insecurity.  At the second stage 
of sampling, mapping and segmentation was used to identify 
households from which eligible children, women and men 
(malaria study only) were assessed.  Six teams from the MoH,  
comprising of 2 enumerators, 2 biological sample collectors, 2 
measurers and one team leader, received a seven day training 
including standardization of anthropometric measurements 
(height and weight), taking biological samples and piloting of 
tools prior to undertaking the data collection for the survey.   

For all the selected households, separate questionnaires were 
administered for infants (0-5 months), children (6-59 months 
and 6-11yrs), women of child bearing age (15-49 years) 
and household data. Both fresh and dried peripheral blood 
spots (DBS - see photo) were collected as samples for the 
biochemical assessment of iron and vitamin A.  

Urine samples were collected for iodine analysis from school-
aged children and women, and rapid salt testing was done in 
all households to verify presence of iodization.  Salt samples 
were also taken from 9 randomly selected households visited 
per cluster for titration analysis. Rapid diagnostic tests (RDT) 
for malaria and anaemia were conducted and treatment 
given on the spot for those testing positive.The challenges 
encountered during the assessment were manageable and 
included prolonged field hours due to the absence of children 
aged 6-11 years from their homes, necessitating repeated 
household visits.  

Dried Blood Spot (DBS) on Filter Paper to assess Vitamin A 
and Iron status

11 Ufayn, Ely town and Bandiradley
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Case Study: An illustration of the lifecycle of malnutrition 

Hawa (17) was born in Qarxis village, Puntland in 1992.  Her 
father, a mason, had limited job opportunities and therefore 
had to struggle to support his family. Although both parents 
had attained primary level of education, unfortunately Hawa 
received neither formal nor informal education. According to 
the mother (Shukri), Hawa was always a very small and thin 
child, with a poor appetite during her childhood years and 
never received any vaccinations. Hawa married a year ago at 
the age of 16. She conceived immediately and suffered from 
two bouts of acute respiratory illness during the pregnancy.  
Hawa delivered Amina, a low birth weight baby girl of 2.2kg,  
on March 8th, 2009.

During the Puntland Micronutrient Malnutrition survey  in 
Qarxis Village/cluster in April 2009,  Amina, had lost weight 
and measured 1.8 kg.  Amina’s weight loss is predominantly 
attributed	to	poor	infant	feeding	and	care	practices.		Amina	was	not	introduced	to	breast	milk	within	the	first	hour	of	birth	
as	recommended,	rather	4	days	later	and	therefore	did	not	obtain	the	colostrum,	which	has	immune	and	health	benefits.	
She was instead introduced to sugared water and cow’s milk immediately after birth and these continue to constitute her 
routine diet, with the dubious quality of the water posing a major threat to her health and nutritional status. Hawa stopped 
breastfeeding,	believing	she	was	not	producing	sufficient	milk	 to	 feed	 	Amina	and	 instead	 introduced	bottle	 feeding.				
This further predisposes Amina to diarrhoea, and malnutrition. Hawa’s husband does not have a reliable source of 
income and they rely mostly  on relatives and friends for assistance. 

Hawa and Amina illustrate the synergistic interplay between poverty, illiteracy, food insecurity and lack of knowledge 
on appropriate health and nutrition practices that underlie the acute and chronic nature of lifecycle of malnutrition in 
Somalia. Until the fundamental issues surrounding maternal and young child feeding practices and practices surrounding 
health care are addressed, this cycle will not be broken.

NIPHOrN PrOjECt trAININg - 
PUNtlAND

The Nutrition 
Information Project 
for the Horn of 
Africa (NIPHORN) 
is a project developed 
following a detailed 
review of localised 
nutrition surveys in 
the Horn and East 
Africa region from 
2000-2005 by Tulane 
University, funded by 
UNICEF. NIPHORN 

identified the need to agree on standard methodologies for 
sampling, training, data collection, analysis and reporting, with 
the ultimate goal of improving nutrition information. However, 
harmonization of these issues will only have an impact if 
Government, UN and NGO staff are part of the process and well 
trained in the implementation of the agreed standards. Following 
a review of the needs of the countries in the region, proposals 
were developed to support the specific needs by country. 

For Somalia and Somaliland, therefore, specific needs of 
capacity building of the Government Institutions were identified. 
It is in this regard that the NIPHORN rolled out a pilot project 
in Somaliland in October 2008 (reported in Nutrition Update 
in December 2008) and in Puntland in March 2009, with the 
overall aim of building the capacity of the local authorities to 
provide timely and accurate nutrition information for policy 
development and early warning to pre-empt and mitigate 
nutrition emergencies. 

For Puntland, an in-depth training for the key Ministry of Health 
(MOH) staff was held in Garowe in mid March 2009 with FSNAU 
providing the technical facilitation and UNICEF providing 
financial support. A total of 20 participants comprising one 
overall co-coordinator and one supervisor with four enumerators 
from four of the administrative regions of Puntland, took part. 
The Honorable Puntland Minister of Health Dr. Mohamed Ali 
Bihi (Bashir) officially opened and closed the training and 
encouraged the participants to positively learn from the technical 
expertise and practical experiences shared by the facilitators.  
The topics covered during the assessment included; health 
facility monitoring, sentinel site surveillance, rapid assessments, 

Shukri, Hawa and Amina, Qarxis-Puntland, FSNAU 
April, 2009

Additionally, the collection of biological samples was new to 
the community and raised suspicion, resulting in necessary 
lengthy discussions before consent was obtained. Nevertheless, 
to counteract the suspicion, the rapid diagnostic tests (RDT) 
for malaria and haemoglobin, coupled with treatment, were 
incentives to household participation. Data entry for the 
Puntland survey is complete and analysis is currently on-
going. Results will be available in August/ September when 
all three studies will be concluded. The study in Somaliland is 
currently ongoing in May and assuming access and security, 
the South Central Study will be conducted in June. This is 
the first national micronutrient study in the Somali population 
since 1982.

Training session, NIPHORN Puntland by 
FSNAU’s M. Hassan, March 2009
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SOMAlIlAND INtErNAlly DISPlACED 
POPUlAtIONS (IDPS)

  Hargeisa IDP Assessment Findings

Hargeisa Town, the capital 
of Somaliland is host to 
public and private sector 
administration offices, 
local and international 
agencies conducting 
humanitarian interventions 
in the area. The area enjoys 
relative peace compared 
to other parts of Somalia 
and is the destination for a 
large number of refugees, returnees, and IDPs (estimated at 
over 89,00012). Since 1997, more than 80,000 of UNHCR’s 
“official” returnees to Somaliland from camps in Ethiopia have 
selected Hargeisa as their destination and settled permanently 
in Sheikh Nur, and Mohammed Mooge or temporarily in five 
different areas (State House, Ayaha, Stadium, Aw Aden and 
Daami). The most recent comprehensive nutrition survey 
in these camps conducted in September 2007, showed poor 
health, sanitation, dwelling, economic and food security 
conditions. The findings from the survey also indicated Serious 
but stable levels of global acute malnutrition (10% WHZ<-2 
or oedema).  Integrated analysis of the nutrition situation in 
December 2008 indicated a persistent Serious situation.  

In April 2009, FSNAU and partners conducted a nutrition 
survey in the IDP population of Hargeisa to determine the 
level of wasting among children aged 6-59 months, and to 
analyze possible factors contributing to the acute malnutrition.  
Two survey methodologies were used, namely the LQAS13 
methodology (33 by 6) using the decision rule hypothesis and 
a 30 by 10 sampling using the probability calculator. A total 
of 198 children and 300 children were assessed in the LQAS 
and 30 by 10 surveys, respectively. The aim was to assess the 
relative sensitivity of both methods on assessing the nutrition 
situation. 

Analysis of the survey data using the probability calculator 
indicate a probability of 96% that the results for global acute 
malnutrition rate (GAM weight for height <-2 Z score or 
oedema) are above 10%, and a probability of 30% that the 
results are above 15%, therefore in the range of 10-15%. The 
results for severe acute malnutrition (SAM weight for height 
<-3 Z score or oedema), indicate a probability of 77% that the 
results are above 1% and a probability of 41% that the results 
are below 2%, therefore in the range of 1-2%. One case (0.3%) 
of oedema was reported. The results illustrate that the nutrition 
situation in the area is Serious and remains stable since the 
December 2008 analysis (Table 3).  Due to the small sample 
size, mortality data was not collected during the survey. 

table 3: Summary of Hargeisa iDPs  30x10 Nutrition Assessment 
Findings, April 2009
indicator N % 95% Ci
Total number of households surveyed 161 100
Total number of children assessed 300 100
Child Malnutrition
Oedema 1 0.3
Global Acute Malnutrition (WHO Anthro 2006) 10-15% (Pr=0.96)
Severe Acute Malnutrition (WHO Anthro 2006) 1-2% (Pr=0.77)
Number of Children Stunted (HAZ<-2) 
(WHO Anthro 2006) 90 30 25.4-35.0
Number of Children Underweight (WAZ<-2) 
(WHO Anthro 2006) 63 21.1 15.9-27.4

Child Morbidity
Children reported ill in the previous 2 weeks 297 43.7 35.4-52.0
Children reported with Diarrhoea  2 weeks 
prior to assessment 65 21.7 17.1-26.8
Children reported with ARI 2 weeks prior to 
assessment 24 8.0 5.2-11.7
Children with febrile illness 2 weeks prior to 
assessment 1 0.3 0-1.8
Suspected measles within one month prior to 
assessment 13 4.3 2.3-7.3

Immunization Status
Children (9-59 months) immunized against 
measles 208 69.3 63.8-74.5

Children received polio vaccine 267 89.0 84.9-92.3
Children received vitamin A supplementation in 
last 6 months 203 67.7 62.1-72.9

Household Access to Essential Indicators
Proportion of households who reported to have 
consumed	≤3	food	groups	 34 21.1 15.1-28.2

Access to safe/protected drinking water 108 67.1 59.2-74.3
Access to sanitation facility 148 91.1 86.6-95.6
Access to a health facility 120 90.2 83.9-94.7

Child feeding practices remain poor, with only 59.2% of 
the children aged between 6-24 months reported to be 
breastfeeding at the time of the assessment.  In addition, the 
proportion of the assessed children aged 6-9, 9-12 and over 
12 months fed the recommended 3, 4 and 5 times a day was 
68%, 46% and 7% respectively, was sub-optimal. The mean 
number of food groups consumed in the 24 hours prior to 
the study in the households was 5.2 ± 1.7, with 21.1% of the 
households consuming the a poorly diversified diet of three or 
less food groups in a day.  The  main food groups consumed 
were cereals, sugar (100%) oil (83.9%) and milk (33.5%); the 
remaining food groups (roots, fruits, vegetables and fish) were 
the least consumed in the assessed households despite the fact 
they are the main source of micronutrients. Sixty two percent 
of the households consumed three meals a day; while 34.2% of 
the households consumed two meals a day with the remaining 
consuming one meal a day. Qualitative data collected indicates 
that the high cost of food prices in the markets and limited job 
opportunities had an impact on the household purchasing of 

MUAC measurement, FSNAU, 
April 2009

nutrition survey planning, sampling, collection of crude and 
under five mortality data and age determination. The trainees’ 
also visited a local MCH and checked the nutrition records; 
in addition they were also able to observe data collected on 
immunization, anthropometric measurements, and counselling.  
After the training, the team’s new skills were immediately 
applied in the Puntland micronutrient survey. The plans for the 
NIPHORN project are to continue to build the capacity of the 
Government trainees by ensuring their participation in nutrition 
surveys, providing refresher training for nutrition monitoring at 
MCH level and involving them in nutrition analysis over the next 
6 months of the project. 

12 WHO/NID 2005/6 population estimates

13  Lot Quality Assurance and Sampling methodology; using 33 clusters 
 by 6 children 
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food and thus food consumption patterns. High morbidity rates 
were reported among the assessed population, with 30.3% of 
the assessed children reportedly suffering from one or more 
communicable diseases in the two weeks prior to the study.  
The incidences of reported diarrhoea, ARI, suspected malaria/
febrile illness were 21.7%, 8.0% and 0.3%, respectively. 

The reported suspected measles cases were at 4.3%. Morbidity 
and malnutrition have been strongly associated in previous 
studies conducted in the area. Subsequently, given the high 
morbidity rate and the Serious nutrition situation depicted in 
the area, although the association was not significant in this 
study, likely due to the small sample size, as a risk factor for 
malnutrition, the high morbidity cannot be ignored. Adequate 
water, sanitation and health facilities remain a challenge 
for the IDP population. Of the assessed population, 67.1% 
were able to access safe drinking water. Sixty eight percent 
of the households reported that their water was treated at the 
source, with chlorination (68.3%) being the main method 
of treating water at the source. A positive observation was 
the high proportion (90.7%) of households that had access 
to sanitation facilities, with 90.7% using pit latrines. The 
remaining proportion however, reportedly disposed of human 
waste in the open field/bush, increasing the risk of food and 
water contamination that leads to diarrhoeal diseases. Previous 
studies in the area have revealed a direct relationship between 
diarrhoea and acute malnutrition. 

The proportion of children reported to have suffered from 
diarrhoea in the two weeks prior to the assessment was 
high at 21.7%. Although a large proportion of the assessed 
households reportedly had access to a health facility, 17.4% 
did not have access.  A greater proportion of the children 
who reportedly fell ill sought health assistance from private 
and public health facilities; however the remaining 12.1% of 
the children did not seek any assistance. Prolonged disease 
episodes are a risk factor to acute and chronic malnutrition 
due to the enhanced nutritional needs yet reduced appetite 
experienced. The immunization status of the children was 
below the recommended standards (Sphere 2004) of 95%, 
with the proportion of children who had received vitamin A 
supplementation and measles and polio vaccination at 61.2%, 
69.3%, and 89.0% respectively. 

In conclusion, the nutrition situation in Hargeisa IDPs remains 
Serious and stable, with no improvement from the previous 
assessment conducted.  The key underlying factors affecting 
the nutritional status of the children are morbidity, poor child 
feeding and care practices.  Sanitation and health are critical 
factors demanding to be addressed among the IDP population 
due to their direct influence on morbidity and malnutrition. 
The food security situation of the IDPs is further deteriorating 
due to limited employment opportunities, compelling the 
households to largely depend on cash gifts.  

In April ’09, income declined by 15-20% when compared to 
April ’08, thus forcing children from schooling and significantly 
reducing food purchases. Food gifts have also declined due to 
increased levels of destitutions and cereal price increase.  It is 
therefore imperative to immediately undertake and continue 
on going interventions to rehabilitate acutely malnourished 

  Burao IDPs Nutrition Assessment Findings

Burao Town in Togdheer Region, Somaliland is host to Somali 
returnees who had fled mainly to Ethiopia at the height of 
the civil war in 1988, but returned between 1991 and 2004 
mainly through the UNHCR repatriation programme. The 
returnees have settled in four14 different areas within the 
town. In addition, internally displaced people (IDPs) fleeing 
the conflict from southern Somalia have also settled in four15 
IDP camps in town, while others have integrated with the host 
community. The returnees and IDP populations, who mainly 
rely on casual labour for their livelihood, are faced with 
numerous challenges including reduced labour opportunities, 
poor sanitation and shelter all of which predispose them to 
risks of morbidity and malnutrition. 

The most recent exhaustive nutrition assessment conducted in 
these settlements in December 2008, reported a global acute 
malnutrition (GAM <-2 or oedema) rate of 15% based on the 
NCHS reference16, which is at the emergency threshold for 
acute malnutrition.   Due to the high level of vulnerability 
of the population and the need for continued monitoring, an 
exhaustive  nutrition assessment was conducted in April 2009 
by FSNAU and partners.

Survey results based on the WHOGS report a GAM rate 
of 20.8% and a SAM rate of 4.9%, including two cases of 
oedema.  This indicates a Very Critical nutrition situation and 
deterioration from the Critical phase in the December 2008 
survey, where, based on the WHOGS, a GAM rate of 16.1% 
and SAM rate of 3.6% were reported. In addition, 5.8% of the 
assessed women of reproductive age were acutely malnourished 
including 25% of the pregnant women and 2.1% of the non 
pregnant women. The Crude and Under Five mortality rates 
reported for the population were 0.29 (0.14 – 0.59) and 0.55 
(0.19 – 1.16) respectively and are below the alert thresholds of 
1/10,000 and 2/10,000 population/day, respectively (Table 4).

Length measurement, Burao IDP Assessment, FSNAU, April 2009

children, improve accessibility to health services, promote 
sanitation and hygienic practices and intensify nutrition and 
health education in the region, given these steps would assist 
in improving the current nutrition situation.

14 Kowsaar, Adan, Saleebaan and Yarowe 
15 15th May and Oktoobar villages 
16 Based on WHO GS, the GAM and SAM are 16.1 % and 3.6% 
 respectively
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High morbidity rates were evident among the assessed 
population, with about 30% of the assessed children reportedly 
suffering from one or more communicable diseases in the two 
weeks prior to the study. Diarrhoea was the most prevalent 
illness at 21.1%, followed by ARI at 12.8%, febrile illness 
at 3.0%, while suspected measles was the lowest with five 
(1.2%) suspected cases reported. An equally high level of 
morbidity was recorded among the assessed adult women with 
45.7% of them reportedly ill in the last two weeks prior to the 
assessment. The most common illnesses reported among the 
women were joint pains, urinary tract infection and anaemia. 

table 4. Summary of Burao iDP Nutrition Assessment Findings, April 
2009

Indicator N %

Total number of households assessed for children 280 100.0

Total number of children assessed 431 100.0

Child Malnutrition

Global Acute Malnutrition (WHO 2006) 88 20.5

Severe Acute Malnutrition (WHO 2006) 21 4.9

Oedema 2 0.5

Global Acute Malnutrition (NCHS) 81 18.8

Severe Acute Malnutrition (NCHS) 13 3.0
Global Acute Malnutrition (WHM<80% or oedema - NCHS) 50 11.6
Global Acute Malnutrition by MUAC (<12.5 cm or oedema) 42 9.7

Severe Acute Malnutrition by MUAC (<11.0 cm or oedema) 5 1.2

Proportion of children Stunted (HAZ<-2), (WHO 2006) 88 20.5

Proportion of children Underweight (WAZ<-2), (WHO 2006) 101 23.4

Child Morbidity

Children reported ill in the previous 2 weeks 128 29.7

Children reported with diarrhoea in 2 weeks prior to 
assessment 91 21.1

Children reported with ARI within two weeks prior to 
assessment 55 12.8

Children reported with febrile illness in 2 weeks prior to 
assessment 13 3.0

Children reported with suspected measles within one month 
prior to assessment 5 1.2

Immunization Status

Children (9-59 months) immunised against measles 317 73.5

Children who have ever received polio vaccine 393 91.2

Children reported to have received vitamin A 
supplementation in last 6 months 258 59.9

Women Health and Nutrition

Total women acutely malnourished (N=291) 17 5.8
Pregnant women acutely malnourished ( MUAC<23.0 cm) 
N=48 12 25.0

Non	pregnant	women	acutely	malnourished	(MUAC≤18.5	
cm)  N=243 5 2.1

Women who ever received tetanus immunization 166 57.0

Women reportedly ill in the last 14 days prior to 
assessment 133 45.7

Household Access to Essential Indicators
Proportion of households who reported to have consumed 
≤3	food	groups 103 36.8

Access to safe/protected drinking water 178 63.6
Access to sanitation facilities 154 55.0
Access to a health facility 233 83.2
Mortality
Under	five	Mortality	Rate	(U5MR)	as	deaths/10,000/	day*	 0.55 (0.19–1.60)
Crude Mortality Rate (CMR) as deaths/10,000/ day 0.29 (0.14-0.59)

The recorded immunization status (by recall), fell below the 
recommended Sphere standard coverage of 95% with 73.5%, 
91.21% and 59.9% of the assessed children reported to have 
ever received measles vaccination, polio immunization and 
vitamin A supplementation respectively. In addition, a total of 
57% of the assessed women of reproductive age were reported 
to have received tetanus vaccination. Access to safe water, 
sanitation facilities such as latrines and health services remain 
a challenge among the IDP and returnees’ population. Among 
the assessed households, 63.6% reportedly accessed drinking 
water from protected sources, 83.2% had access to health 
facilities while only 55% had access to sanitation facilities. 

Child feeding practices remain poor among the assessed 
population, with only 47.8% of the children aged between 6-24 
months reportedly breastfeeding at the time of the assessment, 
contrary to the recommendation for continued breastfeeding up 
to the age of 24 months and beyond. In addition, the majority 
(78%) of the non breastfed children, who are expected to be 
fed for at least four times in a day, were fed only three times 
in a day. Children over the age of 6 months who are not well 
fed with both breast milk and solid or semi-solid foods are 
deprived of the quality and quantity of nutrients necessary 
for good nutrition and development.  This predisposes such 
children to acute malnutrition and morbidity. 

At the household level, 36.8% of the assessed households 
consumed poorly diversified diets comprising of three or 
fewer food groups indicating a Critical dietary diversity 
according to the FSNAU categorization table17.  The main 
food groups consumed by over 90% of the households were 
cereals, sugar and oil. Qualitative data collected at the time of 
the assessment indicates that the high cost of food prices in 
the markets and diminishing labour opportunities are having a 
negative impact on the household purchasing power for both 
food and non food items. This may explain the poor dietary 
diversity recorded in the assessment.

Overall, the nutrition situation in Burao IDPs and returnees 
population has deteriorated from Critical in December 2008 to 
the current Very Critical.  The key underlying factors affecting 
the nutritional status of the children are morbidity, poor child 
feeding and care practices. The critical dietary diversity also 
contributes to the poor situation evidenced in the study. Poor 
access to sanitation facilities and safe water recorded in the 
assessment is a risk factor to water borne diseases, which can 
directly affect the nutrition and health status of the population. 
This calls for measures to improve child feeding, care 
practices and dietary diversity with direct assistance to access 
diversified diets, as well as indirect means such as economic 
empowerment so as to improve the purchasing power. Equally 
important is the enhanced access to safe water, sanitation 
facilities and health services which is crucial in preventing 
common illnesses in the population. High malnutrition levels 
among the pregnant women are also of great concern and need 
immediate and sustained nutrition interventions so as to meet 
increased nutrients needs arising from pregnancy.

17 See Nutrition Categorisation Table on www.fsnau.org
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A household interview in Burao IDP Camp, FSNAU April 2009 

Child feeding practices remain poor, with only 59.2% of 
children aged between 6-24 months breastfeeding at the 
time of the assessment. Feeding patterns for foods other than 
breastmilk also remains poor. It is recommended that children 
aged between 6-9 months should be breastfeeding and consume 
3 meals a day. For this age group, it was found that 44.4% of the 
children were feeding on 3 meals a day. Children aged between 
9-12 months, in addition to breastfeeding, should be fed 4 times 
a day, yet only 18.2% of the assessed children in this range 
were as recommended, with the majority (36.4% and 27.3%) 
being fed twice or thrice per day respectively. Above the age 
of 12 months, the recommended feeding practice is 5 times 
a day, yet only 1.0% received this required amount, with the 
majority (54.1%) feeding only 3 times per day.  These results 
may indicate poor energy, macronutrient and micronutrient 
intake, predisposing the children to malnutrition at this early 
stage in life.

  Berbera IDP Nutrition Assessment Findings   
   
Berbera Town, located in Berbera District of Sahil region, 
serves as the main port of entry into and out of Somaliland. 
Imports through this port include both non-food items (such 
as clothes, soaps, fuel, equipment) and food items (mainly 
rice, wheat flour, cooking oil, sugar, milk powder and pasta) 
while the main export constitutes of livestock to the Gulf 
States. The residents of Berbera Town depend on Berbera 
port related activities as the main source of livelihood. Small 
scale trading and other related port activities are, therefore, by 
far the main sources of income. Berbera continues to attract 
a large number of populations, not only from the region, but 
also from different parts of Somaliland largely in search of 
employment opportunities at the port. 

The last comprehensive nutrition assessment conducted in 
the Berbera IDP population was in September 2007, when a 
GAM rate of 15.3% and a SAM rate of 4.4% were reported, 
indicating a Critical nutrition situation based on WHO growth 
standards (2006). On-going humanitarian interventions to avert 
the situation include humanitarian food assistance, selective 
feeding and an establishment of a health facility.  A rapid 
assessment conducted in July 2008 indicated a Very Critical 
nutrition situation, therefore deterioration in the nutrition 
situation, prompting the need for the further investigation. 

In April 2009, an exhaustive survey was conducted among 
the Berbera IDPs, with a total of 520 children from 316 
households assessed.  Using the WHO 2006 Growth Standards, 
the results indicate a sustained Critical situation with a global 
acute malnutrition (GAM weight-for-height <-2 z-scores or 
oedema) rate of 18.3% and a severe acute malnutrition rate 
(SAM weight-for-height <-3 z-scores or oedema) of 3.3%. 
No cases of oedema were reported. The 90 days retrospective 
Crude and under five year mortality rates were 0.58 (0.33-
1.02) and 0.99 (0.42-2.29) respectively, both being below the 
respective alert threshold levels of 1/10,000/day and 2/10,000/
day according to WHO classification, though still higher than 
desired (Table 5).

table 5: Summary of Berbera iDPs Nutrition Assessment Findings, April 2009
indicator N %
Total number of households surveyed 316 100
Total number of children assessed 520 100
Child Malnutrition
Global Acute Malnutrition (WHO Anthro 2006) 95 18.3
Severe Acute Malnutrition (WHO Anthro 2006) 17 3.3
Global Acute Malnutrition (NCHS) 93 17.9
Severe Acute Malnutrition (NCHS) 9 1.7
Global Acute Malnutrition (WHM<80% or 
oedema - NCHS) 64 12.3
Severe Acute Malnutrition (WHM<70% or 
oedema - NCHS) 2 0.4
Global Acute Malnutrition by MUAC (<12.5 cm 
or oedema) 68 13.1
Severe Acute Malnutrition by MUAC (<11.0 cm 
or oedema) 5 1.0
Number of Children Stunted (HAZ<-2) 
(WHO Anthro 2006) 189 36.3
Number of Children Underweight (WAZ<-2) 
(WHO Anthro 2006) 169 32.5

Child Morbidity

Children reported ill in the previous 2 weeks 219 42.1
Children reported with diarrhoea  in the 2 weeks prior to 
assessment 132 25.4

Children reported with ARI 2 weeks prior to assessment 151 29.0
Children with febrile illness 2 weeks prior to assessment 20 3.8
Suspected measles within one month prior to assessment 19 3.7
Immunization Status

Children immunised against measles (6-9 months) 402 83.6
Children immunized against measles (9-59 months) 19 48.7
Children received polio vaccine 477 91.7
Children received vitamin A supplementation in last 6 
months 432 83.1

Women Health and Nutrition
Total women who are malnourished 10 3.2
Pregnant women acutely malnourished (MUAC <23.0cm) 9 14.8
Non-pregnant	 women	 acutely	 malnourished	 (MUAC	 ≤	
18.5cm) 1 0.4

Women who received tetanus immunisation 235 72.8
Household Access to Essential Indicators
Proportion of households who reported to have consumed 
≤3	food	groups	 125 40.3

Access to safe/protected drinking water 211 96.3
Access to sanitation facilities 192 61.7
Access to a health facility 300 96.5
Mortality
Under	five	Mortality	Rate	(U5MR)	as	deaths/10,000/	day 0.99 0.42-2.29

Crude Mortality Rate (CMR) as deaths/10,000/ day 0.58 0.33-1.02
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CAPACIty BUIlDINg IN ASSESSMENtS IN 
EMErgENCIES At tHE UNIvErSIty OF NAIrOBI  

Given the high demand for Public Health Nutritionists in the 
Horn and East Africa region and based on positive previous 
experiences, FSNAU identified the need for provision of 
capacity building in assessments and analysis in emergencies 
to future nutrition professionals. Following consultations 
with the Head of the Applied Nutrition Programme from the 
University of Nairobi (UoN), Dr. Alice Mwaingi, an agreement 
was made to provide a module on Nutrition Assessments in 
Emergencies to the post graduate nutrition students. 

This module consisted of two half day sessions per week over 
a six week period, from April 10th to May 6th   2009 at the UoN 
with the sessions facilitated by the FSNAU nutrition team and 
GIS expert.  A total of 15 students from the 1st and 2nd year 
classes participated.  The training covered different methods 
of nutrition surveillance including nutrition surveys, rapid and 
urban assessments and alternative sampling methodologies 
for surveys. Aspects emphasized included planning for 
assessments, taking accurate anthropometric measurements 
and age determination, all in line with the recommended 
SMART guidelines. Different methodologies were used 
during the training comprising of: power point presentations, 
demonstrations, plenary discussions, questions and answers 
sessions and practical field activities. The students were also 
taken through data management and analysis using the latest 

Maternal nutritional status was acceptable, with a total of 3.2% 
of the women acutely malnourished, the majority of whom 
were pregnant. Malnourished pregnant women (14.8%) are at 
risk of giving birth to low birth weight babies and is therefore 
an important consideration when considering nutritional 
vulnerability in the population. A large proportion of women 
had received tetanus vaccination (72.8%). Household dietary 
diversity is also poor, with 40.3% of households consuming 
less than four food groups in a day. The main food groups 
consumed were cereals (99.7%), sugar (92.1%), oil (88.6%) 
and milk (59.2%) with the remaining food groups poorly 
consumed, despite being the main source of micronutrients. 
Out of the assessed households, 50.5% consumed three meals 
a day and 49.5% consumed one or two meals a day. Qualitative 
data collected indicates that high inflation and a limited source 
of income was having an impact on household purchasing and 
food consumption patterns. 

High morbidity rates were reported among Berbera IDPs, 
with 42.1% of children reportedly suffering from one or more 
communicable diseases in the two weeks prior to the study. 
The incidences of reported diarrhoea, ARI, suspected measles 
and suspected malaria/febrile illnesses were 25.4%, 29.0%, 
3.7% and 3.8% respectively. Suspected illness in the last two 
weeks, and especially ARI and diarrhoea, showed a strong 
correlation with acute malnutrition, with children reportedly ill 
with diarrhoea or ARI more likely to be acutely malnourished 
than those who were not ill (p<0.05). Given the symbiotic 
relationship between disease and acute malnutrition, in order 
to make an impact on one, the other requires intervention. 

A high proportion of households had access to a health 
care facility (96.5%) with 89.3% actually using the health 
facilities, with the main reason for not using it being cost. 
This was manifested by a large proportion of children who 
were ill seeking health care, with the majority (49.8%) 
seeking assistance from public health facilities and 18.4% 
obtaining their assistance from private health facilities. 
However, the 3.9% who sought no assistance and the 5.6% 
who obtained their own medication continue to remain at risk. 
The immunisation status of the children was high, yet still 
below the recommended standards (Sphere 2004), with the 
proportion of children who had reportedly received vitamin A 
supplementation, measles (9-59 months) and polio vaccination 
at 83.1%, 83.6% and 91.7% respectively.

Adequate water and sanitation access are other crucial factors 
for the nutrition wellbeing of the IDP population. About 96.3% 
reported that they had access to safe drinking water and 85.7% 
reporting that their water was treated at the source; these 
results indicated an improvement in the water facilities for the 
IDPs since the last assessment in 2007, which indicated that 
90.7% had access to safe drinking water. However, despite the 
improvement in water access, access to sanitation facilities was 
less favourable at 61.7%, the majority of whom use a traditional 
pit latrine with 25.0% using open field/bush. Poor sanitation 
facilities is directly linked to disease, especially diarrhoea, and 
continued efforts must be made to ensure safe, adequate and 
clean access to health, water and sanitation facilities for the 
IDPs.

In conclusion, the nutrition situation in the Berbera IDPs 
remains Critical, with no improvement noted from previous 
assessments. The key underlying factors affecting the 
nutritional situation of the children are the high morbidity 
rates as well as the poor infant and young child feeding 
practices observed. Adequate sanitation access remains a 
critical factor which has to be addressed among the IDPs 
alongside livelihood diversification interventions to ensure an 
adequate standard of life. It is important to continue on-going 
interventions to rehabilitate acutely malnourished children 
as well as addressing the long-term underlying factors of 
malnutrition by improving accessibility to health services, 
sanitation and safe water while promoting good hygienic and 
infant and young child feeding practices. 

Women and children, Burao IDP Camp, FSNAU, April 2009
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version of ENA-Epi-Info, and GIS software including sessions 
on developing data entry templates, data entry, cleaning and 
analysis, sessions that the students have highlighted they found 
particularly useful. Following a very successful experience, 
FSNAU intends to expand this initiative with other post 
graduate institutions of nutrition in Nairobi and Somalia in 
the coming months. 

The first visit gathers the information on the current feeding • 
practices and the reasons these are utilised.
A week later a second visit is undertaken, where mothers/• 
caregivers are given a choice of recommendations to act upon 
and questioned about their particular choice. Mothers choose 
2-3 recommendations, which they then test in the following 
2 weeks, 
The third visit is then conducted to review what has actually • 
happened and whether the recommendation has or has not 
worked.  In this way, the proposed recommendations are 
tested in a real environment and information is gathered on 
their acceptability to that community. The reaction of the 
community, and the acceptability of certain recommendations, 
can then be used for programme planning and for promoting 
locally tried, tested and acceptable solutions.   Lessons are 
also learnt on why some recommendations do not work in the 
community.

These activities are being undertaken by FAO Somalia, together 
with three local NGOs – two of which are based in Gedo (SADO 
and ASEP) and one based in Hiran (Geelo) – targeting 1,000 
households in Hiran Riverine and 4,000 in Gedo Riverine.  Gedo 
and Hiran Riverine have been chosen to pilot this approach in 
Somalia by FAO Somalia following specific IYCF vulnerabilities 
of the Riverine community identified in the national KAP study. 
Training for the interviewers was held in Mandera, Kenya, in early 
April, covering basic nutrition information with participatory 
and counselling methods. These interviewers then refined their 
counselling skills in a local IDP community in Mandera. The 
first home visits commenced early May, with the three home 
visits expected to conclude in early June. After the completion 
of the home visits, the acceptable recommended practices will 
be developed into nutrition education sessions, targeting the 
communities and will be undertaken with the participating 
mothers providing feedback and input to the community on 
their experience. An evaluation of the programme will then be 
conducted and if successful, plans are underway to scale up in 
other parts of Somalia. More information on the programme is 
available from FAO Somalia. 

PIlOtINg tHE trIAlS OF IMPrOvED 
PrACtICES (tIPs), IN SOMAlIA 

As part of a World Bank funded initiative implemented by FAO 
Somalia, the Trials of Improved Practices (TIPs) methodology is 
being piloted in two livelihood zones of Somalia – Gedo Riverine 
and Hiran Riverine.  The TIPs methodology is applied to develop 
appropriate strategies for behavioural change related to infant 
and young child feeding (IYCF) using locally accepted inputs. 
This approach is part of an integrated package to address some 
of the driving factors to the high burden of acute malnutrition 
in South Central Somalia. Vegetable seed distribution targeting 
improved dietary diversity practices, and nutrition education 
using the piloted nutrition cluster IEC materials on hygiene, 
sanitation and care practices will also be implemented alongside 
the TIPs method to enhance the impact. The TIPS method aims 
to identify and implement the most acceptable practices in the 
region in improving infant and young child feeding behaviours. 

The objective of the TIPs method is to test mothers’ response to 
recommendations for improving infant and child feeding practices 
and to determine which are the most feasible and acceptable 
solutions to the problems identified in the recent national FSAU 
Knowledge, Attitudes and Practices (KAP) study on infant and 
young child feeding. Furthermore it investigates the constraints 
on mothers’ willingness to change feeding patterns and their 
motivations for trying and sustaining new practices. The method 
involves discussion with the mothers and caregivers in moving 
towards recommended infant and young child feeding practices 
over three household visits. Participants in the TIPs training, FAO Mandera, 

April 2009

FSNAU’s Mohamed Asser presenting situation update, 
January 2009
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Physical Address: United Nations Somalia, Ngecha Road Campus. Postal address: PO Box 1230, Village Market, Nairobi, Kenya
Telephone: +254-20-4000000.  Fax: +254 20 3740598 General email: info@fsnau.org

Comments and information related to nutrition: grainne.moloney@fsau.or.ke, Website: http://www.fsnau.org
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GAM

18.0% 16.0%

7.0% 8.0%
6.0% 6.0%

34.5% 34.0%12.0% 11.0%

7.0% 9.0%

9.0% 10.0%

SAM

2.5% 2.0%

*These numbers are derived using nutrition survey data from the
most recent surveys from 2008. Where recent surveys have not
been conducted in crisis areas, median rates have been applied.
These numbers represent 83% of the total <5years population in 
Somalia, as they do not include rural populations in the north 
west and north east regions due to lack of data. 

KEY
GAM: Estimated Percentages 
of Total Caseload of Acutely
Malnourished Children under 
5 years in Somalia by Region
SAM: Estimated Percentages
of Total Caseload of Severely 
Malnourished Children under 
5 years in Somalia by Region

Severity Scale
<10% 10-20% >20%
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Distribution of Estimated Caseloads of Acutely Malnourished Children, January 2009


