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Editorial
After the crisis of the first half of 
this year, starting with the long 
rains in July, and now, since late 
October,  because of the short rains, 
Ethiopia, Kenya and Somalia have 
been experiencing heavy downpours 
that deepen the humanitarian crisis 
facing the same communities already 
affected by the drought. Records 
and forecasts covering October to 
December 2006� show rainfalls 
above the normal. Southern Somalia, 
southeastern Ethiopia, northeastern 
Kenya and Kenya/Tanzania coastal 
area, that usually receive  50mm-
150mm of rain,  have received 
125mm - >300mm.  The overall 
picture carries a strong resemblance to 
what was observed during the El Nino 
phenomenon of 1997/98 (see figure 1, 
below). 

Floods severely affect livelihoods 
and put the population at a high 
risk of communicable diseases 
(diarrhoeas now, and later on malaria) 
and malnutrition mainly for under- 
five children. There are reports of 
increasing numbers of people being 
displaced from their homes, of water 
supplies being contaminated, and of 
increasing risk of illness and death 
from outbreaks of cholera and other 
diarrhoeal diseases. Since July, 
Ethiopia is experiencing an acute 
watery diarrhoea outbreak, which 
has spread all over the country now, 
including the regions bordering Kenya 
and Somalia that were impacted 
by the drought. This compounds 
the risks facing the flood affected 

population. One Poliomyelitis case 
was already imported into Kenya with 
population fleeing war in Somalia.  
Indeed refugee’s influx to Kenya has 
increased with about 32,000 new 
refugees which, as of end of October, 
bring the total to 160,000 refugees in 
the camps in Dadaab, that are now 
also affected by the flood. 
In the region it is estimated a total 
number of floods affected people 
between 1, 5 and 1, 8 million (OCHA 
Regional Office’s report),  and the 
last scenario development meeting 
on Somalia population displacement 
mentions a possible increase of 
population movement across the three 
countries should armed conflict in 
Somalia intensify. 

WHO response to this turn of events 
will hinge on the field offices that 
the Organization had opened and 
strengthened in the three countries 
earlier this year. Grants from the 
CERF and funds raised through Flash 
Appeals, etc. will help bolster human 
resources in these offices and provide 
necessary medical supplies for life 
saving activities, thus strengthening 
inter-agency systems for health 
early warning and response.  WHO 
is working work closely with local 
authorities, UN and NGO partners 
to implement the public health 
measures identified by assessments 
and  continuous monitoring of the 
population’s needs.

� ICPAC: IGAD Climate Prediction and Applications 
Centre
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LINKS
WHO, Health Action in Crisis website 
on the HoA
http://www.who.int/hac/crises/
international/hoafrica/en/index.html

UNDP website on drought: 
www.Droughtnet.org  

Health (http://www.droughtnet.org/
health.htm)
Inter-Agency Working Groups 

Home: http://www.humanitarianinfo.org/
iawg-nairobi/index.asp

Thematic groups: http://
www.humanitarianinfo.org/iawg-nairobi/
thematic.asp

DISCLAIMER
The fourth issue of this bulletin only 
contains information originating from the 
World Health Organization. Unfortunately, 
it still does not contain inputs from other 
partners.  We are therefore seizing this 
opportunity to request all partners in the 
Health and the Nutrition clusters to send 
us information on their activities and 
views related to this crisis.  Also kindly 
share with us the names and coordinates 
of your organizations’ focal points in the 
Horn of Africa countries.  In future, we 
intend that the Health Review speak with 
one voice for the humanitarian community 
in the Horn.  Please send comments to 
hornofafrica@nbo.who.int for inclusion in 
the next issue.
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HOA FLOODS
Gode Zone of Somali Region 
of Ethiopia 

The latest report on new Somali 
floods from the Somali Regional 
Health Bureau (RHB) is of a total 
of 74 deaths and 352,194 people 
affected in two zones representing  
10 districts. Local authorities have 
not succeeded in estimating the 
number of displaced people, yet 
due to difficulties in accessing 
the areas. Affected districts are 
Mustahil, Dana, Kelafo, East Imi, 
Ferfer, Gode and Addle in Gode 
Zone and West Emei, Charti and 
Hargele in Afder Zone. Currently 
humanitarian agencies in the field 
are conducting an assessment in 
districts affected by floods in the 
Somali Region.
The risk for outbreaks of 
communicable diseases such 
as diarrheoa and malaria is 
rising. The current humanitarian 

assistance needs are: shelter, water 
supply, sanitation, rehabilitation 
/reconstruction, food, staffing (health) 
and essential drugs. Nutrition surveys 
must be conducted to evaluate the 
nutritional status of the affected 
population. 

The floods revealed weaknesses in the 
emergency preparedness and response 
system of the Somali Region and poor 
coordination of various interventions 
in this region. WHO funded a 
consultant to provide technical support 
to the Regional Health Bureau in 
the Somali Region and supported 
the relocation of health staff to the 
affected areas.

An assessment conducted by WHO 
consultants in flood affected areas 
in Moyale district highlighted the 

lack of safe drinking water and food,  
and shortages of health staff and 
essential drugs; some sites hosting  the 
internally displaced have no health 
post to assist the people to cope with 
the situation. 
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The initial signs of this crisis were 
seen in early October, when heavy 
rains caused flooding in Isiolo, 
Garissa, Lodwar, Moyale,Wajir, 
Mandera and Kwale. Floodings have  
led to the death of 19 people, have 
displaced 1,800 people and have 
damaged the household property of 
30,000 people. 

The population at risk is estimated 
to be between 300,000 and 500,000. 
Water sources were contaminated, 
drainage systems have collapsed 
and water pipes have been washed 
away. The Kenya Red Cross, which 
acts as the Government of Kenya’s 
main disaster agency, responded with 
emergency supplies in regards to 
shelter, blankets, household utensils 
and food. In Moyale and other many 

districts there were reports of damaged 
and collapsed toilet facilities. The 
Ministry of Health in Mombassa 
issued a cholera alert. The Ministry 
reported 94 suspected cases of cholera 
were identified between 20th October 
and 11th November on the coast of 
which 13 have tested positive for 
cholera. There have been at least two 
deaths from cholera on the coast since 
October. There are concerns of water 
borne diseases and malaria outbreaks 
across the country. 

Similar public health concerns exist 
in Dadaab refugee camps. The camps 
have been severely affected by the 
inundation, where two refugees 
were killed. The rains caused severe 
damage to sanitation facilities, houses 
and shelters, particularly in Ifo camp 

and have disrupted water systems 
forcing refugees to drink flood water. 
UNHCR estimates that 90% of the Ifo 
population  – nearly 60,000 people 
- are directly impacted. Water sources 
are contaminated, drainage systems 
have collapsed and water pipes have 
been washed away. Diarrhoea cases 
have risen dramatically.

In the five north-eastern districts, the 
emergency polio campaign which 
was started on November launched on 
the 4th was suspended. The rains are 
forecast to continue to the middle of 
January.  

KENYA FLOODS
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SOMALIA
Hundreds of thousands hit 
by floods

South and Central Somalia were hit 
by heavy flooding. The precarious 
livelihoods of populations are being 
further undermined . According 
to reports from humanitarian aid 
agencies in the field and the media, 
the regions of Hiran, Gedo, Lower 
Juba, Afmadow, Middle Juba, 
Lower and Middle Shabelle are 
equally experiencing unabated 
rainfall since 8 November 2006.

The floods have caused the loss of 
hundreds of acres of land in rainfed 
and riverine farms. Crop losses 
due to flooding were estimated 
at 20-25% for cash crops and 70-
80% for food crops in 9 villages of 
Lower Shabelle. In Middle Shabelle 
alone the regional authority has 
reported 166 villages affected, 34 
893 families displaced and 36,809 
hectares of farmlands devastated. 

The total number of affected 
people in the Lower and the 
Middle Shebelle riverine areas 
is approximately 330,000 as of 
November 232006. On the basis 
of the continuing rainfall, weather 
forecasts, continuing  and historical 
evidence from previous floods, 
experts predict that the flood may 
affect as many as 900,000 people 
before the end of this year. 

Indeed, in some regions the current 
estimates of the numbers of displaced 
people exceeds projections.  The 
Shabelle is stable now, but may get 
worse depending on heavy rainfall in 
the Ethiopian highlands. According to 
FAO, FSAU & SWALIM the Juba is 
expected to get worse due to continued 
heavy rainfall 

Increased to Health threats and 
increased risk of malnutrition

The floods continue to threaten 
lives and the health of populations 
following three consecutive years of 
drought. Changes in the environment, 
population movements and 
deteriorating hygiene and sanitation 
conditions favour an upsurge in 
communicable diseases. 

The loss of food supplies and crops 
will further aggravate an already 
dramatic nutritional situation. Nine 
surveys undertaken between January 
and May in five regions of Somalia, 
all previously affected by the drought  
showed global malnutrition rates 

ranging from 15% to 27% with 
Gedo region showing the highest 
GAM rate. In Gedo, thousands 
are now reported to have been 
displaced while rains swept away 
thousands of hectars of agricultural 
land and continued flooding in the 
Lower Juba valley.

Somalia’s health cluster coordinates  
action among its members and with 
the Nutrition and WatSan clusters, 
to reduce the risk of death and the 
burden of diseases in all of the 
affected regions despite difficult 
access to populations. Humanitarian 
aid agencies on the ground 
including the Somali Red Crescent 
Society (SRCS), Save the Children 
UK (SC UK), WHO, UNICEF and 
other UN agencies are coordinating 
actions to provide health care, 
and logistical  support with the 
distribution of sand bags and non-
food items (NFI). 
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Issues of importance 
for WHO and health 
partners

1. Access

 Access is the major challenge faced 
by both health service providers 
and patients. Health personnel are 
displaced and cannot reach facilities. 
Flooded health facilities have simply 
ceased to function. Damage to, and 
loss of equipment, supplies and 
vehicles is widespread. Roads have 
been washed away, hence deliveries of 
supplies and fuel to  health facilities 
have been temporarily  interrupted.   

WHO and partners are trying to reach 
the areas where there are displaced 
with mobile medical/health clinics. 
They are ensuring the continuous flow 
of drugs and medical supplies and  
the reactivation of equipment to all 
functioning services in both mobile 
and fixed facilities. SRCS has opened 
a new health post in the Hiran region. 

2. Water & Sanitation

Contamination of water supplies by 
flood water and overflowing latrines is 
very common. In Hiran it is reported 
that 70% of town latrines have been 
destroyed. A total of 35 out of 40 
shallow wells are either destroyed 
or contaminated by flooded latrines.  
WHO and health partners work 
closely with the Water & Sanitation 

cluster on hygiene promotion and 
water and sanitation interventions. The 
distribution of  non food items, soap, 
jerrycans, etc, is on-going.

3. Communicable disease control

Displaced people gather in 
overcroweded shelters. Increased 
transmission of endemic water and 
vector-borne, and person-to-person 
transmitted diseases  is to be expected. 
In the case of South central zone of 
Somalia, the greatest risks are malaria 
and diarrheoa. WHO relies on a 
system of 52 sentinel sites for outbreak 
surveillance, and were requested to 
report any unusual increases in cases 
for both these conditions. Surveillance 
is only one element of Preparedness 
and considering the uneven 
distribution of these sentinel sites 
and ad Hoc reporting, other, specific  
precautionary measures must be taken 
immediatedly.

A.Malaria. The floods create a 
propitious environment for the 
emergence of new breeding sites 
and disrupt vector control activities.  
Through the Global Fund,  WHO and 
partners are collaborating to ensure 
anti malarials and test kits to manage 
the cases in all health facilities and to 
support the distribution of ITNs with 
appropriate health education and 
social mobilization.

B. Diarrheal diseases (Acute watery 
and bloody diarrheoa)   Together with 
a general increase in diarrhoea among 
children Under-5, cases of Cholera 
have been confirmed in Jilip district 
in Middle Juba. Two of the nine 

samples sent to AMREF in Nairobi 
tested positive for V. Cholerae. As of 
22 November 2006 the total number 
of suspected cases was 50, with 3 
– 4 new cases per day. Sixty percent 
of cases were from one defined 
locality of Jilip. MSF – Holland has 
established a treatment center  with 40 
beds and has adequate supplies and 
personnel in the district. Other health 
partners are engaged in chlorination 
and health education in the area along 
with the Water and Sanitation cluster. 
WHO moved cholera supplies to the 
area through Muslim Aid  UK.There 
are enough supplies with MSF – H, 
WHO, UNICEF and ICRC to respond 
also to a large scale outbreak.

Current interventions
The health cluster produced a 
coordinated response plan based on 
providing access to health services for 
affected people and preventing and 
controlling outbreak prone diseases, 
especially diarrhoea and malaria. 
Essential activities include: 

 Mobile medical / health clinics (by 
vehicle and boat) in the areas, where 
there are displaced
 Hasten the reactivation of damaged 
/ flooded facilities as the water 
recedes.
 Supply adequate equipment, drugs 
and medical supplies to all functioning 
services, both mobile and fixed 
facilities. 
 Distribute ITNs with appropriate 
health education and social 
mobilization.

Figure 1 - Breakdown of affected population per riverine areas

Riverine 
basin 

Region Best estimate as 
of 23/11/2006 

Projection (Based on 10 
year flood cycle) 

Hiran 94000 62565 
Middle Shabelle 66000 112,889 

Shabelle 
River 

Lower Shabelle 24000 365,484 
Gedo 36000 32059 
Middle Juba 100000 104,444 

Juba
River 

Lower Juba 10,000 224,744 
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SOMALIA FLOODS

•  WHO entomologist and EHA staff 
in Lower Shabelle on assessment 
mission from 24 to 28 November 2006 
•  Two diarrhoeal disease kits (Italian 
D and F) and one new emergency 
health kit, for 10,000 population for 3 
months, pre-positioned in Mogadishu.
•   Pre-position in Wajid One new 
emergency health kit, for 10,000 
population for 3 months.
•   Local purchase of drugs and 
supplies distributed and in stock. 
•   Air-lifting of anti malarial drugs 
from Nairobi to Mogadishu for 
affected regions.

Planned
•   Order and air-lift 5 NEHKits and 5 
each Italian D and F Diarrhoeal kits

•  Two EHA Program staff to go to 
Lower and Middle Juba for assessment 
for  six days from 25 November 2006.
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KENYA
First Polio 
outbreak in 
decades

Following the identification of  one 
wild polio case which was isolated in 
the Hagadera refugee camp, Kenya 
has just organized an emergency 
round of the polio campaign 
conducted from the 4th to the 8th 
November 2006 in synchronization 
with other HoA countries.

The confirmed WPV1 case was a three 
year 11 month old female child born 
in Kenya of Somalia refugees who 
settled in Kenya in July 2002.  The 
child was paralysed (left lower limb) 
on 17 September 2006. Stool samples 
collected on 21 and 22 September 
2006 tested positive for wild polio 
virus type 1 (National Institute for 
Communicable Disease  Regional 
Reference Laboratory, South Africa) 
and genotyping showed that the 
virus was closely linked to the WPV 
isolated  in Kismayo in March 2006 
suggesting importation from Somalia.  

The child had received all routine 
immunization as per EPI schedule as 
confirmed by immunization card and 
permanent immunization register. 
In addition to the 4 OPVs routine 
vaccines the child also received 2 
TOPV doses in 2005 and 4 MOPV 
doses in 2006 the last one was 
received on 15 September 2006 three 
days prior to onset of paralysis (this 
was information gathered on history).  
None of the close contacts reported 
any illness in the last one month. Stool 
virological investigation results are 
awaited.

The HCW in Liboi had noticed a 
significant increase in diarrhoeal cases 
in the camp. In the district, sanitation 
and hygienic levels are extremely 
low; water sources are not adequately 
protected and latrines are limited 
which favours faeco-orally transmitted 
diseases. More than 2400 refugees at 
a transit camp set up in Liboi were 
sharing 4 latrines and inadequately 
supplied with water. 

The last confirmed case of Wild Polio 
Virus (WPV) infection in Kenya was 
1984.  Acute Flaccid Paralysis (AFP) 
is one of the 18 priority communicable 
diseases under the Integrated Disease 
Surveillance and Response (IDSR) 

Polio case responding 
to physiopherapy
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KENYA
stools. Polio remains primarily 
a disease of infants and young 
children. In many polio endemic 
countries, 70%-80% of cases 
are less than 3 years of age and 
80%-90% of cases are less than 
5 years of age.

In Kenya, the positive polio 
case was widely reported in 
the Media and this motivated 
parents/caretakers to bring 
children for immunization. 
There were increased number of 
health workers in Government 
of Kenya facilities of late and air 
lifting of on-going examination 
papers for schools facilitated the 
campaign

The major Challenges faced 
during the period were heavy 
rains during the campaign, 
access, the late disbursement of 
funds and shortage of vaccine 
carriers in some districts.

Activities to strengthen AFP 
surveillance are ongoing 
throughout the province (active 
case search, retrospective record 
review, sensitization of health 
workers, community focal 
persons, etc).

strategy in Kenya.   All non-
traumatic AFP cases in the 
Kenya are routinely reported 
and investigated to rule out wild 
polio virus. It’s through this 
surveillance system that an AFP 
case was detected, investigated 
and confirmed to be WPV in 
Hagadera refugee camp on 13th 
October 2006. Neighboring 
countries such as Ethiopia, 
Somalia and Djibouti have 
ongoing WPV outbreaks. 

Poliomyelitis is a viral infection 
most often recognized by the 
acute onset of flaccid paralysis. 
Flaccid paralysis occurs in less 
than 1% of poliovirus infections; 
greater than 90% of infections 
are either in apparent or have a 
nonspecific fever. First symptoms 
that include fever, malaise, 
headache, nausea and vomiting. 
If the disease progresses to major 
illness, severe muscle pain and 
stiffness of the neck and back 
with flaccid paralysis may occur. 
The paralysis of poliomyelitis 
is characteristically asymmetric 
with fever present at the onset. 
The maximum extent of paralysis 
is reached in a short period, 
usually within 3-4 days. The legs 
are affected more often than the 
arms. Poliomyelitis is diagnosed 
through isolation of virus from 



Health Action in Crisis Inter-regional Hub, Nairobi, Kenya P.O.BOX 45 335. Tel. +254 735339037 
FAX: +254 202 719 141 Email:eha@afro.who.int;eha@emro.who.int

9

Ethiopia’s current major health 
concerns is the continuous spread of 
Acute watery Diarrhoea (AWD) out-
break in Amhara, Afar, Tigray and 
Somali. 

As of 19 November 2006 there are 
4 deaths and 1,665 cases reported  
representing 350 new cases of the 
week and 1,315 old cases resulting 
from past weeks late reporting.  
During the week from 12-19 
November 2006 report shows a 
decrease of cases in most areas but an 
increase in 3 zones: Zone 1 of Afar 
Region, West Gojjam zone of Amhara 
Region and in Arsi zone of Oromia 
Region. Out of the six newly affected 
districts that week, 3 are from Arsi 
zone in Oromia Region. 
This makes cumulative cases 
countrywide of 38,007 and 404 
deaths. The case fatality rate is about 
1.1% (exclude Gambella Region: 
6300 cases and 18 deaths).

The majority of cases are from Oromia 
Region: 20,378 cases (53.6% of total 
cases) followed by Amhara Region: 
9,565 cases (25.2%); SNNPR: 5,413 
cases (14.2%); Tigray Region: 1,732 
cases (4.6); Afar Region: 580 cases 
(1.5), Addis Ababa municipality: 180 
cases (0.5%) and Somali Region: 159 
cases (0.4%). 

Absence of safe water supply, 
poor sanitation facilities and the 
communities’ poor knowledge and 
practice in the areas of personal and 
environmental hygiene are the main 
reasons for the spread of AWD. The 
300,000 migrant labourers estimated 
to live and work in the AWD affected 
areas,  also with no safe drinking 
water and with poor sanitations 
facilities,   add considerably to the 
public health risk and the humanitarian 
concerns.  In addition, resources for 
outbreak control (trained staff, fluids, 
essential drugs, chlorine and other 
supplies and operational flexibility) 
remain scarce. WHO and  Ministry of 
Health strongly advocate for the need 

to have a multi-sectoral coordination 
approach in managing the AWD out 
break together with DPPA, Ministry 
of Water Resource and the European 
Union Water Initiative Project . 
Efforts are  already underway and the 
Ministries of Communication, of 
Information and of Education are now 
on board.

WHO provided technical support to 
the Regional Health Bureaus (RHBs) 
of the affected regions by recuruiiting 
national consultants and assigning 
them to each region. The support 
includes health needs assessments, 
strengthening of surveillance, health 
staff training on active case detection, 
early case reporting and case 
management, community education on 
AWD prevention and control aspects. 
Also WHO consultants assisted the 
RHB in coordinating health sectors 
interventions. 

Major actions to curb 
AWD in Ethiopia
 WHO is in process to assigned one
 consultant in each of new AWD 

affected regions of Afar and 
Tigary. 

 WHO consultant assigned in 
Somali region assists the RHB in 
management of both AWD out 
break and flood crisis. 

 WHO facilitated cross border 
meeting between health 
department staff from Somali 

 Moyale, Oromia Moyale and 
Kenya Moyale.

 Regional Coordination Committee 
for AWD was established in 
Amhara Region on 1st November 
2006 through the facilitation of 
WHO consultant. 

 WHO provided logistics support 
to the environmental sanitation 
field assessment organised by the 
environmental sanitation sub-
committee on AWD.

 Actions by other 
Humanitarian 
agencies 

 NGOs such as IMC, SF_USA, 
LVIA, ERCS are participating in 
AWD epidemic out break response 
in Moyale district; Merlin in West 
Emmi in Somali Region MSF 
Holland and MSF Greece are 
supporting AWD case management 
in Ahmara Region

COMMUNICABLE
DISEASES
Ethiopia Acute Watery 
Diarrheoa

UNICEF cholera treatment centre
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COMMUNICABLE
DISEASES
Highlights

Djibouti
Diarrhoea was the major 
cause of morbidity 
in Djibouti city. Few 
case of Meningitis and 
malaria have been also 
reported. 3 samples of 
suspected measles cases 
from Obock sent on 30 
October to NEMRU 3 
for confirmation. The 1st 
confirmation for these 
samples was done at 
the “Community Health 
Center of Einguella” in 
Djibouti.

Eritrea 

Compared to August’s 
report (note that there 
is one month delay due 
to data collection) the 
proportional morbidity 
has not changed. The 
main cause of morbidity 
remain  respiratory 
infections,  followed 
by diarrhoeal diseases. 
Despite the mass 
immunization campaign  
some cases of measles 
are reported. This could 
be explained by the fact 
that we are dealing with 
a mobile population in 
some areas that are very 
difficult  to reach .

l 

Figure 2 - Proportionate morbidity among populations consulting at health facilities in 

Djibouti  city, by reporting period. 16 Octobre -12 November 2006

Figure 3 - Proportionate morbidity in population consulting at health facilities

                  in Eritrea by reporting period. September 2006

Disclaimer: The number of sentinel sites and the frequency 
of information may vary

3%
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Somalia

The proportianal morbidity has 
not changed. The main cause of 
morbidity among children under 
five consulting at health facilities 
remained diarrhoeal diseases 
66%, followed by malaria. The 
epidemiological situation could be 
explained by the long rain season. 
The situation will remain critical 
with the actual flooding.

Ethiopia

Cerebro-Spinal Meningitis 

The Cerebro-Spinal Meningitis 
(CSM) outbreak in Damot Woyide 
district, SNNPR is contained but 
new cases of CSM are reported from 
South Omo Zone, also in SNNPR. 
The first case was reported on 27 
October 2006. 

Up to date 8 cases and 1 death were 
reported from 3 districts (Omo Hala, 
Gura and Hainua) in SNNPR. Four 
Kebeles (villages) were also affected 
in Salemago district (still in SNNPR) 
with a total of 21 cases and 1 death. 
The first case reported on 25 October 
2006 and the last on 11 November 
2006.

The meningitis surveillance is 
strengthened in affected and 
surrounding areas. The order 
of oily chloramphenicol made 
in October is expected to reach 
the country with a delay of 2 to 
3 months. The FMOH has sent 
30,000 doses of CSM vaccines 
A+C provided by WHO to SNNPR 
for mass vaccination in affected and 
surrounding areas. 

Also more than 153,000 doses were 
positioned in 3 high risk health 
regions. 

Malaria prevention and 
control in Amhara and Tigray

In order to support malaria prevention 
and control in the regions of Amhara 
and Tigray and to  assess the progress 
of the Artemisinin Based combination 
Therapy (ACT) project in Tigray 
region, WHO funded a mission that 
was carried out by a consultant from 
12 October to 10 November 2006 in 
Northern Wello and southern Tigray 
Zones of Amhara and Tigray. The 
consultant’s main findings are that 
malaria control is still hindered by 
inadequate skills of health staff, poor 
recording system, absence of protocols 
and guidelines and lack of key drugs 
such as Quinine and Coartem in the 
health posts.

Free ITN distribution

Free ITNs are being distributed by the 
Government of Ethiopia (GoE) and 
UNICEF in many malaria endemic 
areas in Ethiopia. A total of 300,000 
INTs were provided to the Somali 
RHB for distributing to the new flood 
affected population. Also indoor 
residual sprayed was carried out in 
some areas in Ethiopia. Malaria drugs 
(Coartem, Quinine and Cloroquine) 
have been positioned in all Regional 
Health Bureaus in malaria endemic 
and flood affected regions.  

Figure 4 - Proportionate morbidity among children under 5 consulting at 
health facilities in Somalia by reporting period. October 2006
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The Post-campaign Evaluation 
Coverage Survey of the measles 
supplementary immunization 
activities (SIAs)  was conducted 
in August 2006 to assess the 
reported administrative measles 
coverage results, to  identify 
reasons for not immunising, and 
to make recommendations for 
strategies and interventions that 
will enhance the achievement 
and sustainability of EPI planned 
activities. The target age groups 
were children aged 6-59 months 
to assess measles vaccination 
coverage and vitamin A 
supplementation coverage.   

For the post-campaign evaluation 
survey, the country was divided 
into three study areas based 
on the administrative coverage 
achieved during the campaign. 
In each of the three study areas, 
30 clusters of 10 household 
with children 6-59 months were 
selected.  This resulted in 895 
households being included in 
the survey with a total of 1275 
children. Data collection was 
carried out between 08–22, 
August 2006.

The overall measles vaccination 
coverage was 98.3% for the 
household survey, and there 
was no statistically significant 
difference in coverage among 
the three study areas, or 
between children residing 
in urban or rural areas. Only 
11.2% of children included in 
the household survey had not 
been previously vaccinated for 
measles prior to the measles 
campaign. 

The post-campaign evaluation 
found a difference in vaccine 
coverage between the measles 
SIAs administrative data and the 
household survey results. The 
overall percentage difference was 

3.1%. The inaccuracy in the estimation 
of the target population is believed to 
be the major factors explaining this 
difference.  

The survey showed a very high 
coverage (97.8%) for vitamin 
A supplementation. A slight 
difference was found for vitamin A 
supplementation coverage estimates 
between the SIAs administrative 
data, 95 %, and the household survey, 
97.8%.  There was no difference seen 
in vitamin A coverage among the three 
study areas.

After the successful completion of the 
2006 measles SIAs and based on the 
data from the household vaccination 
coverage survey, the Expanded 
Programme on Immunization 
of Eritrea’s Ministry of Health’s 
should consider the following 
recommendations:

• Strengthen routine services 
• Make reliable statistical estimates 

of the target population and 
age-sex structure for the routine 
EPI programme, with assistance 
from relevant professionals as 
appropriate, taking into account 
the existing and past population 
figures and its growth dynamics 
(fertility, mortality, and migration) 
in the country.

• Strengthen social mobilization 
to increase routine immunization 
services. The wealth of experience 
gained during the measles 
campaign should be used to find 
innovative ways to increase public 
demand for routine immunization 
services.

• Strengthen case-based measles 
surveillance to evaluate the impact 
of the SIA on measles incidence 
by reporting and investigating 
suspect measles cases, and 
collecting specimens for suspect 
cases.

IDSR- Kenya

The weekly flow of disease 
surveillance data  from the  10 
districts prioritized by MOH and 
WHO during 2006 has improved 
considerably. Of all drought 
affected districts where WHO 
supported training in IDSR, only 
Samburu district could not report 
so far . 

Malaria continues to rank first 
among the diseases that are 
diagnosed in the health facilities 
in the drought affected districts. 
Even though the morbidity is 
high, there is no significant 
change in the trend of incidence. 
Most of these cases were 
clinically diagnosed

Similarly there was no significant 
increase in acute measles cases 
reported over the period.

There is an increase in the trend 
of childhood diarrhoea cases. 
This trend will be observed 
closely in the coming days and 
investigated.

There is an increase in Kala azar 
cases also admitted to the Wajir 
district hospital. As at the end 
of the week a total of 84 cases 
were admitted. No deaths were 
recorded.

MEASLES
Post campaign evaluation 
coverage in Eritrea
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UN Launches flash appeal for 
Somali refugees in Kenya

When, according to UNHCR 32,000 
new refugees entered the Dadaab 
refugee camps bringing the total 
number of refugees in this camp to 
160,000,  the Kenyan government 
and the United Nations launched 
a Flash Appeal on Thursday 26th 
October 2006. Since October, the 
daily number of refugees crossing 
into Kenya has reduced, possibly due 
to a combination of floods and bad 
road conditions, reported harassments 
and conscription of people fleeing 
Somalia and the calm that seems now 
to prevail in Kismayu. UN agencies 
are appealing for US$35 million to 
support the livelihoods of refugees. 
The current camps can absorb 50,000 
more refugees but if the number 
exceeds this, then a new camp may be 
opened near Mandera. As a result of 
the worsening conditions in Somalia, 
the United Nations Emergency Relief 
Coordinator had donated a grant of 
US$ 3.5 million from the CERF.

The Permanent Secretary, Ministry 
of Immigration and Registration of 
Persons confirmed the existence of 
over 170,000 refugees now in Kenya 
including those in the Kakuma camp. 
Kenya had been hosting in refugees 
from the Great Lakes region since 
1991.

1500 families displaced in 1500 
families displaced in Kenya slums 

Last week, a sudden outburst of 
violence   affected the Mathare slums 
in Nairobi.  A considerable number of 
people, mainly women and children,  
were left without shelter and access  
to basic services and commodities.  
According to the Kenya Red Cross, 
1,500 families or 9,000 individuals 
have been displaced from Mathare  to 
the Moi Airbase, and they fear going 
back due to the security situation. 
According to Kenya Red Cross, the 
main item needed right now is food, 
water and sanitation, and medical 
supplies (health).

The UN Resident Coordinator has 
stressed the urgency of the matter, 
and the need for the UN to respond 
now. Attempts were made over the 
weekend by WHO and MOH teams 
to conduct rapid health and nutrition 
assessment in the Mathare Valley, 
but insecurity did not allow  the 
activity to take place. According to 
the UN Security, due to the continued 
violence and recent discussions with 
the Host Country Security Officials, 
all missions to Mathare will require a 
clearance from the Security & Safety 
Service who will liaise with the Kenya 
Police authorities to ensure security.

SNAPSHOTS

CONTACT US
Djibouti
Dr  Jihane Farah Tawilah
WHO Representatve
tawilahj@dji.emro.who.int
Dr  Raschida Souissi
EHA Focal point
Souissir@dji.emro.who.int

Eritrea
Dr  Andrew Michael Kosia
WHO Representative
kosiaa@afro.who.int
Dr  Abdulmumini Usman 
EHA Focal point
abdulmuminiu@afro.who.int

Ethiopia
Dr Olusegun Ayorinde Babaniyi
WHO Representative
babaniyio@et.afro.who.int
Dr Omar Kebbe Jaithe
EHA Focal point
jaithek@et.afro.who.int

Kenya
Dr  David Okello
WHO Representative
okellod@ke.afro.who.int ; 
wrkenya@ke.afro.who.int
Dr Teprey James
EHA Focal point
tepreyj@ke.afro.who.int

Somalia

Dr  Ibrahim Betelmal
WHO Representative  
wroffice@nbo.emro.who.int
Dr N. Paranie 

EHA Focal point
paranien@nbo.emro.who.int


