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The Nutrition Surveillance Project is managed by FAO, funded by USAID/OFDA, SIDA 
and receives support from the EC and UNICEF 

is illustrated in Figure 1. Additional information was reported from 
the Banadir Health Cluster/Outbreaks meeting held at the WHO 
sub-office in Mogadishu on March 30th, where the number of cases 
of AWD was worrying, with Medina hospital reporting 96 cases of 
AWD with three deaths from March 22-28, 2008. 

Response initiatives to mitigate the situation which were 
conducted include, case management at the hospitals and/or 
health facilities and chlorination of water in some of the affected 
villages/settlements. WHO recommends continued improved 
case management through cholera treatment centres (CTC), 
improving access to clean and safe drinking water, intensifying 
health education and community awareness, urgent restriction of 
hawking/selling of foods on the streets, and fostering ownership of 
community based interventions in the local authorities for longer 
term effects. The link between diarrhoea and acute malnutrition 
is well documented in Somalia; and as AWD outbreaks are 
endemic in Somalia during the Jilaal season, all efforts to contain 
any outbreaks are essential to prevent further deterioration in the 
nutrition situation.  
  
Studies conducted by FSAU in 2007 
The FSAU Nutrition Surveillance Project, in collaboration with 
partner agencies, undertook a series of studies in 2007. The 
overall purpose of the studies was to strengthen the quality of 
nutrition situation analysis and interpretation of findings within the 
context and thereby contribute to decision making on appropriate 
response. The studies conducted focused on the following:  

Improvement of nutrition survey data collection and analysis (i) 
methodologies. 
Analysis of aggregate nutrition survey data from 2000 to (ii) 
2007. 
Review of mortality data collected in 2007.               (iii) 
Assessment of dietary diversity based on 24 hour recall (iv) 
method.
Alternative sampling  - Lot quality assurance sampling (v) 
methodology.
Analysis of nutrition survey data using the standard NCHS (vi) 
population references and the new WHO Anthro 2006 
population standards.
Categorisation table for analysis of nutrition data.(vii) 
Malaria prevalence based on rapid diagnostic tests included (viii) 
in nutrition surveys.          
Knowledge, attitudes and practices on infant and young (ix) 
child feeding and health behaviour (KAPS).

The highlights of findings from the studies are provided in this 
update, with a special focus on the results from the malaria studies 
and the KAP study. 

GENERAL OVERVIEW

Nutrition Situation

El Berde District, Bakool Region Preliminary Findings: 
FSAU, IMC and SRCS conducted a 2 stage cluster sampling 
nutrition assessment in El Berde District, Bakool Region, in April 
2008. The results indicated a Very Critical nutrition situation with 
global acute malnutrition (GAM) levels of 24.1% (18.5-29.7) and 
severe acute malnutrition (SAM) levels of 2.8% (1.2-4.4). These 
results are very alarming and warrant immediate intervention. 
The crude and under five years mortality levels were below the 
alert cut off at 0.69 (0.01-1.39) and 1.08 (0.0-2.17), respectively.  
Previous nutrition results from El Berde highlighted a concerning 
situation, when a rapid assessment was conducted by FSAU in 
December using MUAC, this prompted the need for a more detailed 
nutrition survey. In addition, IMC had reported increasing trends in 
admissions into their feeding centres. Historically, El Berde district 
has indicated high levels of nutritional vulnerability, with median 
rates between 15-19% reported in surveys conducted from 2000 
to 2006. However , the current results do mark deterioration. The 
food security analysis from the region indicates poor pasture and 
water availability in addition to small animal’s deaths likely due to a 
combination of disease and the lack of pasture and water. This has 
resulted in reduced livestock prices and migration for the wealthier 
households to Ethiopia. However, the poor that remain are struggling 
due to all of these factors combined with the ever increasing cereal 
prices, as is illustrated by the alarming nutrition situation. 

FSAU and/or partner agencies are currently conducting a further 
six surveys, three in Gedo region and three in Central region. 
The results of these six surveys should be available by the end 
of May. The information from these surveys, plus other surveys, 
will be used to provide an updated “Estimated Nutrition Situation 
Map” in July 2008. However, given the very fluid and tense situation 
currently being experienced in most parts of South and Central 
Somalia, assessment plans continue to be disrupted, with last 
minute adjustments being made. Nevertheless, FSAU will attempt 
to complete as many of the planned surveys as possible. 

FSAU has also recently conducted a series of urban assessments 
to assess the urban poor’s ability to purchase sufficient food. The 
results of these assessments, which included nutrition information, 
will be published in the next Food Security and Nutrition Brief, due 
early May. FSAU conducted rapid nutrition assessments using 
MUAC in four of the twenty eight locations of the urban assessments. 
These locations were in Sanaag region (n=300), in Erigavo as the 
main market town and Saramayo as the rural settlement  and in Juba 
region (n=300) with Kismayo as the main market town and Sanguni 
as the rural settlement. The results  indicated stable levels of acute 
malnutrition as compared to the most recent rapid assessments in 
those same areas (December 2008). FSAU will continue to monitor 
the urban settlements on a quarterly basis. 

Acute Watery Diarrhoea (AWD) Update, (March 12th, 2008 WHO 
AWD, bulletin) 
Between February 16th and March 9th, 2008, 477 cases of AWD 
were reported from Belet Weyne including four related deaths (Case 
Fatality Rate (CFR) 0.84%).  This CFR indicates a situation under 
control. Overall, 49% of the cases (234/477) were reported from the 
MSF-CH hospital, 31% (141) from Kooshin East IMC MCH, 10% (50) 
from Buunda Weyne IMC MCH and 10% (46) from Buunda Weyne 
SRCS MCH/OPD. 88% of the cases (419/477) were less than five 
years old.  The weekly distribution of the AWD cases in Belet Weyne 

Figure 1: Distribution of AWD cases, Belet Weyne District, 
Hiran Region February 16th – March 8th, 2008FSAU

Food Security Analysis Unit - Somalia February-April 2008

Figure 1: Distribution of AWD cases, Belet Weyne District, 
Hiran Region, March 2008 (WHO)
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Updating the nutrition assessment guidelines for •	
Somalia, will be conducted in 2008 in collaboration with 
UNICEF and through the Nutrition Cluster. The guidelines 
will be updated to reflect the new recommendations from 
the SMART review process. 

 
2) Analysis of Aggregate Nutrition Survey Data from 
     2000 to 2007

In 2007 the  findings from the nutrition assessments indicated 
sustained Serious (10-14.9%)  to Critical (15-19.9%) levels of 
acute malnutrition in the southern regions, and deterioration 
from Serious to Critical levels in most of central regions (See 
January 2008 Nutrition Update).  Analysis of the aggregated 
data for all nutrition surveys conducted in 2007, indicates a 
median Global (GAM) and Severe Acute Malnutrition (SAM) 
of 15.8% and 2.7% in south central respectively. 

Similar findings were obtained in the findings for the protracted 
Internally Displaced Populations (IDPs) in the northwest and 
northeast regions, where median GAM and SAM rates of 
15.8% and 1.2% respectively, were reported (Figure 2). These 
results, indicate unacceptably high levels of global and severe 
acute malnutrition in the children 6-59months in Somalia. 
Further findings indicated consistent poor infant and child care 
practices, illness and poor access to health care and water and 
sanitation services as likely factors to the sub-optimal nutrition 
situation across the regions and livelihoods.  In the majority of 
surveys, diarrhoea correlated strongly with wasted children and 
the younger children (6-24months) were more at risk of acute 
malnutrition, than their older counterparts. Of greater concern is 
that these results are consistent with the aggregate results from 105 
nutrition surveys conducted from 2000-2007, thus highlighting 
the chronic nature of the nutrition crisis in Somalia. 

FSAU has recently undertaken a detailed review of all the 
raw data from 105 nutrition surveys conducted from 2000. 
The analysis has reviewed the trends over time, by region, 

Figure 3:  Seasonal trends of acute malnutrition for 
 the period 2001 to 2007 (n=105)
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Figure 2: Median acute malnutrition among protracted IDPs, 
North West 2007

SPECIAL FOCUS ON FSAU LED STUDIES 
ON NUTRITION IN SOMALIA IN 2007

  1) Improvement of Nutrition Survey Data Collection 
     and Analysis Methodologies. 

In 2007, FSAU and partner agencies conducted 37 representative 
nutrition assessments in Somalia, with 32 in south central 
(SC), 3 in the northwest and 2 in the northeast region (See 
January 2008 Nutrition Update).  Four additional nutrition 
surveys were conducted independently by ACF in Wajid and 
Dusamareb, and MSF-Spain in the Bossasso Protracted IDP 
camp.  A typical ‘Nutrition Assessment’ conducted by FSAU 
incorporates the following information:

Assessment of Nutritional•	  status using anthropometric 
information such as weight, height, Mid Upper Arm 
Circumference (MUAC) and oedema as well as sex and age. 
Collection of information on possible underlying factors1 
is also essential to provide a holistic picture of the situation. 
From the data collected, the acute malnutrition status of 
children aged 6-59 months is expressed using Weight for 
Height in Z scores, and the chronic and underweight levels 
established based on Height-for-Age and Weight-for-Age 
Z scores respectively. Interpretation of findings is based on 
the WHO classification of nutrition status.
The •	 sampling methodology applied, refers to the 
SMART2 guidelines and is based on the standard 30 by 30 
cluster sampling methodology or an exhaustive sampling 
where appropriate. However, from 2008, all survey 
sample sizes will be developed using the ENA calculator 
which adjusts the sample size according to the estimated 
prevalence’s, the actual population size and the desired 
level of precision. Crude and under five mortality rates are 
also sampled using the SMART methodology. 
A new additional component, •	 which has been added 
to improve the quality of the nutrition data and ensure 
transparency, is the recent inclusion of quality control 
checks on the data collected in the nutrition surveys.  
FSAU conducts plausibility checks on digit preference for 
weight/height/age, standard deviation/skewness/kurtosis 
for Weight-for-Height z (WHZ)score  index, percentage 
of flags and sex ratio, to assess the quality of the data 
collected in the nutrition surveys before publishing of 
results. (See Oct-Nov 2007 Nutrition Update).  These 
plausibility checks are a component of the Emergency 
Nutrition Assessment software of Nutrisurvey and are 
recommended by SMART.  The results from these quality 
checks have been included in the Nutrition Updates since 
November 2007 and are also reported in the final survey 
reports. 

1 This includes collecting information on  child care and feeding practices, 
water/sanitation, displacement, reported morbidity and health coverage

2 Standardised Monitoring and Assessment of Relief and Transitions – 
www.smartindicators.org 
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Figure 4: Median wasting Prevalance by Livelihood Systems for 
the period 2001 - 2007

by livelihood and by season.  In terms of the seasonal trends, 
there are two long rainy seasons in Somalia, the Gu and Deyr. 
The Gu season runs from April to June whereas Deyr is from 
October to December.  These seasons are normally associated 
with an increase in morbidity rates, especially diarrhoea. 
However, inspite of this, the analysis of the aggregated data for 
the period 2001 to 2007 did not show a significant difference 
in wasting levels across the four different seasons (see Figure 
3). This suggests that the proportion of children who suffered 
from acute malnutrition did not show significant variation 
across the season, and that acute malnutrition remains at high 
and stable levels throughout the year in many of the regions. 

Further analysis was done by livelihood group including, 
riverine, agropastoral, pastoral, urban and protracted IDP 
populations. The results indicate higher levels of nutritional 
vulnerability amongst the riverine, agropastoral and protracted 
IDP population with median rates above 15% over the past 7 
years (See Figure 4). 

When the analysis was conducted by  region, marked differences 
emerged unsurprisingly, with the highest rates being reported 
in south central regions followed by northeastern regions with 
more stable results reported in the northwest (See Figure 5). 

The final report of the analysis of the aggregate data will 
be published in the coming months. Detailed nutrition 
assessments reports are available on the FSAU website www.

fsausomali.org.  

  3) Retrospective Mortality Levels

Estimates of the crude mortality rates were derived from 
mortality surveys conducted simultaneously with the 
nutrition surveys.  The sampling of 900 households allowed 

for representative analysis of both the nutrition situation as 
well as that for crude mortality rates (CMR). Although it must 
be noted that mortality surveys do require a higher level of 
precision than nutrition surveys, given deaths are a relatively 
rare event, the sampling of 900 households allowed for a 
representative analysis. From 2008, the sampling for both 
nutrition and mortality indicators, will be updated according 
to the new recommendations from SMART, which provides 
guidance as well as software to assist in determining the 
appropriate sample sizes based on desired precision, estimated 
prevalence and population numbers. 

The thresholds of 1-2/deaths per 10,000 population per day, 
highlighting an alert situation and >2 /10,000/day highlighting 
an emergency situation (NICS, WHO, FANTA), were applied.  
Figure 6, below, illustrates the results from the 34 nutrition 
surveys conducted in 2007. For most of the surveys conducted 
in March, November and December 2007, findings for CMR 
indicated acceptable levels of 1 death/10,000/day. However, 
for the assessments conducted in April, May and June, (i.e. 
during the Gu ’07 rainy season), the CMR was mostly at Alert 
levels of 1-2 deaths/10,000/day.  The Shabelle assessments, 
conducted in both May and November, also illustrated 
elevated levels, unsurprising given the populations were faced 
with an acute crisis, involving displacement, disease outbreaks 
including acute watery diarrhoea, limited health care, lack 
of clean water, cramped living conditions, poor shelter and 
reduced access to food.  

Mortality rates therefore, are very important to assess, as they 
can highlight new emergencies, where the risk of a further 
deterioration is imminent and immediate response is needed. 
Analysis using a combination of global and severe acute 
malnutrition rates with the mortality estimates, can provide 
an overall picture of the severity of a situation, therefore can 
guide appropriate response.  

  4) Dietary Intake Based on 24 hour Recall

The assessment of the dietary diversity of households was 
included in all nutrition assessments conducted, using a slightly 
modified version of the FAO3 tool. Dietary diversity was based 
on the 24 hour recall method and assessed the number of food 
groups that a household consumed in that given time period.  The 
analysis of findings was conducted using the FAO classification 

3 FAO Guidelines for measuring dietary diversity, March 2007 - http://www.
foodsec.org/tr/nut/nut_report.pdf.

 

Figure 5: Median Prevalance of Acute Malnutrition by Region 
2001 - 2007

 

 

 

 

 

Figure 6: Crude Mortality Rates in Somalia 2007
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framework of 12 food groups4.  A diverse diet was indicated 
by consumption from four or more food groups.  Findings 
indicate that majority of households consumed a diverse diet 
of four or more food groups. Analysis of aggregate data on 
dietary diversity in 2007 (N=10953) indicates a mean of 5.3 
and median of 5.0 for the number of food groups consumed. 
Although this is above the threshold of four groups, it is on 
the lower end and therefore could potentially highlight food 
insecurity at household level.  FSAU is working closely with 
FAO headquarters to review the sensitivity of this tool as a 
measure of household food access in Somalia. Further studies 
will be conducted and reported in 2008. 

  5) Lot Quality Assurance Sampling 
      (LQAS) – Pilot Test in Somaliland

LQAS is a sampling methodology developed by the 
manufacturing industry in the 1920s and used in assessing of 
the quality of lots (or batches) of products.  LQAS is based on 
the principle that inspection of a small, representative sample 
of a lot will allow for the acceptance or rejection of the entire lot 
with high probability, should the number of defective goods in 
that sample exceed a predetermined allowable number.  By the 
1980s, LQAS was recognized as having universal applications 
and is now used worldwide to assess coverage in communities 
with programs in maternal and child health, family planning and 
HIV/AIDS. Additionally, LQAS is used to assess the quality 
of health workers performance and even disease prevalence. 
More recently the principle of LQAS has been explored to 
estimate the prevalence of Global Acute Malnutrition with 
conclusion that LQAS designs provide statistically appropriate 
alternatives to the more time-consuming 30x30 cluster survey, 
though additional field testing is necessary.  Subsequently, the 
FSAU nutrition surveillance project piloted the applicability 
of LQAS in the nutrition surveillance system in Somalia, by 
field-testing the methodology among the IDPs in Hargeisa in 
August-September 2007. (See Aug-Sep 2007 Nutrition Update 
for details).  

Overall, the 33x6 LQAS design produced more or less similar 
results (confidence limits overlapping) to the conventional 
30x30 design for both child data (malnutrition, morbidity and 
health programmes coverage) and household data (household 
dietary diversity; access to water and to sanitation facilities).  
However, the confidence intervals are wider for LQAS than for 
30x30 designs, while the standard error is higher for the LQAS 
results.  As expected the design effects were generally lower for 
LQAS design.  Because of the similarity of findings based on 
the traditional 30x30 and the LQAS sampling methodologies, 
and the less resource and time demands of the latter method, 
LQAS could be adopted in the nutrition surveillance system 
for Somalia, especially for populated areas such as urban 
centres and areas with restricted access.  However, more field 
tests are required to assess its application in rural areas and 
are therefore planned for 2008. The results of the 2008 studies 
will be reported in future Nutrition Updates. 

6)  Analysis of Nutrition Data Comparing the New WHO 
      Anthro 2006 Standards and the NCHS 1978 
      Population References

The National Centre for Health Statistics (NCHS) population 
references from 1978 have been the main dataset for which 
nutrition surveys results are compared to and reported against. 
However, following a comprehensive review of the uses 
and interpretation of these references conducted by WHO 
in the early 90’s, the need for new population standards was 
recognised. This was considered given several concerns with 
this dataset, including the fact that the sampled children were 
predominantly white and breastfed. Consequently, WHO 
conducted a multi-country study, collecting primary growth 
data and related information on 8,440 healthy breastfed infants 
and young children from diverse ethnic and cultural settings. 
The six participating countries were USA, India, Norway, 
Oman, Ghana, and Brazil. This study demonstrated similarity 
in growth patterns of children across the world’s regions.

The FSAU nutrition project conducted preliminary 
comparative analysis of data sets from the 37 nutrition 
assessments conducted in 2007 using both the WHO 2006 and 
the NCHS 1978 population references.  Currently, following 
the Standing Committee on Nutrition recommendation, FSAU 
is primarily reporting the prevalence of wasting, stunting 
and underweight using the NCHS references however, also 
including the estimates based on the new WHO standards 
in all reports. The primary use of the NCHS estimates will 
continue until full guidance is provided from the SCN on the 
new standards, which is expected later this year. Findings 
indicate that, for most assessments, the prevalence rates for 
global acute malnutrition (GAM) based on weight for height 
z score (WHZ) do not show a significant difference, though 
the WHO Anthro 2006 show relatively slightly higher rates. 
However, the rates of severe acute malnutrition (SAM) have 
shown a near double relative increase with the new reference 
population standards (See Figure 7).    

These results are in line with similar analysis from other 
countries, and continue to highlight the need for discussion 
and guidance on the implementation of the new standards and 
the resulting impact on response and resource allocation. 

  7) Framework for the Analysis of the Nutrition 
      Situation in Somalia 

A framework for the analysis of the nutrition situation in Somalia 
is currently under development by the Food Security Analysis 

Figure 7: Severe Acute Malnutrition Rates based on WHO 
 Anthro 2006 and NCHS 1978 Population References

4 The 12 food groups comprise: Cereal and cereal products, Pulses and nuts, 
Oils and fats, Sugar and honey, Fruits, Vegetables, Meat/poultry/offal, Milk 
and milk products,  Eggs, Fish and sea foods, Roots and tubers, Miscel-
laneous
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HIS7 Nutrition Trends 
(Ref: HIS)  

Very low 
numbers of 

acutely 
malnourished 

children 

Low numbers of 
acutely 

malnourished for 
area and stable 

(seasonally 
adjusted) 

Low numbers of 
acutely 

malnourished 
children from 

previous months 
but increasing in >2
rounds (seasonally 

adjusted) 

High levels and stable 
numbers of acutely 

malnourished 
children’s (seasonally 

adjusted) 

High with significant  
increasing  numbers 

in  >2 rounds of 
acutely malnourished 

children from 
screening 

Sentinel8 Site Trends
levels of children 
identified as acutely 
malnourished (WHZ), 
Ref: FSAU SSS 

Very low and 
stable levels 

Low levels and one 
round indicating 
increase 
(seasonally 
adjusted)  

Increasing levels 
based on  two 
rounds (seasonally 
adjusted)  

High levels of 
malnourished children 
and stable (seasonally 
adjusted)  

Increasing levels with 
increasing trend  

 

B. Biochemical Indicators 

Reference Indicators Acceptable Alert Serious Critical Very Critical

 Vitamin A9 <2% >/=2 to 
</=10% 

>10 to <20% >/=20% 

Iron Deficiency 
Anaemia10

</=4.9% 5.0-19.9% 20.0-39.9% >40% 

Iodine11 (Median 
urinary iodine 
concentration in school 
age children mm/lt)  

100-199 50-99 20-49 <20 

C. Risk / Underlying Factors   

Reference Indicators Acceptable Alert Serious Critical Very Critical

Poor dietary 
diversity12 for  
population  
(<4 food groups)  

<5% 5 to<10% 10 to <25% 25 to <50% >50% 

Disease Outbreaks13:
(seasonally adjusted) 
Frequency of reported 
outbreaks of AWD &, 
malaria and measles,  

Normal levels, 
seasonally 
adjusted, 

Review data in 
relevant 
context 

AWD 1 case 

Measles 1 case 

Malaria – 
doubling of cases

in a 2 week 
period in hyper 

endemic areas in
the South – 
using RDT’s 

Outbreak not contained  and/or in non endemic area – limited access to 
treatment: 

CFR for AWD >2% rural 
CFR for AWD >1% urban 

AWD – duration exceed >6 wks 

Food Security14

Situation  - current IPC 
status 

Generally Food
Secure 

Generally Food 
Insecure 

Acute Food and 
Livelihoods Crisis 

Humanitarian 
Emergency 

Famine/ Humanitarian 
Catastrophe 

Meal Frequency15 in 
addition to 
breastfeeding 
i). 6-8 months old16

ii). 9 months old & 
above

>25% 

2-3 
3-4 

20-25% 

<2 
<3 

5-19.9% <5% <20% 

7 Health Information System, data source – health facilities 
8 Data source, over 120 sentinel sites in different livelihoods in South Central Somalia 
9 WHO, 1996, Indicators for assessing Vitamin A deficiency and their application in monitoring and evaluating intervention programmes 
10 WHO, 2001  
11 WHO, 2001 
12 Data source, nutrition surveys, dietary studies and sentinel sites 
13 Data source, nutrition surveys, Health Information System, Sentinel sites, feeding centres, rapid assessments 
14 Data source, FSAU food security analysis 
15 Data source, nutrition surveys and dietary studies 
16 FANTA, 2003. Generating indicators of appropriate feeding of children 6 through 23 months from the KPC 2000+ 
WHO, 2003. Infant and Young child feeding. A tool for assessing national practices, policies and programmes 
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        Framework for Estimating the Nutrition Situation

 DRAFT 6 
Background of Tool
This framework was developed by the United Nations Food and Agricultural Organization Food Security Analysis 
Unit, Somalia through a consultative process in collaboration with Somalia and regional based nutrition and 
health experts from a range of UN and NGO agencies:  UNICEF, WHO, WFP, Concern Worldwide, IMC, ACF to 
enhance integrated analysis of nutrition information in Somalia.   
This came out of an identified need for a type of tool to describe the nutrition situation creating a contextual 
analysis rather than focus on prevalence estimates and thresholds which is traditionally the case in nutrition 
analysis.  
This tool has been used in the FSAU Post Gu ’07 assessment and formed the basis of the Estimated Nutrition 
Situation Map.  (see below for examples of presentation of data and the resulting map).
This remains a working document and will be updated and refined as new research become available.  

A. Core/Anthropometry Related Information 
Reference Indicators Acceptable Alert Serious Critical Very Critical

Global Acute 
Malnutrition1

(WHO Reference) 

<5% 5 to <10% usual 
range and stable 

10 to<15% 
or where there has 
been a significant 

increase from 
seasonally adjusted
previous surveys) 

15 to<20% 
(or where there has 
been a significant 

increase from 
seasonally adjusted 
previous surveys) 

>/=20% or 
(Or where there has a

significant increase 
from seasonally 

adjusted previous 
surveys) 

SAM2 (WHZ) 
(WHO to advice on 
thresholds)

Oedema – proportion of 
cases, trends in 
numbers 

<0.5% 0.5 to <3% 3 to <4% 4 to <5% 
(or where there has 
been a significant 

increase from 
seasonally adjusted 
previous surveys) 

>/=5% 
(Or where there has a

larger significant 
increase from 

seasonally adjusted 
previous surveys) 

CMR3/10,000/day   <0.5/10,000/day 0.5 to 
<1/10,000/day 

1 to <2 
/10,000/day 

Include information 
as to the main 

causes and likely 
progression 

2 – </=5/10,000/day 
Include information as 

to the main causes 
and likely progression 

>5/10,000/day 
Include information 

as to the main causes 
and likely progression 

Under five years 
mortality rates 

<1/10,000/day 1-1.99/10,000/day 2-3.9/10,000/day 4 to <10/10,000/day >/=10/10,000/day 

MUAC4 Rapid 
Assessment 
(% <12.5cm)  
Ref: FSAU Estimates 5To
be confirmed

<5% <5% with increase 
from seasonally 

adjusted previous 
rapid assessments 

5-9.9% 10-14.9% 
or where there has 
been a significant 

increase from 
seasonally adjusted 
rapid assessments 

>15% 
Or where there has a 
significant increase 

from seasonally 
adjusted rapid 
assessments 

Adult MUAC  - 
Pregnant and 
Lactating women 
 (% <23.0cm, Sphere 
2004)   

TBC – based on historical analysis from nutrition surveys conducted in Somalia – ongoing in FSAU 

Chronic malnutrition/
stunting6 (HAZ)  

<10% 10 to <20% 20 to <40% >40% 

1 Global Acute Malnutrition (weight for height <-2 Z score/oedema), WHO, 1995 
2 Severe Acute Malnutrition (weight for height <-3 Z score/oedema), WHO, 1995, ENCE guidelines  
3 Crude Mortality Rate, Refs: i). Sphere 2004; ii). Emergency Field Handbook (A guide for UNICEF staff, pg 139) July 2005 
4 Mid Upper Arm Circumference, data source – rapid assessments, based on children 6-59 months 
5 Follow up with S. Collins study/ Mike Golden/ Mark Myatt and on-going studies 
6 WHO, 1995 
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B. Biochemical Indicators 

Reference Indicators Acceptable Alert Serious Critical Very Critical

 Vitamin A9 <2% >/=2 to 
</=10% 

>10 to <20% >/=20% 

Iron Deficiency 
Anaemia10

</=4.9% 5.0-19.9% 20.0-39.9% >40% 

Iodine11 (Median 
urinary iodine 
concentration in school 
age children mm/lt)  

100-199 50-99 20-49 <20 

C. Risk / Underlying Factors   

Reference Indicators Acceptable Alert Serious Critical Very Critical

Poor dietary 
diversity12 for  
population  
(<4 food groups)  

<5% 5 to<10% 10 to <25% 25 to <50% >50% 

Disease Outbreaks13:
(seasonally adjusted) 
Frequency of reported 
outbreaks of AWD &, 
malaria and measles,  

Normal levels, 
seasonally 
adjusted, 

Review data in 
relevant 
context 

AWD 1 case 

Measles 1 case 

Malaria – 
doubling of cases

in a 2 week 
period in hyper 

endemic areas in
the South – 
using RDT’s 

Outbreak not contained  and/or in non endemic area – limited access to 
treatment: 

CFR for AWD >2% rural 
CFR for AWD >1% urban 

AWD – duration exceed >6 wks 

Food Security14

Situation  - current IPC 
status 

Generally Food
Secure 

Generally Food 
Insecure 

Acute Food and 
Livelihoods Crisis 

Humanitarian 
Emergency 

Famine/ Humanitarian 
Catastrophe 

Meal Frequency15 in 
addition to 
breastfeeding 
i). 6-8 months old16

ii). 9 months old & 
above

>25% 

2-3 
3-4 

20-25% 

<2 
<3 

5-19.9% <5% <20% 

7 Health Information System, data source – health facilities 
8 Data source, over 120 sentinel sites in different livelihoods in South Central Somalia 
9 WHO, 1996, Indicators for assessing Vitamin A deficiency and their application in monitoring and evaluating intervention programmes 
10 WHO, 2001  
11 WHO, 2001 
12 Data source, nutrition surveys, dietary studies and sentinel sites 
13 Data source, nutrition surveys, Health Information System, Sentinel sites, feeding centres, rapid assessments 
14 Data source, FSAU food security analysis 
15 Data source, nutrition surveys and dietary studies 
16 FANTA, 2003. Generating indicators of appropriate feeding of children 6 through 23 months from the KPC 2000+ 
WHO, 2003. Infant and Young child feeding. A tool for assessing national practices, policies and programmes 

Unit, Somalia through a consultative process in collaboration 
with Somalia and regional based nutrition and health experts 
from a range of UN and NGO agencies:  UNICEF, WHO, 
WFP, Concern Worldwide, IMC, ACF, to enhance integrated 
analysis of nutrition information in Somalia.  This came out of 
an identified need for a tool to describe the nutrition situation 
creating a contextual analysis, rather than focus on prevalence 
estimates and thresholds, as is often the case. This was also 
necessary given up to date prevalence estimates of acute 
malnutrition are not always available, therefore there is a need 
to use other nutritional information to provide a picture of the 
overall situation. 

The tool classifies the nutrition situation using a range of 
indicators as follows: Anthropometric indicators – acute 
malnutrition and crude mortality rates from nutrition 
assessments, Mid Upper Arm Circumference (MUAC) from 
rapid assessments, trends in levels of acutely malnourished 
children from the Health Information System (HIS), and 
sentinel sites system, presence of selective feeding centres 
and trends in admissions. Non anthropometric indicators – 
dietary diversity, meal frequency, disease and micronutrient 
deficiency prevalence, immunization coverage and food 
security situation, are also considered amongst others (see 
Table 2 and 3).  A minimum of 2 anthropometric indicators 
are required to make an analysis with the supporting non 
anthropometric indicators.  The tool is also being piloted by 
other countries in the region.
 
This tool was first used in the FSAU Post Gu ’07 and Post 
Deyr’07/08 seasonal assessments and formed the basis of the 
Estimated Nutrition Situation Maps (See Map1 and 2). The tool 
remains a working document (draft 6) and will be updated and 
refined as new research becomes available. The tool is available 
for reference on the FSAU website www.fsausomali.org for 
more information contact grainne.moloney@fsau.or.ke

FSAU Framework for Estimating the Nutrition Situation, Draft 6 Feb 2008 

2

HIS7 Nutrition Trends 
(Ref: HIS)  

Very low 
numbers of 

acutely 
malnourished 

children 

Low numbers of 
acutely 

malnourished for 
area and stable 

(seasonally 
adjusted) 

Low numbers of 
acutely 

malnourished 
children from 

previous months 
but increasing in >2
rounds (seasonally 

adjusted) 

High levels and stable 
numbers of acutely 

malnourished 
children’s (seasonally 

adjusted) 

High with significant  
increasing  numbers 

in  >2 rounds of 
acutely malnourished 

children from 
screening 

Sentinel8 Site Trends
levels of children 
identified as acutely 
malnourished (WHZ), 
Ref: FSAU SSS 

Very low and 
stable levels 

Low levels and one 
round indicating 
increase 
(seasonally 
adjusted)  

Increasing levels 
based on  two 
rounds (seasonally 
adjusted)  

High levels of 
malnourished children 
and stable (seasonally 
adjusted)  

Increasing levels with 
increasing trend  

 

B. Biochemical Indicators 

Reference Indicators Acceptable Alert Serious Critical Very Critical

 Vitamin A9 <2% >/=2 to 
</=10% 

>10 to <20% >/=20% 

Iron Deficiency 
Anaemia10

</=4.9% 5.0-19.9% 20.0-39.9% >40% 

Iodine11 (Median 
urinary iodine 
concentration in school 
age children mm/lt)  

100-199 50-99 20-49 <20 

C. Risk / Underlying Factors   

Reference Indicators Acceptable Alert Serious Critical Very Critical

Poor dietary 
diversity12 for  
population  
(<4 food groups)  

<5% 5 to<10% 10 to <25% 25 to <50% >50% 

Disease Outbreaks13:
(seasonally adjusted) 
Frequency of reported 
outbreaks of AWD &, 
malaria and measles,  

Normal levels, 
seasonally 
adjusted, 

Review data in 
relevant 
context 

AWD 1 case 

Measles 1 case 

Malaria – 
doubling of cases

in a 2 week 
period in hyper 

endemic areas in
the South – 
using RDT’s 

Outbreak not contained  and/or in non endemic area – limited access to 
treatment: 

CFR for AWD >2% rural 
CFR for AWD >1% urban 

AWD – duration exceed >6 wks 

Food Security14

Situation  - current IPC 
status 

Generally Food
Secure 

Generally Food 
Insecure 

Acute Food and 
Livelihoods Crisis 

Humanitarian 
Emergency 

Famine/ Humanitarian 
Catastrophe 

Meal Frequency15 in 
addition to 
breastfeeding 
i). 6-8 months old16

ii). 9 months old & 
above

>25% 

2-3 
3-4 

20-25% 

<2 
<3 

5-19.9% <5% <20% 

7 Health Information System, data source – health facilities 
8 Data source, over 120 sentinel sites in different livelihoods in South Central Somalia 
9 WHO, 1996, Indicators for assessing Vitamin A deficiency and their application in monitoring and evaluating intervention programmes 
10 WHO, 2001  
11 WHO, 2001 
12 Data source, nutrition surveys, dietary studies and sentinel sites 
13 Data source, nutrition surveys, Health Information System, Sentinel sites, feeding centres, rapid assessments 
14 Data source, FSAU food security analysis 
15 Data source, nutrition surveys and dietary studies 
16 FANTA, 2003. Generating indicators of appropriate feeding of children 6 through 23 months from the KPC 2000+ 
WHO, 2003. Infant and Young child feeding. A tool for assessing national practices, policies and programmes 

Table 3: Risk/Underlying Factors

Table 1: Core/Anthropometry Related Information

Table 2: Biochemical Indicators

Map 1: Estimated Nutrition Situation, July 2007

Map 2: Estimated Nutrition Situation, January 2008
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  8) Malaria Prevalence Based on Rapid Diagnostic Tests  

Malaria is endemic in more than 103 countries globally 
and is the fourth leading cause of death in children in 
developing countries after perinatal death, Acute Respiratory 
tract Infection (AR) and diarrhoea.  41% of the world’s 
population lives in areas where malaria is transmitted (Ref: 
www.cdc.gov//malaria//facts). Each year, approximately 
300-500 million malarial infections in the world lead to over 
one million deaths of which over 75% occur among African 
children aged below five years.  Malaria causes high fever and 
convulsions in children, killing one child every 30 seconds. 
Additionally, one in five childhood deaths in Africa is caused 
by malaria. Women infected with malaria during pregnancy 
are likely to give birth to anaemic, low birth weight babies or 
may even suffer a still birth.  In Somalia, and particularly in 
the south, malaria is a major cause of anaemia and mortality 
among under fives. The tragedy is that the vast majority of 
these deaths are preventable and treatable5. 

The fall of the Somalia government in 1991, left the country 
with negative effects of civil war, and without a central 
authority. In this fragile setting, several international relief 
agencies and non-governmental organizations provide support 
to national ministries of health in the delivery of preventative 
and curative services.  The Millennium Development Goal’s 
target is to halve the rising incidence of malaria by 2015. In 
2004, the Global fund for Aids, TB and Malaria (GFATM), 
awarded Somalia funds to support the new national malaria 
control strategy. With these funds, the United Nations 
Children’s Fund (UNICEF) coordinated various partners and 
the Ministries of Health to provide over 900,000 free and/or 
highly subsidised insecticide treated nets (ITNs) up to the end 
of 2006 (GFATM 2006). The global Roll Back Malaria (RBM) 
initiative aimed at halving the burden of malaria within the 
next six years. To achieve this goal, international priorities 
and resources are targeted using different information sources, 
including national economic capacities, evidence-based cost-
effective strategies and disease burdens. 

In 2007, the FSAU Nutrition surveillance project at the 
request of UNICEF and Malaria Atlas project (MAP) from 
Kenya, KEMRI - Malaria Public Health and Epiemiology 
Group, developed a strategy to conduct rapid diagnostic 
malarial tests (RDTs) for Plsmodium falciparum concurrently 
with the FSAU led nutrition assessments.  The joint nutrition 
and malarial prevalence assessments aimed at maximizing 
the linkages between the two sectors in a sustainable manner, 
while at the same time taking advantage of reduced logistical 
costs and increased technical supervision at field level by the 
FSAU nutrition team. Testing equipment and treatment was 
funded by UNICEF using contributions from the Global Fund 
for Malaria and training was provided by Merlin.

A total of 25 RDT assessments on malarial prevalence (P. 
falciparum) were conducted in Somalia in year 2007 by 
FSAU and partner agencies. The assessments were stratified 
by livelihood zone covering pastoralists, agro-pastoralists and 

riverine and also protracted IDP populations, from various 
regions of the country. In each livelihood based study, a two 
stage cluster sampling of 30x50 for malaria prevalence was 
used, while for IDP settlements, an exhaustive population 
was covered. During field work, the purpose of the survey 
was explained to the household head and request for verbal 
consent to conduct the assessment submitted at this stage. 
Sampling continued from one randomly selected household to 
the next across the cluster until approximately fifty people had 
been examined. Identified positive cases were treated on the 
spot, according to the national protocol. 

Analysis of findings indicated varied levels of malarial 
prevalence in different livelihood zone. Research papers on 
the findings are expected in 2008 and will be cited in future 
Nutrition Updates. In addition to information on malaria 
prevalence, additional questions on insecticide bed net usage 
and treatment was included.  Net use was significantly higher 
in the riverine (21.4%) populations, compared to pastoralists 
or agro-pastoralists, Overall, infection prevalence was 
significantly lower among net users at 8.1% compared to non-
net users 16.6% - however some nets are in poor condition and 
require replacement (See photo 1). The information collected 
will be used to improve understanding of malaria prevalence, 
including transmission, in Somalia, to inform appropriate 
response. FSAU plans to continue working in collaboration 
with UNICEF Global Fund for Malaria Project and the MAP 
in 2008. This very positive experience has highlighted the 
potential for nutrition surveys to incorporate other valuable 
variables to inform and guide on appropriate health care 
interventions. 

CASE STUDy 1: MALARIA MANAGEMENT

Halima, 32, is married to Ali, 43, with three children. Halima 
arrived in Kismayo five months ago, following on-going 
conflicts in Mogadishu and is hosted by a relative in a single 
room.  Although Halima is now a small trader, her income is 
meagre, hence she mainly depends on relatives support.

A month ago, Halima visited Farjano MCH for treatment for 
her 14 month old son who had a high fever.  A rapid diagnostic 
test for malaria provided positive results and the boy received 
free treatment (Artescope tablets) the first dose of which 
was taken at the facility under observation of the MCH staff.  
Halima was advised to give the second dose the second day 
and the last dose, the third day at the same time of day.  Halima 
also informed the MCH staff that she was not using mosquito 
nets to prevent malaria infection as she did not have them.  
She was therefore, issued with two free nets and advised on 
how to use them, and how to prevent mosquito bites.   She 
feeds her sick child very well and he is now recovering from 
the illness having completed the malarial treatment.

 9) Knowledge, Attitude and Practices Study on Infant 
    and Young Child Feeding and Health Seeking Behaviour

FSAU has been conducting nutrition assessments in Somalia 
for the last eight years.  These assessments have consistently 
recorded high levels of acute malnutrition and under 5 
mortality rates (U5MR) in many parts of South and Central 
Somalia. These rates remain high even in years with improved 
food production in both agriculture and livestock sectors. 
This information is not only reflected in the FSAU analysis, 
but also in the analysis 
of nutrition surveys 
conducted by other 
agencies across South 
Central Somalia since 
1980.  One of the main 
contributing factors is 
the lack of a functional 
health system to provide 
basic services such as 
immunization, growth 
monitoring, health and 
nutrition education and 
treatment of childhood 
illness. In addition, 
humanitarian agencies’ 
efforts to provide such 
services are hampered 
by recurrent insecurity. 

5 Snow RW et al. Bulletin of the World Health Organization, 1999, 77(8). 
(624-640).

 

Photo 1: Children sleep under a mosquito net, which unfortunately 
is perforated, Huddur’07
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A month ago, Halima visited Farjano MCH for treatment for 
her 14 month old son who had a high fever.  A rapid diagnostic 
test for malaria provided positive results and the boy received 
free treatment (Artescope tablets) the first dose of which 
was taken at the facility under observation of the MCH staff.  
Halima was advised to give the second dose the second day 
and the last dose, the third day at the same time of day.  Halima 
also informed the MCH staff that she was not using mosquito 
nets to prevent malaria infection as she did not have them.  
She was therefore, issued with two free nets and advised on 
how to use them, and how to prevent mosquito bites.   She 
feeds her sick child very well and he is now recovering from 
the illness having completed the malarial treatment.

 9) Knowledge, Attitude and Practices Study on Infant 
    and Young Child Feeding and Health Seeking Behaviour

FSAU has been conducting nutrition assessments in Somalia 
for the last eight years.  These assessments have consistently 
recorded high levels of acute malnutrition and under 5 
mortality rates (U5MR) in many parts of South and Central 
Somalia. These rates remain high even in years with improved 
food production in both agriculture and livestock sectors. 
This information is not only reflected in the FSAU analysis, 
but also in the analysis 
of nutrition surveys 
conducted by other 
agencies across South 
Central Somalia since 
1980.  One of the main 
contributing factors is 
the lack of a functional 
health system to provide 
basic services such as 
immunization, growth 
monitoring, health and 
nutrition education and 
treatment of childhood 
illness. In addition, 
humanitarian agencies’ 
efforts to provide such 
services are hampered 
by recurrent insecurity. 

Photo 3: A newly born child in Shabelle 
(Afgoye) IDP Camp, FSAU, Nov’07

Available data on care practices of young children also indicate 
alarming practices in breastfeeding, complementary feeding 
and treatment of childhood illness. Based on the hypothesis 
of the role of child care, feeding and health practices as a 
significant contributing factor to the chronically high rates 
of acute malnutrition,  FSAU commissioned a Knowledge 
Attitude and Practice study in September 2007 to explore 
these issues and subsequently provide recommendations for 
simple and effective responses. A summary of key findings is 
presented below.

Pre-and post-natal Care: Physiological changes occurring 
during pregnancy and lactation requires some dietary 
adjustments to meet increased demand for nutrients in these 
crucial periods. The study however, reported that in general, 
pregnant women do not have sufficient access to appropriate 
nutrition knowledge and mainly rely on social networks 
including grandmother, traditional healers and sheikhs for 
advice on child feeding and health seeking behaviour. There 
is no special diet for pregnant or lactating women but rather 
women continue on the same dietary pattern as practiced 
before pregnancy/lactation; however their food intake is 
reduced in the 3rd trimester to control the size of the baby and 
thereby ease its delivery. However, some foods are prohibited 
(though in negligible levels) which includes honey, lamb 
meat and ghee. The traditional post-natal care of 40-days after 
delivery (Umol Bah) encourages mothers to eat and breastfeed 
well in the 1st month after delivery but this good practice is 
diminishing due to the impact of war and the lack of resources 
to purchase additional food.

B r e a s t f e e d i n g : 
According to UNICEF/
WHO recommendations, 
breastfeeding should 
be initiated within the 
first hour after birth and 
continue on demand for 
the first six months of life, 
without giving any other 
food or fluid. At six months 
of age, well prepared and 
balanced complimentary 
meals should be introduced 
while continuing with 
breastfeeding up to 24 
months and beyond.   
This study however 
revealed that in Somalia, 
Knowledge Attitudes and Practices on breastfeeding are 
mainly controlled by social environment, such as through 
maternal grandmothers and other elderly women in the 
community. Though breastfeeding is acceptable to all 
mothers, initiation of breastfeeding within the first hour of 
birth is not practiced. Infants are generally introduced to 
sugary water from day one and put on the breast on the 3rd  -4th  
day after delivery deliberately to avoid the colostrums, which 
is considered heavy, thick, course, dirty, toxic, and harmful 
to children’s health. Exclusive breastfeeding for the first six 
months of life is not practiced as breast milk alone is believed 
to be inadequate for the child’s growth and development. 

Photo 2: Halima and her son, Kismayo, April 2008, FSAU.

Photo 4: A mother and child, 
FSAU Afgoye, Nov’07
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Complementary foods are therefore, introduced as early as 
the first month of life.  The agreed and acceptable duration 
of breastfeeding of 24 months based on the Koran, Surah Al-
Baqrah, Juz 2:233, is consistent with recommended standards 
of persistence of breastfeeding. However, lack of knowledge, 
inappropriate beliefs and very close birth spacing are major 
obstacles to successful breastfeeding for up to two years. 

Complementary Feeding: Overall, there is inappropriate or 
lack of knowledge on appropriate complementary feeding 
practices with an early introduction (from birth to three 
months) of complementary foods, mainly in the form of cow or 
goat milk, reported across all livelihood zones.  In households 
with difficulties in accessing milk, it is often replaced with 
tea or porridge after the third month of life. However, 
poor accessibility of milk at the household level among 
agropastoralists, riverine and urban poor populations is a 
major challenge in offering it as part of desired complementary 
meals. Lack of variety in complementary diets was also noted, 
especially among the riverine and agropastoral community, 
where children are mainly fed on cereal-based diets. Tea is 
often given to children as a snack before meals, and this does 
not only reduce stomach capacity and appetite but it also 
interferes with absorption of nutrients such as iron, leading to 
the risk of micronutrient deficiencies. Food intake prohibition 
is not commonly practiced but during illness, efforts are made 
to ensure that children have special diets for quick recovery, 
while avoiding foods which are believed to aggravate the 
illnesses, particularly animal protein based foods.

Water and Sanitation: Access to safe water for domestic use 
is of major concern, with most households relying on water 
from unprotected sources including seasonal streams and pot 
holes on the road, yet water treatment at home rarely happens 
for the majority. Cleary the role of unprotected water as the 
main cause of childhood diarrhoea and subsequent levels of 
acute malnutrition, cannot be underestimated. 

Health Seeking Behaviours: The most common diseases 
reported at community level are sanitation and water-related 
and include diarrhoea and ARI, tonsillitis, intestinal parasitic 
infestations, whooping cough, otitis-media, and skin and 
eye infections. Access to health services is limited or totally 
unavailable, especially among the rural population.  Despite 
the limited health facilities, across all livelihood zones, 
responses to illnesses tend to follow a generalized pattern of: 

Prayer Traditional home health practice Traditional 
healer Buy medicine Get Sheikh to pray Health facility. 

This clearly outlines the lack of knowledge or confidence in 
the community in more conventional health care practices and 
consequently can lead to complications of illness or death. 

Conclusion and Recommendations: The study revealed 
glaring evidences that child feeding and care practices are 
far below the acceptable standards, mainly attributed to 
poor knowledge, attitudes and practices, many of which are 
exacerbated with the collapse of the basic infrastructure. 

Therefore, fostering customs and habits that will lead to 
optimal nutrition and health, requires changes in both the micro 
and macro contexts in which infant and young child feeding 
and health seeking decisions are made and implemented. The 
study also recommends participatory dissemination of the 
study findings, training, advocacy and active involvement of 
key community change agents (religious, traditional and other 
local community leaders, NGOs, traditional birth attendants 
and community health workers), caregivers and their 
critical networks, in generating solutions for the challenges 
highlighted. In addition, the more obvious measures to 
enhance access to safe water and health services are also 
recommended. FSAU, in collaboration with UNICEF and 
partners, will promote dissemination of the findings in 2008, 
through regional workshops, which will aim to facilitate 
the development of appropriate action plans and response 
strategies. The detailed report is available at FSAU office or 
website: www.fsausomali.org

CASE STUDy 2: POSITIVE DEVIANCE ON 
ChILD FEEDING PRACTICES 

Halima, 24 is mother of 
three.  She lives with her 
husband, Ahmed, her 
sister Fadumo and her 
three children in a semi-
permanent house locally 
referred to as baraak or 
cariish in Huddur, Bakool 
region.  Her husband has 
a small shop in Huddur 
town, from which they earn 
a living, selling retail food 
and household items.  The 
house is kept clean and 
smart with plastic carpet on 
the floor.  Halima did not 
attend any formal school but through home study, has learnt 
how to read and write the Somali language. She has also not 
undergone any other training except the health education 
sessions often provided at the MCH. “There is nothing in the 
world I value more than my children. I do nothing else except 
taking care of my children and family”, she says.

Halima is in good health with a MUAC of 26.8cm, and her 
youngest baby boy, Ali aged 9 months old is also in good 
health with a MUAC of 14.9cm, and a WHZ of 0.246 is also 
enjoying a good nutritional status.   

According to Halima, Ali started breastfeeding a few 
hours after delivery and was exclusively breastfed for four 
months before being introduced to other foods.  The mother 
breastfeeds him on demand and frequently provides him with 
a well prepared meal (soft rice, egg and porridge with camel 
milk or sometimes oil) to complement the breast milk.  Ali’s 
vaccination card displays he has completed all the schedules 
and currently just awaits measles vaccination. 

Photo 5: A well nourished child, 
Huddur Mar’08

QuickTime™ and a
 decompressor

are needed to see this picture.
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Halima reports that she cleans the utensils used for food 
preparation with hot water and sometimes with soap detergent 
if available; she keeps the remaining food for the baby in a 
special bowl with a cover.  One of the positive aspects adopted 
by Halima is her commitment to adequate feeding of her 
children, keeping the children, utensils and the house clean, as 
well as seeking prompt health care and immunization services.  
Halima derives her motivation to keep her environment clean 
and care well for her children from teaching at the MCH and 
from her faith.  “Allah requires us to be clean”, she says.

CASE STUDy 3: ChALLENGES FACED by AN IDP 
FAMILy IN KOSAAR SETTLEMENT IN bURAO

Asha is a mother of five children with ages ranging from 3 
- 11years. The nine member household also constitutes her 
husband, his mother, his brother and her mother. They all 
live in a make shift home of two rooms and a hut for the 
grandmother (see photo 6). The family was repatriated as IDP/
Returnee from Daroor camp, in Zone-five of Ethiopia since 
1993 by UNHCR. 

With limited employment opportunities in the IDP camp, 
Hassan, the head of the household derives his income from 
sale of Khat, supplemented with charcoal burning.  The mother 
stated that at this difficult time when there is no extended 
family support, the household copes by eating one meal a day.  
The source of water for this family is a shallow well from 
where every water vendor draws water with their containers 

 

Photo 7: A shallow well

that are often open and thus susceptible to contamination (see 
photo 7). 

The shallow wells are situated at close proximity to Burao 
dry river bed, which is also used for garbage dumping.  Asha 
stated that she did not boil the water as she believes it is clean, 
additionally, she is not able to afford piped water from Burao 
Town.   

This family of nine does not have a latrine but shares with the 
neighbour and stated that the total numbers of person who use 
this particular facility are 14 (between two families). They do 
not have a way to dispose their garbage but normally burn it 
behind the yard, near their house which could be a fire hazard, 
especially in this neighbourhood where many homes are 
traditional Somali huts and makeshift houses made of sticks 
and old clothes typical in IDP settlements.  

This family exemplifies typical life in the IDP settlement 
when it comes to problems of water and sanitation.  Many 
IDP households and urban poor live in the same situation 
where the shelter is poor, quality and quantity of the water for 
the families are compromised, and employment and income 
opportunities are extremely limited.  

Sanitation and hygiene awareness raising campaigns need to 
be supported, and improved sources of clean drinking water 
are extremely important for Burao’s IDP/returnees settlements. 
Income generation schemes of Food/Cash for work projects 
would also support these IDP families with no employment 
opportunities and would reduce the charcoal burning and 
prevent the environmental destruction activities.

 

Photo 6: Asha’s residence
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