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The coordinating body for nutrition herein referred to as the Nutrition Cluster under the leadership of 

UNICEF, mandated by the Inter-Agency Standing Committee (IASC) for emergency nutrition response 

during a humanitarian crisis,  is hereby calling all UN agencies, national and international NGOs, 

governments and donors, to act quickly in response to the acute food insecurity and nutritional crisis in 

parts of Northern Kenya and Ethiopia, and the famine situation in the two regions of Southern Somalia. 

 

1. Regional Overview 

 

Recurrent drought resulting from consecutive years of inadequate rains, poor harvests, soaring food prices 

and the ongoing armed conflict in Somalia, have resulted in acute food shortage in parts of Kenya and 

Ethiopia and famine in Southern Somalia.  Large population movements due to drought and insecurity 

(mainly in Somalia); very poor access to water and sanitation facilities; very poor access to health care; 

inadequate feeding practices (mainly for infants and young children); reduced access to food for pregnant 

and lactating women as well as the entire population have all contributed to further exacerbating the 

already poor nutrition situation in the affected parts of these countries. 

 

2. How bad is the Nutrition Situation in Somalia? 

 

In Somalia, a total of 3.7 million people are affected. The most recent nutrition surveys have shown that 

the prevalence of Global Acute Malnutrition (GAM) ranged from 23.8%-55% (the emergency cut-off 

point is 15% and 30% is an alarming rate). The severe form of acute malnutrition (SAM) ranged 

5.9%-29.8% (which is exceptionally high as a SAM rate of 5% is already worrying….). In the Southern 

regions, the GAM levels have reached levels for declaring famine (exceeding 30% and in some cases 

are as high as 55%).  
 

Famine has been declared in two regions of Bakool and Lower Shabelle where levels of acute 

malnutrition rates exceeds 30 per cent or more than 2 people per 10,000 die per day and the 

population are not able to access 2,100 calories per day. Other parts of southern Somalia are on the 

brink of famine. Malaria and measles epidemics are also expected to be a factor when the rains come in 

October. No improvement is expected before the end of this year when the next harvest is due. 

 

Massive numbers of people (mainly women and children) are desperately heading to urban centers within 

the country and across the border in order to seek assistance. It is estimated that a total of nearly 135,000 

Somalis have fled their country since January mainly due to the drought and conflicts- an average of 

1,300 and 1,700 Somalis are arriving in Ethiopia and Kenya respectively on a daily basis.  An 

additional 15,300 people have been displaced into Mogadishu from other regions since the beginning of 

July.  
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3. Are Kenya and Ethiopia also in Famine? 

 

The arid and semi-arid lands of Kenya have reported rates of Global Acute Malnutrition (GAM) of 

15%. This was reported in a number of districts and GAM rates are at more than 30% in Mandera 

and Turkana districts. Rates of severe acute malnutrition (SAM) of up to 8% were reported in some 

of the northern districts. These rates are well above levels that are expected at this time of the season. 

The situation is also alarming in the Dadaab refugee camp where more it is difficult for the humanitarian 

community to cope with new arrivals. Available information indicates that acute malnutrition rate remains 

very high in the refugee camps especially among the new arrivals. 54,000 people have arrived in 

Ethiopia and 68,000 in Kenya refugee camps since January 2011. There is further indication that 

Northern Kenya has many affected districts with severe food security crisis and a population in 

need of life saving interventions. 

 

Ethiopia has been prone to drought and famine for decades. The current cause of increased food 

insecurity and elevated rates of acute malnutrition is a result of the La Nina (failed rains) effect, as well as 

the global food price crisis. Based on the on-going monitoring being done by the Government and 

nutrition partners in ninety woredas/districts, the most affected regions are in the Eastern and Southern 

regions: Somali, Oromiya, and Southern Nations Nationalities and Peoples (SNNP).  

 

As part of the monitoring, 23 standard nutrition surveys conducted in crop producing and pastoral hotspot 

woredas/districts have established that Global Acute Malnutrition (GAM) rates are ranging from 3.8 per 

cent in Habru Woredas in Amhara Region to 25.5 per cent in Medawolabu in Oromiya region. Only 

6 out of 23 of the surveys have shown results that can be classified as „normal‟; 1 rated as poor; 14 

serious and 2 as “critical”. Crude Mortality Rate and under five mortality rate were found normal in 

all the 23 surveys compared to the national average and Sphere emergency cut-off thresholds.  However, 

all nutrition surveys in Somali, Oromiya and SNNPR have shown elevated levels of GAM, thus requiring 

a scaling up of the existing response for the management of acute malnutrition. Thus, just like the 

situation in Kenya, the affected woredas/districts have severe food security crisis and a high number of 

people in need of life saving interventions in Southern Ethiopia. 

 

Refugees in Ethiopia - Dolo Odo camp in the Somali region has approximately 115, 000 refugees from 

Somalia. Partners working in the refugee camps including UNHCR (responsible for the overall 

coordination in the refugee camps) are in urgent need of additional support. Nutrition indicators are much 

worse here than the rest of Ethiopia with 30% Moderate Acute Malnutrition (GAM) and 12% Severe 

Acute Malnutrition (SAM). 

 

Therefore all in all, in about 90 Woredas (districts) in Ethiopia and the Northern districts of Kenya, a 

severe food security crisis and large numbers of the population are in need of lifesaving assistance 

interventions; however, famine is not predicted outside Southern Somalia. 

 

4. How do we ensure that the existing response capacity is consolidated and nutrition 

programme are scaled up to prevent acute malnutrition and reduce/treat the high number 

of acutely malnourished children?  

 

In Somalia, it is estimated that a caseload of between around 850,000 and 1.1 million children under 5 

years of age) need to be treated for malnutrition in 2011 with at least 250,000 children with SAM 

and 600,000 children with MAM.   More than 80% of them are located in the south of the country. 

 

More than 35,000 severe acute malnutrition cases (15%) and more than 68,000 moderate acute 

malnutrition cases (15%) have been treated as of May 2011, with expectations of 90% and 70% 
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coverage to be reached by September for severe and moderate malnutrition respectively. The 

increasing rates of malnutrition however put a major pressure on existing treatment facilities. The 

nutrition cluster also plan to provide supplementary food for all children as a preventive measure 

as well as the scale up of high impact interventions as deworming, vitamin A supplementation, 

promotion, support and protection of optimal infant and young child feeding.  

 

Due to problems of access and insecurity, most of the international agencies have limited access and 

coverage of the nutrition interventions and capacity to monitor and supervise interventions is limited in 

many areas. Presently, much of the nutrition programme is being implemented by national NGOs who do 

not have capacity to ensure good quality of programme. In order to quickly scale up programmes and 

avert further increase in acute malnutrition and excess mortality, nutrition partners are called upon to 

communicate to the national nutrition cluster coordinator the additional targets that they would be able to 

reach in terms of both geographical and programmatic presence so that gap areas of emergency nutrition 

response are filled and lives are saved. 

 

In Ethiopia, it is projected that a total of 300,000 children are suffering from SAM and more than 

708,921 suffering from MAM from Jan-Dec 2011, thus in need of support. Despite the very significant 

scale up of access to treatment of SAM in the last years in Ethiopia, from January to May 2011, the 

Nutrition partners have reached around 119,600 children with SAM (37% of the annual targets). The 

programme that manages and prevents acute malnutrition are currently being integrated and implemented 

through existing government structures. Given the recurrent drought and high levels of acute malnutrition 

in Ethiopia, capacity of government has been steady developed to implement nutrition programme. 

However, scale up of CMAM programme and high impact nutrition interventions will need collaboration 

of the NGO partners in support of government in the highly vulnerable areas. 

 

In Kenya, it is estimated that 65,000 children under 5 are suffering from severe acute malnutrition 

(SAM), 320,000 from moderate acute malnutrition (MAM), and that a further 90,000 pregnant and 

lactating women also suffer from undernutrition in the affected districts. Already more than 80% of the 

Ministry of Public Health facilities have integrated nutrition activities for the treatment of 

undernutrition. However, more than 60% of the estimated children with SAM and MAM are still to be 

reached. The current food and nutrition insecurity however requires an extension of these activities to 

more districts and to more areas within the already covered districts through outreach activities.  

 

At the same time, there is a need to ensure the scale up and improved coverage of high impact 

interventions aimed at preventing further deterioration of the situation, including: Promotion, protection 

and support of optimal infant and young child feeding, with a focus on exclusive breastfeeding and 

adequate feeding for young children; Supplementation of essential micronutrients such as iron, 

zinc, vitamin A, etc., either directly or through health or food aid programs. 

 

5. What other complimentary interventions are needed to ensure increase in acute 

malnutrition and excess mortality are prevented? 

 

Adequate food for the general population is urgently needed while access to safe water and health and 

bringing these services to the most affected populations within Somalia will be complimentary to the 

efforts of the nutrition partners. For this reason, children and their families need an integrated package 

intervention consisting of food, health services (specifically measles immunization and provision of 

primary health care services, and prevention and control of expected disease outbreak), clean 

water, hygiene and sanitation services, nutrition, and an adequate level of care and protection: 

Without this, we stand to witness increased risk of moderate and severe acute malnutrition and 

mortality as acute malnutrition is strongly associated with death.  

 



 

4 

 

 

6. What is needed to ensure effective Nutrition Sector/Cluster coordination? 

 

The scaling up of programmes in Somalia, Kenya and Ethiopia requires increased capacity and 

presence of key partners (including government counterparts) to implement programmes that 

prevent/treat acute malnutrition among children, women and elderly. Currently, the presence of nutrition 

partners on the ground and the capacity they have do not match the need on the ground. 

 

The capacity of governments and national NGOs to implement nutrition programmes varies across and 

between countries. For effective scale up, NGOs must have in place staff who have skills to support the 

capacity on the ground for Community Based Management of Acute Malnutrition (CMAM) 

programming, Infant and Young Child Feeding (IYCF) programming and are able to deliver vital 

nutrition services where people need them.  The Nutrition partners and donors are urged to develop 

response plans which include a strong capacity component and skill transfer capabilities. 

 

In all countries, the targets for CMAM treatment has been increased based on current levels of acute 

malnutrition, and the estimated affected population. However, there is no indication of concrete 

commitment from the nutrition partners (with exception of a few) on areas and targets that each agency 

will cover, and no detailed scale up plans with commitments and targets by agency. It is therefore 

important nutrition partners to concretely indicate what they are accountable for within the wider 

nutrition response plan.  
 

Currently, the nutrition response plans from the three countries have some indication of funding 

requirements. There is clarity from the cluster lead agency in terms of staffing and supplies, as well as 

financial requirement; however, presenting a consolidated plan that also has outlines of financial 

requirement will require collaboration of the all nutrition partners.  Thus partners and the country 

cluster coordination team are urged to consolidate a costed cluster plan as this will facilitate global 

level advocacy for donor funding. 

 

Provision of nutrition supplies in a timely manner is important part of the emergency response. The two 

UN agencies (UNICEF and WFP) should both ensure that the needed supplies are mobilized and 

delivered with limited breakdown in pipeline. Consolidation of the entire supplies needs for the 

nutrition response plan and targets should also capture supplies being provided by other partners besides 

the two UN agencies as this will allow the partners mandated for the provision of those specific supplies 

to plan ahead and avoid breakdown in pipeline.  

 

There seems to be good amount of information being collected from all the three countries although the 

quality of the nutrition surveys varies from one country to another. Given the high rates of GAM, it is 

imperative that systematic and good quality nutrition surveys are continuously generated to ensure the 

situation is routinely monitored and impact of the interventions are also assessed. Of equal importance is 

the need to ensure quality of these surveys and encourage collective ownership of the information 

being generated by the nutrition partners and have shared view on the need and other related 

advocacy messages on the nutrition response. 

 

Both Ethiopia and Kenya have Information Managers attached to the sector/cluster, while Somalia is 

recruiting an Information Manager, thus the collation and sharing of cluster/sector information should 

further improve. However, of equal importance is the ability and willingness of the Nutrition partners to 

collect the information and submit this in a timely manner to the body that collates this information. Thus 

we appeal to partners to collaborate in the standardization, the collection and collation the relevant 

information needed for the sector/cluster.  The country Nutrition sector/cluster coordination team 
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should strive to ensure that the consolidated information is disseminated and shared in a timely 

manner with partners to facilitate monitoring, decision making and planning.   


