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IDP NUTRITION & MORTALITY MONITORING SYSTEM (NMS)

MONTHLY REPORT 5

REPORT ISSUED: 08/11/2017

This is the fifth report from the Concern Somalia Nutrition & Mortality Monitoring System (NMS),

which covers 20 IDP camps in the Afgoye Corridor, near to Mogadishu. A team of community health

workers, closely supported and supervised by Concern nutrition staff, is collecting monthly data on

resident households and new arrivals. The system was designed and is being implemented in

partnership with University College London (UCL). 1,2

This report describes data collected between the 10th and 30th September 2017 (Round 18) and the

trend in key child indicators since April 2017. As the acute crisis has reduced in severity and to

streamline reporting, in this report we only present data on child indicators. All children within the

selected camps were exhaustively sampled for the NMS.

September was marked by the arrival of a large number of new IDP in Ceeldhere camp, including 109

children aged 6-59 months. All the new arrivals had come from the Lower Shabelle region. Within

Lower Shabelle, 79% of new arrivals came from Kuntuwarey District, with smaller numbers coming

from Sablale, Qoryoley, and Afgoye districts.

The overall prevalence of proxy Global Acute Malnutrition (GAM by MUAC) in children 6-59 months

during September was 5.8 % (Table 1). This is a marked improvement since July and the overall

prevalence is now less than 6%, the threshold proposed by the IPC for defining an Acceptable

situation.3 MAM has also reduced since July and was seen in 4.3% of children, and there was a

marked decline in SAM. However, the prevalence of GAM by MUAC in new arrivals is still Critical

(over 10.9 %) and continued work to reduce and control acute malnutrition remains important. Two

case of nutritional oedema were observed in September.

The trend in GAM by MUAC within each of the camps covered by the NMS is shown in Figure 1. The

thresholds for the ‘Extreme Critical’ (17%) and ‘Critical’ (11%) classifications proposed by the UN

Integrated Phase Classification system are indicated by red dashed lines.3 While the trend in all

camps is encouraging, 3 of the camps with a high proportion of new arrivals (Gurban, Rabi Yasir, and

Ceeldhere) continue to have a prevalence of GAM by MUAC above the ‘Critical’ level.

1 The system was developed as part of a DFID funded research study on the use of cash transfers. It was adapted and

expanded in May 2017 to help monitor the public health and nutrition impact of the current emergency.
2 A map showing the location of the camps included in the NMS is available in NMS Report 2, June 2017
3 IPC Global Partners. Addendum to IPC Technical Manual Version 2.0 IPC: Tools and Procedures for Classification of Acute
Malnutrition. Rome: 2016.
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Table 1: Prevalence of GAM by MUAC and SAM by MUAC in Children, aged 6-59 months, in IDP

Camps Covered by the NMS - September 20171

IDP
Arrival
Date

Total
Number of

children
(6-59 months)

Global Acute
Malnutrition

(MUAC < 12.5 cm
or oedema)

Change in
GAM since
previous
month

Moderate Acute
Malnutrition

(MUAC < 12.5 cm
& ≥ 11.5) 

Severe Acute
Malnutrition

(MUAC < 11.5 cm
or oedema)

> 3
months
ago

828
39 31 8

4.7 % - 0.3 % 3.7 % 1.0 %

≤ 3 
months
ago

163
18 12 6

11.0 % - 6.9 % 7.4 % 3.7 %

Total 991
57 43 14

5.8 % - 3.5 % 4.3 % 1.4 %

1Table shows N and row percentages

Figure 1: Trend in GAM Prevalence by IDP Camp - April to September 2017

1 Three camps with populations less than 20 children 6-59 months (Zabiid, Al-Rahma, and Gumysidid) have been omitted from the graph

to improve clarity.
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Table 2 shows the coverage of the selective feeding programmes (OTP and SFP). 50% of children with

SAM by MUAC and 54% of children with MAM by MUAC were enrolled in a programme. Although

the overall case load has fallen since August, selective feeding programme coverage has also fallen

and is much lower than the >90% target set by the Sphere Minimum Standards for emergency

affected populations4

Table 2: Coverage of Selective Feeding Programmes for Children, Aged 6-59 months, with MAM by

MUAC or SAM by MUAC - September 2017

Moderate Acute Malnutrition Severe Acute Malnutrition

IDP
Arrival
Date

Cases
(MUAC

< 12.5 cm
& ≥ 11.5) 

Number and
proportion in

OTP or SFP

> 90%
Coverage

Target
Achieved

Cases
(MUAC

< 11.5 cm or
oedema)

Number and
Proportion in

OTP

> 90%
Coverage

Target
Achieved

> 3
months
ago

31
20 / 31

NO 8
4 / 4

NO
65 % 50 %

≤ 3 
months
ago

12
3 / 12

NO 6
3 / 3

NO
25 % 50 %

Total 43
23 / 43

NO 14
7 / 14

NO
54 % 50 %

To investigate the reasons why the coverage of selective feeding programmes is so low Mothers

were asked what was the main reason for the child not attending (table 3). The top two reasons

given were lack of knowledge about the available programmes and about malnutrition. Relapse was

also given as a common reason. 11/15 (73%) of the mothers who stated that lack of knowledge was

the reason for non-attendance were new arrivals in September, so this would have been the first

CHW home visit. This finding supports the view that the monthly CHW visits conducted for the NMS

are an important mechanism for health and nutrition information dissemination.

Table 4 shows that overall measles vaccination coverage, as reported by carers, has fallen slightly to

82% in the population of IDP children who had been enrolled while aged 6-59 months. Vaccination

record cards were possessed by only 6.6 % of caretakers overall in September, a fall of -1.5

percentage points since August.

4 The Sphere Project Humanitarian Charter and Minimum Standards in Humanitarian Response states that a
measles vaccination coverage of less than 90% is inadequate to prevent an outbreak and a mass campaign
should be launched. Upon completion of a measles vaccination campaign at least 95 per cent of children aged
6 months to 15 years should have received vaccination. http://www.spherehandbook.org/en/essential-health-
services-child-health-standard-1-prevention-of-vaccine-preventable-diseases/



NMS Monthly Report Page 4 of 7

Table 3: Reasons given by the Carer for Non-attendance at Selective Feeding Programmes for

Children, Aged 6-59 months, with MAM by MUAC or SAM by MUAC - September 2017

Reason N %

Lack of knowledge about IMAM program 7 25

Lack of knowledge about malnutrition 6 21

Relapsed 5 18

Rejected from admission because of nonresponse 2 12

Opportunity cost of attendance 2 7

Lack of knowledge about admission criteria 2 7

Believe that the child will vomit if given RUTF 1 4

Believe that the child will have diarrhoea if given RUTF 1 4

Defaulter 1 4

Not known 1 4

Total 28 100

Table 4: Measles Vaccination Coverage in Children aged 6-59 months at enrolment – All Camps

Vaccinated Against Measles

Jun 2017
(R15)

Jul 2017
(R16)

Aug 2017
(R16)

Sep 2017
(R18)

Change
(% points)

90%
Coverage
Achieved

All IDP
1,047/1,645 1,097/1,597 1,134/1,350 1,145/1,398

63.7 % 68.7 % 84.0 % 81.9 % - 2.1 % NO

Figure 2 shows that coverage improved in most of the camps for which trend data is available.

However, coverage dropped markedly in Ceeldhere where there were 109 new arrivals aged 6-59

months in September. In these new arrivals vaccination coverage was only 27%. Continued efforts

are therefore required to achieve the minimum coverage target of 90%, especially in new arrivals.5

5 The Sphere Project Humanitarian Charter and Minimum Standards in Humanitarian Response states that a
measles vaccination coverage of less than 90% is inadequate to prevent an outbreak and a mass campaign
should be launched. Upon completion of a measles vaccination campaign at least 95 per cent of children aged
6 months to 15 years should have received vaccination. http://www.spherehandbook.org/en/essential-health-
services-child-health-standard-1-prevention-of-vaccine-preventable-diseases/
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Figure 2: Trend in Measles Vaccination by Camp

1 Three camps with populations less than 20 children 6-59 months (Zabiid, Al-Rahma and Gumysidid) have been omitted from the graph to

improve clarity.

The prevalence of current suspected measles infection is detailed in Table 5. In September, the point

prevalence of suspected infection remained stable at below 1%.

Table 5: Number of Suspected Measles Infections and Point Prevalence in Children aged 6-59

months at Enrolment

Monitoring Period

May 2017
(R14)1

Jun 2017
(R15)

Jul 2017
(R16)

Aug 2017
(R17)

Sep 2017
(R18)

Count and
Prevalence

Count and
Prevalence

Count and
Prevalence

Count and
Prevalence

Count and
Prevalence

Change
(% points)

63 / 900 110 / 1,532 10 / 1,354 4 / 1,145 5 / 1,188

7.0 % 7.2 % 0.7 % 0.4 % 0.4 % 0.0 %

1The measles questionnaire was introduced during data collection in May and data was not available from all camps
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Table 6 shows that 4% of children had suffered from diarrhoea in the last 2 weeks, with 0.5%

experiencing bloody diarrhoea and none being hospitalised for AWD/Cholera. The period prevalence

has reduced substantially since August.

Table 6: Diarrhoea Cases and Two Week Period Prevalence in Children aged 6-59 months at

Enrolment

Date of Arrival
in IDP Camp

Monitoring Period

Aug 2017 (R17) Sep 2017 (R17)

Count
Period

Prevalence
Count

Period
Prevalence

> 3
months
ago

Diarrhoea 32 / 730 4.4 % 37 / 1,048 3.5 %

Bloody Diarrhoea 14 / 730 1.9 % 6 / 1,048 0.6 %

Hospitalised for
AWD/Cholera

5 / 730 0.7 % 0 / 1,048 0.0 %

Any Diarrhoea 51 / 730 6.9 % 43 / 1,048 4.1 %

≤ 3 
months
ago

Diarrhoea 55 / 460 12.0 % 2 / 163 1.2 %

Bloody Diarrhoea 15 / 460 3.3 % 0 / 163 0.0 %

Hospitalised for
AWD/Cholera

11 / 460 2.4 % 0 / 163 0.0 %

Any Diarrhoea 81 / 460 17.6 % 2 / 163 1.2 %

Total

Diarrhoea 87 / 1,190 7.3 % 39 / 1,211 3.2 %

Bloody Diarrhoea 29 / 1,190 2.4 % 6 / 1,211 0.5 %

Hospitalised for
AWD/Cholera

16 / 1,190 1.3 % 0 / 1,211 0.0 %

Any Diarrhoea 132 / 1,190 11.1 % 45 / 1,211 3.7 %

As reported in Table 7 below, the under-five death rates has decreased markedly over the last 3

months with only one death reported in the last month. The rates are now below the emergency

threshold.6

However, as vaccination coverage remains below target levels and the prevalence of GAM by MUAC

remains very high in new arrivals, mortality rates may rise again in the short to medium term if

efforts toward treating GAM, vaccination, and other lifesaving activities are not prioritized.

6 http://www.spherehandbook.org/en/essential-health-services-standard-1-prioritising-health-services/
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Table 7: Under 5 Death Rate (U5DR) in IDP Camps Covered by the NMS in 2017

Indicator

Monitoring Period1

May - June
(R15)

Jun - Jul
(R16)

Jul - Aug
(R17)

Aug - Sep
(R18)

Deaths in children
<5 years

27 24 8 1

Under Five Death
Rate3 (U5DR)
deaths/10,000/day

5.5 4.7 1.7 0.3

1 Recall periods/days of exposure are calculatd individually for each IDP depending on the dates when they were

interviewed.
2 Threshold levels for CDR2,3 are: 1/10,000,day = Emergency; 2/10,000/day = Out of control
3 Threshold levels for U5DR are: 2/10,000,day = Emergency; 4/10,000/day = Out of control

Source: Humanitarian Charter and Minimum Standards in Humanitarian Response; Essential health services standard 1

http://www.spherehandbook.org/en/essential-health-services-standard-1-prioritising-health-services/

and Interpreting and using mortality data in humanitarian emergencies, Checchi and Roberts (2005)

http://odihpn.org/wp-content/uploads/2005/09/networkpaper052.pdf
3 The CDR recorded in the camps in June and July was consistent with IPC Phase 4. The U5DR was consistent with IPC Phase

5.

Conclusions and Recommendations

 There is a continuing high prevalence of GAM and SAM by MUAC in new arrivals. The new

arrivals originate from the Kuntuwarey, Sablale, Qoryoley, and Afgoye districts of Lower

Shabelle, and there is a clear need to strengthen vaccination and selective feeding programs in

these areas. Where necessary, the use of mobile vaccination clinics should be considered.

 There are varied reasons for non-attendance of children at selective feeding programmes within

the IDP camps covered by the NMS, but lack of knowledge about malnutrition and the available

programmes were found to be the two most important in new arrivals. Enhanced outreach and

communication is therefore needed to improve programme coverage, especially amongst new

arrivals. Programme criteria for rejecting admissions and treating children who have relapsed

should also be reviewed.

 Vaccination coverage has improved sharply during the last month but the coverage achieved is

still not yet meeting recommended levels in most camps and continued efforts are required to

meet international targets.

 Mortality rates have decreased since last month and both the CDR and U5DR are now below

emergency thresholds. However, continued monitoring is essential.

 Food assistance programmes should be continued to ensure household food security for all IDPs.


