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(24.3-31.9) and a severe acute malnutrition (SAM) rate (WHZ<-3 
or oedema) of 7.6% (5.3-10.8) with seven (0.9%) oedema cases. 
The alarming nutrition situation is largely attributed to morbidity, 
including the outbreak of acute watery diarrhoea (AWD; October 
2008 Health Cluster Bulletin).  Correlation analysis indicated a 
significant association between acute malnutrition and morbidity 
(p<0.05).  The crude and under five mortality rates among the IDP 
population were elevated at 1.04 (0.63 – 1.72) and 3.05 (1.80 - 
5.12) deaths/10,000 persons/day and were above the Alert level 
according to WHO classification, with diarrhoea reported as the 
main cause of death. The nutritional situation of the Bosasso 
IDPs contrasts to the Bosasso Urban population, where a LQAS 
assessment was conducted alongside the IDP assessment. Out of 
201 children assessed, 24 were recorded as acutely malnourished, 
with 1 being severely acutely malnourished. Based on the decision 
rule for the 33x6 LQAS design, the GAM rate for Bosasso Urban 
therefore falls in the range of 15-19.9%, indicating a Critical 
nutritional situation.

Hawd and Addun Pastoralists•	 : The survey results for the Hawd 
and Addun Pastoral assessment (November 13-21, 2008), 
indicate sustained high rates of GAM at 20.8% (14.9-26.8) and 
18.4% (12.7-24.2) in the Hawd and Addun respectively.  Even 
more alarming are the levels of SAM noted at 5.8% and 3.8%, 
which is elevated from 2.3% and 2.8% reported in the May 2008 
nutrition surveys. These nutrition rates show a Very Critical 
nutrition situation for the Hawd Pastoral and a Critical situation 
for the Addun Pastoralists, confirming earlier analysis of a 
deepening humanitarian emergency in the central region3. The 
surveys reported crude and under five mortality rates of 0.98 
(0.49 – 1.32) deaths/10,000 persons/day and 1.8 (0.87-0.36) 
deaths /10,000 persons/day, respectively in the Hawd Pastoral 
and 0.63 (0.32-1.26) and 1.94 (0.88-4.26) deaths/10,000/day in 
the Addun Pastoral, both close to reaching Alert levels according 
to the WHO classification4.
Shabelle IDPs, Riverine and Agro-pastoralists•	 : Preliminary 
results reported a GAM rate (weight for height <-2 Z score or 

3  See FSAU Food Security and Nutrition Brief, September 12 and November 
21, 2008, at www.fsausomali.org.   
4 The alert threshold levels indicated by WHO are a CMR of 1 death/10,000 
persons/day and an U5MR of 2 deaths /10,000 persons/day and CMR of 2 
deaths 10,000/day and <5MR of 4 deaths/10,000/day indicate emergency 
levels
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Nutrition Situation in Somalia  
In November 2008, FSAU, in collaboration with partners, 
conducted six nutrition surveys in Somalia using the standard 
survey methodology1. The population groups assessed were: 
IDPs in Bosasso and Shabelle regions, pastoralists in the Hawd 
and Addun livelihood zones and the agro-pastoralists and riverine 
livelihood zones in the Shabelle regions (See Map 1). One further 
assessment was conducted in the Bosasso urban population 
using the LQAS methodology. Findings from these assessments 
indicate a varied but precarious nutritional situation; with Very 
Critical rates of acute malnutrition2 reported in the Bosasso IDPs 
and Hawd pastoralists, Critical rates in the Addun pastoralists and 
Bosasso urban populations, and Serious rates in the Shabelle 
riverine, agro-pastoralists and IDP population.  

Bosasso IDPs and Urban: Preliminary results for the Bosasso 
IDPs indicate a Very Critical nutrition situation, with a global 
acute malnutrition (GAM) rate (WHZ<-2 or oedema) of 27.9% 

1  Two stage cluster sampling based on probability proportional to size 
(SMART)
2 Main prevalence estimates reported using NCHS population references 
<-2 WHZ and or oedema. WHO Anthro results provided in the tables

Overview

Map 1: Nutrition assessments Oct - Nov. 2008

FSAU Staff during nutrition assessment training, Oct. ‘08
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oedema) of 12.3% (9.7 – 15.5) among the Shabelle IDPs in the 
Afgoye corridor and Merka with a SAM rate of 2.8% (1.7-4.8) 
including seven (1.0%; 0.2-1.9) oedema cases. This indicates 
a Serious situation which is a slight improvement from the May 
2008 study which indicated a Critical situation, with GAM rate of 
15.0% (11.5-18.4), although this does not indicate a statistically 
significant change. The respective crude and under five year 
mortality rates of 0.70 (0.37-1.34) and 1.69 (0.90-3.17) among 
the IDPs were below the emergency threshold levels indicating 
an Acceptable situation according to WHO classification. The 
prevention of further deterioration is likely linked to improving 
food security conditions and the sustained humanitarian 
assistance.

 Shabelle agro-pastoral results indicate a GAM rate of 12.5% 
(10.6-14.6) and a SAM rate of 2.2% (1.3-3.6), including three 
(0.4%; 0.0-1.0) oedema cases.  This indicates an improvement 
from Critical to Serious levels of acute malnutrition as the 
previous assessment conducted in June 2008 reported a GAM 
rate of 18.1% (14.4-21.8) and a SAM rate of 3.5% (1.7-5.3) 
including seven (0.9%; 0.3-1.6) oedema cases.  The crude 
and U5 mortality rates of 0.91 (0.16-1.34) and 1.78 (1.05-2.98) 

respectively were Acceptable according WHO standards, but 
close to alert thresholds. 

•  Preliminary results of the Shabelle riverine assessment 
report a GAM rate of 10.8% (8.6-13.5) and a SAM rate of 
2.5% (1.4-4.4) that included seven (1.1%; 0.0-2.3) oedema 
cases, indicating no significant change from the June 2008 
assessment which reported a GAM rate of 13.7% (9.6-17.7) 
and SAM rate of 3.8% (1.8-5.9) including two (0.3%; 0.0-0.9) 
oedema cases.  Crude and under five mortality rates of 1.01 
(0.66-1.55) and 2.15 (1.17-3.94) were reported respectively, 
both reaching Alert levels. 

The improvement noted across the assessments in the Shabelle 
population groups is likely as a result of a controlled AWD 
outbreak, increased humanitarian support (such as cash for work 
and food assistance) and increased access to food following 
early crop harvests. Nevertheless, despite the improvement in 
the GAM rates, in all parts of the Shabelles due to the continuing 
high rates of severe acute malnutrition and elevated mortality 
rates, the situation remains precarious. This demonstrates the 
need for continued support to all vulnerable populations in this 
area.  

BOSASSO IDP AND TOwN 
NUTrITION ASSESSmENT FINDINgS

Bosasso town is the capital and the largest city of Bari region, 
Puntland and is situated on the southern coast of the Gulf of 
Aden. It has one of the busiest ports in Somalia that serves as 
the main seaport, facilitating trade between parts of Somalia, 
Somali regions of Ethiopia and the Gulf. The town also has a 
major airport, Bender Qassim International Airport, making it 
accessible to the traders.

The relative peace and labour opportunities in Bosasso town 
have made it host to a large population of internally displaced 
persons fleeing from conflict and food insecurity in the Central 
and Southern parts of Somalia and Ethiopia. Even though 
a proportion of the migrants have settled in the town, many 
other poor groups live in appalling conditions on the outskirts 
of Bosasso town and are predisposed to serious health and 
nutrition problems. According to the Danish Refugee Council, 
about 39,000 people are currently registered as IDPs in 
Bosasso town and mainly rely on casual employment and petty 
trade for their livelihood. Nutrition assessments conducted in 
the IDP camps over the last eight years have continuously 
illustrated a precarious nutrition situation with six out of the 
seven assessments conducted within this period reporting 

global acute malnutrition (GAM) rates above the emergency 
threshold of 15% (See Figure 1). Elevated levels of severe 
acute malnutrition are also reported regularly.

On the other hand, the host urban community mainly thrive on 
trade and are often seen as having better access to goods and 
services, including food and health services. Market forces 
are among the key determinants of their livelihood status. 
However the urban poor, like the IDPs, thrive on petty trade 
and casual labour from the construction sites and seaport 
(FSAU Report 2006). Lack of stable livelihoods make this 
group highly vulnerable to both food and nutrition insecurity, 
with the ongoing inflation and high food prices negatively 
impacting their accessibility of both food and non-food 
items. According to the FSAU post Gu’08 analysis report, 
the urban poor population in Bosasso town were among those 
classified in the Humanitarian Emergency phase. In the 
light of increased vulnerability of the IDP, as well as the urban 
(particularly poor) population, there was need to assess the 
nutrition status of both the displaced and resident population 
in Bosasso town. 

Between the 10th and 19th of October 2008, FSAU and partners5 

conducted a nutrition assessment to determine the nutritional 
status and establish the influencing factors in Bosasso town and 
IDP camps.  Using a two-stage Probability Proportionate to Size 
(PPS) sampling methodology, a total of 484 and 785 households 
(mean household size = 5.4 ± 2.2) from the IDP camps were 
assessed for anthropometry and mortality respectively.  More 
than three quarter (77.5%) of the households assessed were male 
headed and the remaining female headed.  A total of 774 (less 7 
flags) children, 49.6% boys and 50.4% girls aged 6-59 months 
were assessed. For the host community in Bosasso town, the 
LQAS6 methodology (33 X 6) was used to select a total of 201 
children from 96 households with a mean household size of 6.9 
(±2.5).

Figure 1: Trends in Levels of Acute Malnutrition 2001-2008 in 
Bosasso IDPs

5 UNICEF, WFP,WHO, DRC, SRCS and MOH Puntland 
6 See Nutrition Update Sept 2007 for detailed explanation of LQAS 
Methodology
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Preliminary results from the Bosasso IDP assessment indicated 
a GAM (WHZ<-2 or oedema) rate of 27.9% (24.3–31.9) 
and a severe acute malnutrition (SAM: WHZ<-3 or oedema) 
rate of 7.6% (5.3-10.8), seven (0.9%) of whom had oedema. 
These results indicate a Very Critical nutrition situation and a 
deterioration when compared with the most recent assessment 
conducted in November 2007, which reported a GAM rate 
of 23.3% and a SAM rate of 4.9%, although the changes are 
not statistically significant. The recent GAM and SAM rates 
reported increased to 28.9% (25.5 – 32.6) and 14.0% (10.9 – 
17.7) respectively, when analysed using WHO Anthro, 2006 
(see Table 1). The crude and under five mortality rates among 
the IDP were 1.04 (0.63 – 1.72) and 3.05 (1.80 - 5.12)/10,000/
day and were both above the Alert level according to WHO 
classification. Diarrhoea was the main reported cause of 
death followed by birth related complications and anaemia.  
Plausibility checks indicated the results were of sufficient 
quality for publishing. (See Pg 9)

Results from the LQAS assessment of the resident population 
indicated that 23 children out of the 201 assessed were acutely 
malnourished (WHZ<-2 or oedema) and based on the decision 
rule for the 33x6 LQAS design, the GAM rate of Bosasso town 
population falls in the range of 15-19.9%.  These results show 
a Critical nutrition situation, which is a similar rate to that 
reported in a rapid assessment conducted in July 2008 where 
14.5% of the assessed children were identified as acutely 
malnourished (MUAC<12.5cm or oedema). The nutrition 
situation reported of women of reproductive age (14-49 years) 
in the recent assessment was equally poor with a total of 
9.2% of the assessed women being acutely malnourished, the 
majority (95.5%) of whom were pregnant (MUAC<23.0 cm) 
with (MUAC≥18.5 cm). This again highlights food insecurity 
at  household level, likely linked to the urban food crisis. 

The reported morbidity rate from the two weeks prior to the 
assessment was high, particularly among the IDPs, where 
58.4% of the assessed children were reported to be ill with 
17.9% reported ill among the urban population. Table 1 
illustrates the reported prevalence of diarrhoea, ARI, suspected 
malaria/febrile illness and measles. It is clear that diarrhoea 
was the most predominant reported illness at 38.9% and 11.9% 
among the IDP and urban population, respectively. The high 
diarrhoea prevalence is consistent with the recent WHO report 
(31st October 2008), which indicated an outbreak of acute 
watery diarrhoea (AWD) in Bosasso town with 300 cases of 
AWD and a Case Fatality Rate of 2.7% reported between 6th 
September and 31st October 2008.  However, the outbreak 
has since been controlled. A rapid diagnostic test (RDT) for 
the Plasmodium falciparum strain of malaria among the IDP 
confirmed a prevalence rate of 5.8%.  Morbidity, especially 
diarrhoea and suspected malaria, were significantly associated 
with acute malnutrition, with those children who were 
reportedly suffering from these illnesses being more likely to 
be acutely malnourished (p<0.05) than those who were not 
sick. 

Immunization status by recall among the IDP population of 
measles (67.3%), vitamin A (53.1%) and polio (90.6%) were 
below the Sphere (2004) standards of 95%. Similarly, among 

the assessed children from the urban population, the proportion 
of the children who were reported to have been immunized 
fell below the Sphere standards as shown in Table 1. In 
addition, child care practices were evidently below standard, 
with only 58.4% and 40.5% of the children aged 6-24 months 
from the IDP and urban populations respectively, reportedly 
breastfeeding at the time of the assessment.  Moreover, the 
majority (45.8%) of the children aged 6-24 months from the 
IDP population were fed three times a day, falling below the 
recommended  feeding frequency of three to five times  a day 
for children aged 6-12 months and five times a day for those 
aged 12 to 24 months  (UNICEF, 2002). Poor child care and 
feeding practices may explain why children from the IDP 
community aged 6-24 months were more likely to be acutely 
malnourished as compared to their older counterparts aged 
25-59 months  (RR=1.55; 1.18 – 2.04). This results are likely 
linked to the increasing food prices and HE conditions faced 
by the urban poor.

Household dietary diversity based on the 24 hour recall 
period was found to be Very Critical7 with a third (33.9%) of 
the assessed IDP households consuming a poorly diversified 
diet comprising of fewer than four food groups. On the other 
hand, only 5.2% of the assessed 96 households from the urban 
population were reportedly consuming poorly diversified diets. 
Cereals, sugar and oil were the most commonly consumed 
food groups, while purchase was the main source of food 
for the majority of the assessed IDP and urban households. 
Access to sanitation and safe water among the assessed IDP 
households was low at 41.1% and 48.3% respectively while 
70.4% were reportedly accessing health services. For the 
assessed urban households, 57.3%, 16.7% and 38.5% were 
reportedly accessing safe water, health services and sanitation 
facilities respectively. 

Overall, the nutrition situation among the IDP population is 
Very Critical while that of the urban population is Critical. 
The worrying situation is largely attributed to morbidity and 
especially the outbreak of AWD, which was significantly 
associated with acute malnutrition as well as the reported 
cause of high mortality. Limited access to sanitation facilities 
and safe water may also have contributed to diarrhoeal 
diseases. Poor child feeding practices including reduced 
breastfeeding levels and infrequent feeding have also 
contributed to the poor nutrition status and may explain why 
children in the breastfeeding age of 6-24 months were more 
likely to be acutely malnourished as compared to the older 
children. Interventions aimed at rehabilitating the acutely 
malnourished children as well as cushioning normal children 
from malnutrition are urgently required. Poor dietary diversity, 
though not significantly associated with acute malnutrition in 
this assessment, has in no doubt exacerbated the situation for the 
IDPs and is an indicator of household food insecurity linked to 
increasing food prices.  Measures to boost sanitation facilities, 
access to safe water and economic empowerment to raise 
the purchasing power of the IDP and urban poor populations 
would also contribute to mitigation of the situation. 

7 According to FSAU Nutrition Categorization Table Draft 6
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Bosasso IDP (SMART) Bosasso Town (LQAS)
Indicator n % (CI) n % (CI)
Child Malnutrition
Total number of households assessed for children 484 100 96 100
Total number of children assessed 774 100 201 100
Global Acute Malnutrition (WHZ<-2 or oedema) 216 27.9 (24.3 – 31.9) 24 15-19.9
Severe Acute Malnutrition (WHZ<-3 or oedema) 59 7.6 (5.3 – 10.8) 1 0.5
Oedema 7 0.9 (0.0-1.9) 1 0.5
Global Acute Malnutrition (WHO Anthro 2006) 224 28.9 (25.5 – 32.6)
Severe Acute Malnutrition (WHO Anthro 2006) 224 14.0 (10.9 –17.7)
Global Acute Malnutrition (WHM<80% or oedema) 168 21.7 (17.8 – 26.1)
Severe Acute Malnutrition (WHM<70% or oedema) 36 4.7 (2.9 – 7.5)
Child Morbidity
Children reported ill in 2 weeks prior to assessment 452 58.4 (52.5 -64.3) 36 17.9 (10.0 – 25.8)
Children reported with diarrhoea in 2 weeks prior to assessment 301 38.9 (33.6 – 44.2) 24 11.9 (6.0 – 17.8)
Children reported with ARI within two weeks prior to assessment 221 28.6 (21.8 – 35.3) 16 8.0 (2.4 – 13.5)
Children reported with febrile illness in 2 weeks prior to assessment 148 19.1 (13.6 – 24.6) 7 3.5 (0 – 7.0)
RDT confirmed malaria cases 79 5.8 NA NA
Children reported with suspected measles within one month prior to 
assessment 48 6.2 (2.7 – 9.7) 0 0

Child Immunization Status
Children immunised against measles 521 67.3 (61.6 – 73.1) 128 63.7 (53.6 – 73.8)
Children who have ever received polio vaccine 701 90.6 (87.6 – 93.5) 183 91.0 (84.6 – 97.5)
Children reported to have received vitamin A supplementation in last 
6 months 411 53.1 (44.0 –62.2) 183 91.1 (84.9 – 97.2)

Child Feeding & Household Dietary Diversity
Children (6-24) months reported to be breastfeeding 178 N=305 58.4 (50.6 – 66.2) 30 40.5 (25.6 – 55.5)
Households who reported to have consumed ≤3 food groups - poorly 
diversified diet 164 N=484 33.9 (24.0 – 43.8) 5 5.2 (0.6 – 9.8)

Households who reportedly consumed ≥4 food groups 320 66.1 (56.2 – 76.0) 91 94.8 (90.1 – 99.4)
Women Health & Nutrition
Total women acutely malnourished 44 N=478 9.2 (6.0 – 13.8) 5 N=21 5.1 (1.9 – 11.9)
Pregnant women acutely malnourished (MUAC<23.0 cm); 42 N=103 40.8 (27.7 – 53.9) 4 19.1 (2.2 – 35.9)
Non pregnant women acutely malnourished (MUAC≤18.5 cm) 2 N=375 0.5 (0.0 – 1.3) 1 N=78 1.3 (0.0 – 3.9)
Women who received tetanus immunization (N=478) 394 82.4 (77.4 – 87.4) 79 79.8 (70.1 – 89.5)
Mortality
Under five Mortality Rate (U5MR) as deaths/10,000/ day 3.05 (1.80 – 5.12) NA
Crude Mortality Rate (CMR) as deaths/10,000/ day 1.04  (0.63 – 1.72) NA

Table 1. Summary of the Bosasso IDP and Town Assessments findings

HAwD AND ADDUN NUTrITION 
ASSESSmENT FINDINgS

The Hawd and Addun 
Pastoral livelihood zones 
cut across Galgadud, 
Mudug and Nugal 
Regions in the Central and 
parts of northeast Somalia 
(See Map 2).  The regions 
border the Indian Ocean 
to the east, Somali region 
of Ethiopia to the west, 
Bari and Sool regions 
to the north and Hiran 
region to the south. Between the 13th and 21st of November 
2008, FSAU and partners8 conducted a nutrition assessment to 
determine the nutritional status of the population in the Hawd 
and Addun livelihood zones and to establish the influencing 
factors underlying malnutrition. From Post Gu ‘08 analysis, 
the food security and overall humanitarian situation for all 
8 UNICEF, SRCS and Ministry of Health, Puntland 

livelihoods in the central regions had further deteriorated 
since Deyr ‘07/08 due to complete rain failure during Gu ‘08 
and previous seasons of successive poor rainfall. Since April 
‘08 the number of people in Humanitarian Emergency (HE) 
has increased by 64% from 110,000 to 180,000. The number 
of people in Acute Food and Livelihood Crisis (AFLC) 
has increased by 24% from 124,000 to 155,000. The Hawd 
livelihood was more severely hit with large asset losses. 
Further security challenges severely restricted humanitarian 
access. 
Figure 2: Trends in Levels of Acute Malnutrition 2004-2008 in 

Central Somalia

!

Map 2: Hawd, Addun LZ
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Two nutrition surveys were conducted in May 2008 which 
illustrated the impact of the poor rains, hyper inflation, high 
food prices and increased pressures with IDPs, on human 
welfare. The Hawd livelihood reported a GAM rate of 19.3% 
and a SAM rate of 2.3% with 18.4% GAM and 2.8% SAM 
reported in the Addun. These results indicated a critical 
situation and a nutritionally vulnerable population.

Using a two-stage Probability Proportionate to Size (PPS) 
sampling methodology, a sample of 776 and 640 children aged 
6- 59 months were assessed from the Hawd (mean household 
size = 5.8 ±2.3) and the Addun (mean household size = 5.8 
±2.2) pastoral livelihoods respectively. The findings of the 
two assessments are presented in Table 2 below. 

Preliminary results indicate a global acute malnutrition (GAM) 
rate (WHZ <-2 Z score or oedema) of 20.8% (14.9-26.8), with 
a Severe Acute Malnutrition (SAM) rate of 5.8% (3.2-8.4), 
including four (0.5%; 0.02-1.01) oedema cases among the 
assessed Hawd population, which highlights a Very Critical 
nutrition situation.  When these rates are compared to the most 
recent nutrition assessments conducted in May 2008, results 
indicate a continuing deterioration from Critical to Very 
Critical levels of acute malnutrition. The GAM rates obtained 
in the May 2008 assessment were 19.3% with a SAM of 2.3% 
with two (0.3%) oedema cases. In the Addun Pastoralists, 
the current assessments indicate a Critical nutrition situation 
with a GAM rate of 18.4% (12.7-24.2) with a SAM rate of 
3.8% (2.01-5.4) with no oedema case recorded, compared 

to a GAM rate of 18.4% and a SAM rate of 2.8% with one 
(0.2%) oedema case observed in May 2008. Therefore within 
the Addun pastoral population there is a sustained Critical 
nutrition situation. The plausibility checks for both surveys 
indicate sufficient quality to publish the results (See Pg 9). The 
crude and under five mortality rates for the Hawd and Addun 
pastoral livelihoods were both within the Acceptable levels 
though elevated,  according to the WHO classification with 
crude and under five mortality rates of 0.98 (0.49 -1.32) and 
1.8 (0.87-3.6) in the Hawd Pastoral and 0.63 (0.32 – 1.26) and 
1.94 (0.88–4.26) in the Addun livelihood zones. Diarrhoea, 
febrile illness, ARI and birth related complications were the 
main reported causes of death in the two livelihoods.

As in past assessments, high morbidity levels were recorded, 
with the proportion of children reported to have suffered from 
one or more common childhood illnesses (diarrhoea, ARI, 
suspected malaria and measles) in the past two weeks prior to 
the assessments reported at 54.4% and 39.2% in the Hawd and 
Addun livelihoods respectively (see Table 2). The proportion 
of children who had reportedly suffered either from diarrhoea, 
ARI and febrile illness two weeks prior to the study was 27.2%, 
21.8% and 23.3% respectively, among the Hawd population 
while in the Addun Pastoralists it was 13.7%, 15.9% and 
24.1% respectively. Furthermore, a rapid diagnostic test (RDT) 
for malaria conducted concurrently in the two livelihoods 
reported a high prevalence (12.5%) of malaria (positive for 
Plasmodium falciparum) in the Hawd livelihood, while the 
Addun livelihood zone reported a prevalence of 6.8%. 

Hawd Pastoral Addun Pastoral
Indicator n % (CI) n % (CI)
Child Malnutrition
Total number of households assessed for children 376 100 344 100
Total number of children assessed 776 100 640 100
Global Acute Malnutrition (WHZ<-2 or oedema) 162 20.8 (14.9-26.8) 118 18.4 (12.7-24.2)
Severe Acute Malnutrition (WHZ<-3 or oedema) 45 5.8 (3.2-8.4) 24 3.8 (2.01-5.4)
Oedema 4 0.5 (0.02-1.01) 0 -
Global Acute Malnutrition (WHO Anthro 2006) 168 21.8 (18.9-24.0) 120 18.8 (15.7-21.0)
Severe Acute Malnutrition (WHO Anthro 2006) 54 7.0 (5.2-8.9) 38 6.1(4.2-8.1)
Global Acute Malnutrition (WHM<80% or oedema) 114 14.7(10.3-19.1) 72 11.3 (6.2-16.3)
Severe Acute Malnutrition (WHM<70% or oedema) 23 2.96 (0.83-5.09 12 1.87 (0.67-3.07)
Child Morbidity
Children reported ill in 2 weeks prior to assessment 422 54.4 (43.2-65.5) 251 39.2  (31.5-46.9)

Children reported with diarrhoea in 2 weeks prior to assessment 211 27.2 (24.1-30.5) 88 13.7 (10.2-17.3)
Children reported with ARI within two weeks prior to assessment 169 21.8 (20.3-34.08) 102 15.9 (8.7-23.1)
Children reported with febrile illness in 2 weeks prior to assessment 181 23.3(12.7-33.8) 154 24.1 (16.1-32.0)
RDT confirmed malaria cases 164 12.5(7.9-17.02 85 6.8(4.4-9.1)
Children reported with suspected measles within one month prior to assessment 7 0.9 (0.08-1.72) 1 1.4 (0.4-2.4)
Child Immunization Status
Children immunised against measles 114 15.7(7.6-23.6) 143 23.8 (11.7-35.9)
Children who have ever received polio vaccine 582 75.0 (64.8-85.2) 430 67.3 (56.7-77.9)
Children reported to have received vitamin A supplementation in last 6 months 346 44.6 (29.7-59.4) 295 46.1(33.3-58.9)
Child Feeding & Household Dietary Diversity
Children (6-24) months reported to be breastfeeding 82 30.9 (25.4-36.9) 80 34.04 (26.5-41-5
Households who reported to have consumed ≤3 food groups 29 7.7 (-0.0-16.4) 51 15.3 (6.5-24.1)
Households who reportedly consumed ≥4 food groups 
Women Health & Nutrition
Total women acutely malnourished 25 6.7 12 3.5
Pregnant women acutely malnourished (MUAC<23.0 cm); 20 23.8 (10.9-36.7)                                                                           11 21.7  (9.7-33.4)
Non pregnant women acutely malnourished (MUAC≤18.5 cm) 5 1.7 ( 0.3-3.2) 1  0.34  (-0.35-1.03)
Women who received tetanus immunization (N=478) 82 22 (18.0-26.6) 101 31.4  (16.7-46.1)
Mortality
Under five Mortality Rate (U5MR) as deaths/10,000/ day 14 1.8 (0.87-3.6) 13 1.94  (0.88-4.26)
Crude Mortality Rate (CMR) as deaths/10,000/ day 30 0.98  (087-3.6) 19 0.63  (0.32-1.26)

Table 2.  Summary of the Hawd and Addun Assessment Findings
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Analysis continues to show strong association between acute 
malnutrition and morbidity rates. In the Hawd livelihood, 
those who were ill were almost twice as likely to be acutely 
malnourished than those who were not ill (RR =1.88; 
1.39-2.54). Similar associations were found in the Addun 
livelihood, with children who were ill twice as likely to be 
acutely malnourished than those who were not ill (RR=2.03; 
1.46-2.82). 

Further, clusters with higher numbers of severely malnourished 
children, were also those reportedly affected by a recent AWD 
outbreak. WHO, however, have not confirmed the recent media 
reports concerning a high number of deaths in Abudwaq district, 
Galgadud region, due to the reported outbreak of Acute Watery 
Diarrhoea (AWD). According to WHO data received from eight 
health facilities in Galgadud region between 1 January and 7 
November 2008, a total of 2,105 cases of AWD including 26 
deaths were reported from the region.  This figure includes 302 
cases and 25 deaths from Abudwaq. The trend in Abudwaq 
showed a sharp increase in reported cases from the first week of 
October, reaching a peak during the third week of October. No 
new cases have been reported since the first week of November. 
The Somali Red Crescent Society and ICRC responded to 
the October outbreak by sending medical supplies for case 
management and chlorine for disinfection of wells. Galgadud 
region in general and Abudwaq in particular, are currently 
not accessible for international UN and INGO staff due to the 
prevailing security situation. (OCHA, November 2008) 

Diarrhoea is often exacerbated by lack of safe drinking 
water and poor disposal of human waste. In the two assessed 
livelihoods, 42.3% and 55.1% of the households of the 
Hawd and Addun respectively were reportedly not accessing 
sanitation facilities with an equally high proportion (71% and 
92% respectively) of households not accessing safe water. 
This has been exacerbated by the drought severely restricting 
access to water.

The majority of the assessed households in the Hawd and 
Addun livelihoods (50.4 % and 68 %) respectively, reported to 
have consumed two meals in the preceding 24 hours.  Dietary 
diversity was reportedly high with 92.2% and 84.7 % of the 
assessed households in the Hawd and Addun respectively, 
consuming four or more food groups in the previous 24 hours 
with purchase reported to be the main source of food for most 
households. Cereals, meat and sugar were the most commonly 
consumed food groups. The consumption of milk was notably 
low for pastoral communities reported at 44.4 % and 39.8 
% households consuming milk among the Hawd and Addun 
populations respectively. Similarly, vegetable oil was scarcer 
than usual in the households due to the high market prices. 

Poor access to health services and low coverage of health 
programmes in both livelihoods are still worrying and require 
sustained attention.  This, coupled with acute watery diarrheal 
outbreaks particularly in Abudwaaq and Adaado districts in 
the central regions, are possible aggravating factors to the 
current nutrition situation.  It is also important to note that 
more  than one  in every ten (14.3% and 11.7% respectively), 
of the assessed  Hawd  and Addun pastoral households have 
hosted IDPs from Mogadishu, constraining their resources 

and limiting their resilience to further shocks, which have 
been aggravated by increased food and fuel prices as well 
as inflation. Furthermore, the results continue to show child 
care and feeding practices are of great concern, with more 
than 20% of the assessed children aged 6-24 reportedly not 
breastfeeding at the time of the assessment.

Overall, the nutrition situation of the Hawd Pastoralists is 
Very Critical while that of the Addun Pastoralists is Critical, 
indicating a sustained (in the Addun Pastoralists) or deteriorating 
(in the Hawd Pastoralists) situation since the recent nutrition 
assessment conducted in May 2008. The worsening nutrition 
situation could be attributed to consecutive seasons of poor 
rains and animal losses over the last twelve months due to sale 
to cover the high costs of food and water trucking. Poor access 
water and sanitation, limited access to health services and poor 
child feeding practices, which have remained unaddressed 
over years have also contributed to the poor nutrition situation 
in these livelihoods. An integrated humanitarian response of 
health, nutrition, water, sanitation and food are essential to save 
lives and prevent a further deterioration. In addition, parallel 
livelihood support is urgently needed to assist households 
to cope with continuing high food prices, deteriorated food 
access and continuing livelihood asset losses.

SHABEllE rEgIONS NUTrITION 
ASSESSmENT FINDINgS

Between the 1st and 11th November 2008, FSAU and partners9 

conducted inter-agency nutrition assessments in the IDPs, 
Agro-pastoral and Riverine livelihood zones in Middle and 
Lower Shabelle Regions in Southeast Somalia. This was in 
response to the need to monitor the levels of acute malnutrition 
for the different livelihoods and to inform on the appropriate 
intervention responses for the region following a series of 
shocks that included five consecutive seasons of below normal 
cereal production, loss of food stocks from previous floods, 
deterioration in civil security and massive displacements that 
led to Serious to Critical nutrition levels in earlier assessments 
conducted bi-annually since in May 2007 (See Figure 3).

Using two-stage PPS sampling methodology, 667; 681 
and 638 children aged 6-59 months from 373; 382 and 374 

9 UNICEF, WFP, COSV, CARE, Mercy USA, INTERSOS, ZAMZAM, TRG, 
SACIID, SRCS, Muslim Aid, TRG, SHAWO and New Ways

Figure 3: Trends in Levels of Acute Malnutrition 2007-2008 in 
Shabelle Regions
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households were assessed from the IDPs settlements10, agro-
pastoral and riverine livelihoods respectively. The results of 
the assessments are presented in Table 3.

Preliminary results reported a global acute malnutrition rate 
(weight for height <-2 Z score or oedema) of 12.3% (9.7 
– 15.5) among the Shabelle IDPs in Afgoye corridor and 
Merka with a severe acute malnutrition rate of 2.8% (1.7-4.8) 
including seven (1.0%; 0.2-1.9) oedema cases. This indicates 
a slight improvement from the previous GAM rate of 15.0% 
(11.5-18.4), but an increase in the proportion of severely 
malnourished children from the 1.0% (0.2-1.8), including four 
(0.5%; 0.0-1.0) oedema cases reported11  in June 2008. The 
deterioration in SAM rates is likely as a result of continuing 
influx of IDPs from Mogadishu.  Although the GAM results 
appear lower than the rates reported among the IDP population 
assessed in June 2008 and indicates a general improvement 
from Critical levels experienced over the previous one year 
to Serious levels, the change is not statistically significant 
(p>0.05).  In addition, the respective crude and under five 
year mortality rates of 0.70 (0.37-1.34) and 1.69 (0.90-3.17) 
among the IDPs indicated an Acceptable situation according 

to WHO classification12. These results highlight the need for 
sustained high level assistance to the IDPs. The Shabelle 
agro-pastoral assessment reported a GAM rate of 12.5% 
(10.6-14.6) and a SAM rate of 2.2% (1.3-3.6) including three 
(0.4%; 0.0-1.0) oedema cases, indicating an improvement to 
a Serious nutrition situation from the Critical level of acute 
malnutrition in the June 2008 assessment, where a GAM 
rate of 18.1% (14.4-21.8) and a SAM rate of 3.5% (1.7-5.3) 
including seven oedema cases (0.9%; 0.3-1.6) were reported.  
The crude and under five mortality rates of 0.91 (0.16-1.34) 
and 1.78 (1.05-2.98) respectively, were Acceptable according 
WHO standards, although close to the Alert threshold. 

Preliminary results of the Shabelle riverine assessment 
reported a GAM rate of 10.8% (8.6-13.5) and a SAM rate of 
2.5% (1.4-4.4) that included seven (1.1%; 0.0-2.3) oedema 
cases, indicating no significant change from the June 2008 
assessment which reported a GAM rate of 13.7% (9.6-17.7) 
and SAM rate of 3.8% (1.8-5.9) including two (0.3%; 0.0-0.9) 
oedema cases.  Crude and under five mortality rates of 1.01 
(0.66-1.55) and 2.15 (1.17-3.94) were reported respectively, 
indicating an Alert situation (WHO standards) illustrating that 
an acute crisis continues in these regions. 

IDPs (N=667) Agro-pastoral (N=681) Riverine (N=638)
Indicator n % 95% CI n % 95% CI n % 95% CI
Child Malnutrition
Total number of households assessed for children 373 100 382 100 374 100
Total number of children assessed 667 100 681 100 638 100
Global Acute Malnutrition (WHZ<-2 or oedema) 82 12.3 9.7 – 15.5 85 12.5 10.6 – 14.6 69 10.8 8.6 – 13.5
Severe Acute Malnutrition (WHZ<-3 or oedema) 19 2.8 1.7 – 4.8 15 2.2 1.3 – 3.6 16 2.5 1.4 – 4.4
Oedema 7 1.0 0.2 – 1.9 3 0.4 0.0 – 1.0 7 1.1 0.0 – 2.3

Global Acute Malnutrition (WHO Anthro 2006) 83 12.4 9.4 – 16.3 89 13.1 10.7 – 15.8 68 10.7 8.4 – 13.4

Severe Acute Malnutrition (WHO Anthro 2006) 35 5.2 3.3 – 8.2 30 4.4 3.1 – 6.2 21 3.3 2.2 – 4.9

Global Acute Malnutrition (WHM<80% or oedema) 58 8.7 5.4 – 12.0 60 8.8 6.9 – 10.7 45 7.1 5.0 – 9.2
Severe Acute Malnutrition (WHM<70% or oedema) 10 1.5 0.3 – 2.7 6 0.9 0.2 – 1.5 9 1.4 0.2 – 2.6
Child Morbidity
Children reported ill in 2 weeks prior to assessment 319 47.8 40.3 – 55.4 257 37.7 29.5 – 46.0 312 48.9 41.7 – 56.1

Children reported with diarrhoea in 2 weeks prior to assessment 140 21.0 16.5 – 25.5 93 13.7 8.7 – 18.6 99 15.5 11.5 – 19.5

Children reported with ARI within two weeks prior to assessment 180 27.0 20.6 – 33.4 145 21.3 15.5 – 27.1 173 27.1 19.3 – 35.0
Children reported with febrile illness in 2 weeks prior to 
assessment 153 22.9 13.9 – 32.0 111 16.3 11.1 – 25.1 115 18.0 12.6 – 23.4

Children reported with suspected measles within one month prior 
to assessment 119 17.8 8.4 – 27.3 61 9.0 2.9 – 15.1 70 11.0 4.9 – 17.0

Immunization Status
Children immunised against measles 384 57.6 47.5 – 67.7 223 32.7 20.9 – 44.6 336 52.7 41.7 – 63.7
Children who have ever received polio vaccine 529 79.3 71.6 – 87.0 568 83.4 75.6 – 91.2 566 88.7 84.3 – 93.2
Children reported to have received vitamin A supplementation in 
last 6 months 374 56.1 46.2 – 65.9 389 57.1 44.9 – 69.3 326 51.1 37.6 – 64.6

Child Feeding & Household Dietary Diversity
Children (6-24) months reported to be breastfeeding 104 46.8 40.0 – 56.3 148 64.1 54.7 – 73.5 134 53.6 45.1 – 62.1

Households who reported to have consumed ≤3 food groups 15 4.0 1.0 – 7.0 29 7.6 2.5 – 12.7 9 2.4 0.0 – 4.9
Households who reportedly consumed ≥4 food groups 358 96.0 93.0 – 99.0 353 92.4 87.3 – 97.5 365 97.6 95.1 - 100
Women Health & Nutrition
Total women who are acutely malnourished 16 4.2 2.0 – 6.5 11 2.8 0.6 – 5.1 18 4.8 2.0 – 7.7

Pregnant women who are acutely malnourished (MUAC<23.0 cm) 15 16.7 (N=90) 10 13.2 (N=76) 13 17.6 (N=74)
Non pregnant women acutely malnourished (MUAC≤18.5 cm) 1 0.3 0.0 – 1.1 1 0.3 0.0 – 1.0 5 1.7 0.2 – 3.1
Women who received tetanus immunization 255 67.5 58.5 – 76.4 145 37.4 25.3 – 49.5 256 68.3 59.6 – 76.9
Mortality
0-5 Death Rate (U5MR) as deaths/10,000/ day 1.69 0.90 – 3.17 1.78 1.05 – 2.98 2.15 1.17 – 3.94
Crude Death Rate (CMR) as deaths/10,000/ day 0.70 0.37 – 1.34 0.91 0.16 – 1.34 1.01 0.66 – 1.55

Table 3. Summary of Shabelle Region Assessments Findings (Nov 2008)

10 There were about 488,088 internally displaced populations in the Afgoye corridor and in Merka during the assessment (OCHA, November 2008)
11 FSAU Nutrition Update, June 2008 
12 The alert threshold levels indicated by WHO are a CMR of 1 death/10,000 persons/day and an U5MR of 2 deaths /10,000 persons/day and CMR of 2 deaths 

10,000/day and <5MR of 4 deaths/10,000/day indicate emergency levels
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The proportions of children who had suffered from one or more 
communicable childhood diseases during the two weeks prior to 
the assessment were 47.8%, 37.7% and 48.9% in the assessed 
IDPs, agro-pastoral and riverine populations, respectively.  As 
illustrated in Table 3, the incidence of reported diarrhoea in 
IDPs, agro-pastoral and riverine populations (21.0%; 13.7% and 
15.5% respectively) in the two weeks prior to the assessment 
were high.  High incidences of ARI (27.0%, 21.3% and 27.1%) 
and febrile illnesses (22.9%, 16.3% and 18.0%) in the IDPs, 
agro-pastoral and riverine populations, respectively were also 
reported in the three livelihoods. These levels were consistent with 
seasonal morbidity patterns recorded from the health facilities.  
Rapid Diagnostic Tests (RDT) conducted for malaria, however 
reported very low (<1%) prevalence rates of 0.6% (N=1310), 
0.1% (N=1612) and 0.8% (N=1257) positive for Plasmodium 
falciparum in the IDPs, agro-pastoral and riverine populations 
respectively.  Analysis has shown a strong significant association 
between acute malnutrition and morbidity rates. Children who 
had been ill within two weeks prior to the assessment were more 
likely to be acutely malnourished (p<0.05).  For instance, in 
the riverine livelihood, children who had reportedly fallen ill 
were nearly 3 times more likely to be acutely malnourished than 
those who were well (RR=2.84; 1.54-5.26), and children who 
reportedly had diarrhoea were nearly 3.2 times more likely to 
be acutely malnourished than those who did not reportedly have 
diarrhoea (RR=3.2; 1.72-6.10).

Past studies have shown that vitamin A greatly improves the 
immunity of individuals, hence reducing the disease burden of 
a population.  However, as shown in table 3, polio and measles 
immunisation status as well as vitamin A supplementation status, 
were far below the WHO recommended coverage of 95%.  

While diseases have continued to predispose children to 
malnutrition, concern remains on access to clean water, 
sanitation, access to health services, low coverage of health 

programmes and poor child care and feeding practices.  With the 
exception of the IDPs, very low proportions of the households 
had access to clean drinking water (11.0% and 27.5%), a 
sanitation facility (28.8% and 48.1%) or health facility (20.7% 
and 26.2%) in the agro-pastoral and riverine, respectively. 
Even though interventions targeting the IDP population have 
significantly improved access to clean drinking water (74.5%), 
latrines (89.0%) and health facilities (55.2%), sustained efforts 
are required to provide further improvements and to mitigate the 
risks to morbidity and malnutrition

Although good Deyr ‘08/09 rains have been reported in 
the Shabelle regions resulting into favourable food security 
indicators, such as improved milk consumption, dietary diversity 
and increased agricultural produce among the riverine and agro-
pastoral populations, the prices for foods and other essential 
commodities, though declining, are still high, limiting access 
by the poor households.  Dietary diversity was reportedly high 
among all the three livelihood groups (96.0%, 92.4% and 97.6% 
in the IDPs, agro-pastoral and riverine groups respectively)

Overall the Shabelle IDPs, agro-pastoral and riverine populations 
have reported a sustained or improved (in the agro-pastoral) 
nutrition situation. The improved dietary diversity across the three 
livelihood groups is undoubtedly a contributing factor. Other 
influences include a controlled AWD outbreak and increased 
humanitarian support, such as cash for work programmes and 
food assistance. These factors have led to a stabilisation of the 
nutritional situation. However, issues of child care and feeding 
practices continue to compromise the nutritional status of 
children, as is the access to sanitation and clean water in the 
agro-pastoral and riverine population. The IDP population, 
despite showing a slight improvement in the nutrition levels, 
still face a precarious situation. This demonstrates the need 
for continued support to the IDPs who have recently fled the 
increased insecurity in Mogadishu and surrounding areas.

RegIoNAL NUTRITIoN AND HeALTH CLUSTeRS’ MeeTINg IN DjIBoUTI 
NoVeMBeR 25TH - 27TH, 2008

A Horn of Africa regional health and nutrition cluster coordination was convened by the two global clusters in Djibouti between the 25th and 
27th November 2008. The meeting aimed at improving the effectiveness of the humanitarian health and nutrition response to the food crisis 
in the Horn of Africa by sharing best practices out of the on-going countries responses and developing a common strategic approaches and 
interventions framework to identify vulnerable groups, and provide appropriate responses. The participants came from the UN Agencies (WHO, 
UNICEF, FAO), International NGOs, National NGOs, Red Cross and Crescent, global and regional clusters, and representatives from the MoH 
from the countries of the Horn of Africa: Djibouti, Ethiopia, Kenya, Somalia and Uganda. 

The region was noted to experience diverse and complex humanitarian situations ranging from conflict, drought, population movement (due to 
either insecurity or environmental factors), critical levels of acute malnutrition and high disease prevalence. The recent inflation and the obvious 
implication on food prices (e.g. 300% cereal increases in Eritrea) was noted to worsen an already dire situation. This leads to the need for 
shorter term and medium level strategies to the crises. Development of multi-sector strategies was underscored.

Experiences from the Uganda, Eritrea and Djibouti pastoral interventions reported a successful delivery of an integrated response package 
which can be replicated in other similar settings. Mobile teams with EPI, nutrition screening/intervention, treatment drugs, ORS services etc 
are dispatched to reach out the highly mobile populations. Training, micro-planning, arrangement for supplies and logistics are jointly and 
comprehensively done. This strategy seems costly but through the economies of scale concept, particularly in the costs for planning, training, 
staff and logistics, its worth for consideration. 

The NIPHORN project’s initiative of harmonising the nutrition data collection processes across countries through capacity strengthening and 
provision of basic resources was commended and noted as a strategy for consideration by the health stakeholders. The analysis of “who is 
doing what  where” against nutrition vulnerability mapping by the Somalia Nutrition Cluster, was also noted to significantly enhance the advocacy 
for the response gaps. Further, the Somalia Nutrition Cluster experiences were highlighted with significant progress having been made in 
fundraising, intervention coverage versus gap analysis, and strategy development and coordination decentralisation amongst others, amidst 
security and resource challenges to the programmes. 
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Table 4: Results of Survey Quality Checks

 Bossaso IDPs Addun Hawd 

Digit Preference-Weight Digit 0+, Digit 5+ None None 

Digit Preference-Height None None None 

Age preference 14,26,48 13,30,42, 59 58 

SD of WHZ 1.05 1.15 1.17 

Skewness of  WHZ 0.35 0.40 0.55 

Kurtosis of WHZ 1.05 1.20 1.97 

Percent of flags 0.8% 1.6% 2.3 

Age grps (6-29) No bias No bias No bias 

Age Groups(30-59) No bias No bias No bias 

Sex Ratio (M/F) 0.98 0.99 1.14 

!

Digit preference DP for weight 

and height: Indicates how 

accurately children were 

weighed and when done 

correctly there shouldn’t be any 

digit preference. This normally 

occurs when enumerators round 

to the nearest cm/kg or half 

cm/kg. The signs; +, ++, +++ 

indicate if there was any DP for 

a number and if it was, mild, 

moderate or severe, 

respectively. 

Standard Deviation (SD) of 

WHZ: Indicates whether there 

was a substantial random error 

in measurements. In a normal 

distribution the SD is equal to 

+1, but shod lie between 0.8 and 

1.2 Z score. SD increases as the 

proportion of erroneous results 

in the dataset increases. 

Skewness of WHZ: This is a 

measure of degree of 

asymmetry of the data around 

the mean. A normal distribution 

is asymmetrical and has zero 

skewness and should lie 

between +1 or -1. Positive 

skewness indicates a long right 

tail and negative skewness 

indicates a long left tail. 

Kurtosis of WHZ: This 

demonstrates the relative 

peakedeness or flatness 

compared to a normal 

distribution. The normal 

distribution has zero kurtosis and 

surveys should lie between +1 

and -1.Positive kurtosis indicates 

a peaked distribution while 

negative is a flat one. 

Percent of flag: Flags are 

measurements that are highly 

unlikely to occur in nature and 

are therefore highlighted by 

measurements’ software. These 

incoherent measurements 

should be corrected or discarded 

prior to analysis 0% flags is ideal 

but should be less that 2-3% of 

children measured. 

Age distribution: This allows 

for a view of the 

representativeness of the 

sample, and should be similar to 

the distribution within the 

population. Age bias is of 

particular concern for 

anthropometry. As younger age 

(6-29) children are more likely to 

malnourished than the older age 

group (30-59), this means under 

representation of the younger 

age group may give lower 

prevalence than the actual one 

and vice versa. The age ratio 

allows a view of this relationship 

and should be between 0.78 and 

1.18 with an ideal ration of 0.98. 

Sex ratio: Allows a view of the 

representativeness of the 

sample and should be similar to 

the distribution within the 

population. This should not vary 

too much from the expected sex 

ration and should lie between 

0.8 and 1.2 

 

 

!!

Bossaso IDPs Addun Hawd

Digit Preference-Weight Digit 0+, Digit 5+ None None

Digit Preference-Height None None None

Age preference 14,26,48 13,30,42, 59 58

SD of WHZ 1.05 1.15 1.17

Skewness of  WHZ 0.35 0.40 0.55

Kurtosis of WHZ 1.05 1.20 1.97

Percent of flags 0.8% 1.6% 2.3

Age grps (6-29) No bias No bias No bias

Age Groups(30-59) No bias No bias No bias

Sex Ratio (M/F) 0.98 0.99 1.14

* Note Shabelle results will be reported in the next issue of the Nutrition Update (Data unavailable at the time of release of this publication).
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 Physical address: Kalson Towers, Parklands, Nairobi. Postal address: PO Box 1230, Village Market, Nairobi, Kenya
Telephone: +254-20-3741299, 3745734, 3748297.  Fax: +254 20 3740598 General email: fsauinfo@fsau.or.ke
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