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Summary Table of Findings
Multiple Indicator Cluster Surveys (MICS) and Millennium Development Goals (MDG) Indicators, Northeast 
Zone, Somalia 2011.

Topic MICS4 
Indicator 
Number

MDG 
Indicator 
Number

Indicator Value and Units

NUTRITION

Breastfeeding and 
infant feeding

2.4 Children ever breastfed 88.8 per cent

2.5 Early initiation of breastfeeding 56.0 per cent

2.6 Exclusive breastfeeding under 6 months 4.8 per cent

2.7 Continued breastfeeding at 1 year 42.5 per cent

2.8 Continued breastfeeding at 2 years 24.0 per cent

2.9 Predominant breastfeeding under 6 months 26.9 per cent

2.10 Duration of breastfeeding 14.5 months

2.11 Bottle feeding 48.3 per cent

2.12 Introduction of solid, semi-solid or soft foods 35.4 per cent

2.13 Minimum meal frequency 57.0 per cent

2.14 Age-appropriate breastfeeding 18.2 per cent

2.15 Milk feeding frequency for non-breastfed 
children

26.8 per cent

Vitamin A 2.17 Vitamin A supplementation (children under age 
5)

26.8 per cent

Infants weighed at 
birth

2.19 Infants weighed at birth 3.5 per cent

CHILD HEALTH

Vaccinations 3.1 Tuberculosis immunization coverage 16.6 per cent

3.2 Polio immunization coverage 8.3 per cent

3.3 Immunization coverage for diphtheria, pertussis 
and tetanus (DPT)

7.2 per cent

3.4 4.3 Measles immunization coverage 16.6 per cent

Tetanus toxoid 3.7 Neonatal tetanus protection 27.3 percent

Care of illness 3.8 Oral rehydration therapy with continued feeding 23.9 per cent

3.9 Care seeking for suspected pneumonia 35.1  per cent

3.10 Antibiotic treatment of suspected pneumonia 48.5 per cent

Solid fuel use 3.11 Solid fuels 97.6 per cent
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Malaria 3.12 Household availability of insecticide-treated nets 
(ITNs)

30.1 per cent

3.13 Households protected by a vector control 
method

30.6 per cent

3.14 Children under age 5 sleeping under any 
mosquito net

26.1 per cent

3.15 6.7 Children under age 5 sleeping under insecticide-
treated nets (ITNs)

25.3 per cent

3.16 Malaria diagnostics usage 19.5 per cent

3.17 Antimalarial treatment of children under 5 the 
same or next day

8.7 per cent

3.18 6.8 Antimalarial treatment of children under age 5 19.8 per cent

3.19 Pregnant women sleeping under insecticide-
treated nets (ITNs)

21.4 per cent

3.20 Intermittent preventive treatment for malaria 1.6 per cent

WATER AND SANITATION

Water and 
sanitation

4.1 7.8 Use of improved drinking water sources 51.9 per cent

4.2 Water treatment 6.0 per cent

4.3 7.9 Use of improved sanitation 64.8 per cent

4.4 Safe disposal of child's faeces 72.6 per cent

4.5 Place for handwashing 78.5 per cent

4.6 Availability of soap 58.8 per cent

REPRODUCTIVE HEALTH

Contraception and 
unmet need

5.3 5.3 Contraceptive prevalence rate 2.6 per cent

5.4 5.6 Unmet need 11.4 per cent

Maternal and new-
born health

Antenatal care coverage

5.5a At least once by skilled personnel 24.2 per cent

5.5b 5.5 At least four times by any provider 3.3 per cent

5.6 Content of antenatal care 15.7 per cent

5.7 5.2 Skilled attendant at delivery 38.4 per cent

5.8 Institutional deliveries 12.7 per cent

5.9 Caesarean section 2.1 per cent

CHILD DEVELOPMENT

Child development 6.1 Support for learning 57.5 per cent

6.2 Father’s support for learning 34.6 per cent

6.3 Learning materials: children’s books 0.6 per cent

6.4 Learning materials: playthings 8.4 per cent

6.5 Inadequate care 29.4 per cent

6.6 Early child development index 34.9 per cent

6.7 Attendance to early childhood education 1.7 per cent

Topic MICS4 
Indicator 
Number

MDG 
Indicator 
Number

Indicator Value and Units
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Topic MICS4 
Indicator 
Number

MDG 
Indicator 
Number

Indicator Value and Units

EDUCATION

Literacy and 
education

7.1 2.3 Literacy rate among young women age 15-24 
years

36.1 per cent

7.2 School readiness 22.7 per ernt

7.3 Net intake rate in primary education 16.5 per cent

7.4 2.1 Primary school net attendance ratio (adjusted) 43.4 per cent

7.5 Secondary school net attendance ratio(adjusted) 14.9 per cent

7.6 2.2 Children reaching last grade of primary 74.5 per cent

7.7 Primary completion rate 50.3 per cent

7.8 Transition rate to secondary school 47.6 per cent

7.9 Gender parity index (primary school) 0.87 ratio

7.10 Gender parity index (secondary school) 0.61 ratio

CHILD PROTECTION

Child labour 8.2 Child labour 26.2 per cent

8.3 School attendance among child labourers 41.2 per cent

8.4 Child labour among students 28.7 per cent

Child discipline 8.5 Violent discipline 75.2 per cent

Early marriage and 
polygyny

8.6 Marriage before age 15 women age 15-49 years 12.1 per cent

8.7 Marriage before age 18 women age 20-49 years 38.1 per cent

8.8 Young women age 15-19 currently married or in 
union

11.8 per cent

8.9 Polygyny women age 15-49 years 19.8 per cent

8.10 Spousal age difference

8.10a Women age 15-19 35.0 per cent

8.10b Women age 20-24 29.8 per cent

Orphaned children 9.17 Children’s living arrangements 12.1 per cent

9.18 Prevalence of children with one or both parents 

dead

12.7 per cent

9.19 6.4 School attendance of orphans 31.2 per cent

9.20 6.4 School attendance of non-orphans 56.9 per cent

Female genital 
mutilation/cutting

8.11 Approval for female genital mutilation/cutting 
(FGM/C)

57.8 per cent

8.12 Prevalence of female genital mutilation/cutting 
(FGM/C) among women

98.0 per cent

Domestic violence 8.14 Attitudes towards domestic violence 30.6 per cent
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Topic MICS4 
Indicator 
Number

MDG 
Indicator 
Number

Indicator Value and Units

HIV/AIDS

HIV/AIDS 
knowledge and 
attitudes

9.1 Comprehensive knowledge about HIV prevention 
women age 15-49 years

8.9 per cent

9.2 6.3 Comprehensive knowledge about HIV prevention 
among young people women age 15-24 years

9.7 per cent

9.3 Knowledge of mother-to-child transmission of 
HIV women age 15-49 years

44.7 per cent

9.4 Accepting attitude towards people living with 
HIV women age 15-49 years

8.6 per cent

9.5 Women who know where to be tested for HIV 26.9 per cent

9.6 Women who have been tested for HIV and know 
the results

2.0 per cent

9.8 HIV counselling during antenatal care 3.3 per cent

9.9 HIV testing during antenatal care 2.1 per cent

ACCESS TO MASS MEDIA AND USE OF INFORMATION/COMMUNICATION TECHNOLOGY

Access to mass
Media

MT.1 Exposure to mass media women age 15-49 
years

4.7 per cent

Use of information/ 
communication 
technology

MT.2 Use of computers women age 15-24 years 7.7 per cent

MT.3 Use of internet 9.9 per cent
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Executive Summary
The Northeast Zone Multiple Indicator Survey is a representative sample survey of 4,954 households, 
out of which 4,785 were successfully interviewed including 5,492 women age 15 – 49 years and 4,714 
mothers and caretakers of children less than five years old. The primary purpose of MICS is to provide 
policy makers and planners with reliable and detailed information needed to monitor the situation of 
women and children. Information on nutrition, child health, water and sanitation, reproductive health, child 
development, literacy and education, child protection, HIV/AIDS and orphan hood and access to mass 
media and use of information/communication technology is included.

Nutrition
•	 Fifty six percent of the children are breastfed within one hour of being born.

•	 Exclusive breastfeeding levels are very low, contrary to UNICEF/WHO recommendations, only 5 percent 

of children age 0 – 6 months are exclusively breastfed.

• 	Among children age 12 -15 months nearly half are still breastfeeding which falls to 24 percent among 

children age 20 – 23 months.

• 	Complimentary feeding in Northeast Zone is sub optimal. Only a third of the children 6 – 8 months 

receive appropriate complimentary feeding.

Immunization
• 	Immunisation coverage is low and only 3 percent of children age 12 -23 months are fully vaccinated at 

the time of the survey.

• 	Less than one percent of children received their vaccination by their first birthday.

• 	Twenty three percent of children age 12 – 23 months has received BCG vaccination while 25 percent 

have been vaccinated against measles.

• 	About 7 percent of children aged 12 – 23 months had received their third dose of DPT by their first 

birthday.

• 	Nearly two thirds of children aged 12 – 23 months have not received any of the basic vaccines

• 	Twenty seven percent of the women aged 15 – 49 years with a live birth in the last two years are 

protected against neonatal tetanus. 

Diarrhoea
• 	One in every ten children under five years of age had diarrhoea at some point in the two weeks before 

the survey.

• 	Forty one percent of children who had diarrhoea received fluids from ORS packets or pre-packaged 

ORS fluids.

• 	Twenty four percent of children with diarrhoea received ORT with continued feeding.

Pneumonia
• 	Five percent of children under five years had suspect pneumonia in the two weeks before the survey.

•	 Thirty five percent of children under five with suspected pneumonia received treatment from an 

appropriate provider.
• About half of children with suspected pneumonia received antibiotics.
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Malaria
• 	Thirty one percent of households own at least one mosquito net and close to one third own long lasting 

Insecticide Treated Net (ITN).

• 	One in every four children under age of five years slept under a bed net during the night prior to the 

interview; a similar number children sleeping under ITN.

• 	Twenty one percent of pregnant women slept under an ITN during the night prior to the interview.

• 	Eleven percent of children under age five had a fever at one point in the last two weeks before the 

survey; one in five received any antimalarial drug and only 9 percent received an antimalarial drug on 

the same or next day.

Water and sanitation
• 	Half of the population in Northeast Zone has access to an improved source of drinking water.

• 	Six percent of the population living in households using unimproved drinking water sources use an 

appropriate water treatment method.

• 	In sixty one percent of households without drinking water on premises, an adult woman bears the 

responsibility of collecting water.

• 	Seventeen percent of the population is living without any type of toilet facilities.

• 	Nearly two-thirds of the population are using unshared facilities with a sanitary means of excreta disposal; 

and the latest stool was safely disposed of for nearly three quarters of the children age 0 - 2 years.

• 	Thirty seven percent of the population is using an improved source of drinking water and improved 

sanitation; the proportion is more than twice as high in urban compared to rural areas.

• 	Water and soap for hand washing is available in 79 percent of households with a place for hand washing; 

and 59 percent of the households had soap anywhere in the dwelling.

Reproductive health
• 	Only three in ten married women are using any method of contraception; the most common non modern 

method is Lactational Amenorrhea Method (LAM) and the use of any modern method is very low.

• 	The unmet need for contraception is 11 percent.

• 	Nearly one in every four mothers with a live birth in the two years preceding the survey received ante 

natal care from a skilled provider (Doctor, Nurse or trained midwife).

• 	Among women with a live birth in the two years preceding the survey and who received Ante-Natal Care 

(ANC), 25 percent had blood pressure taken, 19 percent had urine sample taken and 21 percent had a 

blood test done.

• 	Only 3 percent of women with a live birth in the two years preceding the survey had four or more ANC 

visits but 72 percent did not receive ANC.

• 	Thirty eight percent of births in the two years prior to the survey were delivered with the assistance of a 

skilled attendance.

• 	Thirteen percent of the births were delivered in a health facility.

Child development
• 	Only 2 percent of children age 3 – 4 years are attending early childhood education programme.

• 	Fifty eight percent of children 3 – 4 years were engaged by adult household members in four or more 

playing activities that promote learning and school readiness during the last three days preceding the 

survey.

• 	Irrespective of the sex of the child, 29 percent of children under five years of age had been left with 

inadequate care a week before the survey.
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Literacy and Education
• 	Four in every ten women 15 – 24 years are literate; among this group, literacy is almost twice in urban 

compared to rural areas and four times higher among the women in the richest quintile compared to 

those in the poorest quintile.

• 	Nearly one in every four in children first grade attended pre-school the previous year.

• 	Seventeen percent of primary school entry age children enter grade one and this is five times among 

children in the richest quintile compared to those in poorest quintile.

•	 Forty three percent of primary school age children are in primary school and this declines further to 15 

percent of secondary school age children attending secondary school.

• 	For every 10 boys attending primary school there are 9 girls. This declines further in secondary school 

education with 6 girls attending for every 10 boys.

• 	Seventy three percent of children 5-17 ever attended non formal education; a similar percentage ever 

attended Koranic school.

Child protection
• 	About one in every four children is involved in child labour; and this if more common for girls than boys.

• 	Twenty nine percent of children who are in school are involved in child labour.

• 	Violent method of disciplining children and psychological aggression are very common.

• 	Almost all women aged 15 -49 years have undergone one form of FGM; the most common type is 

where they are sewn/closed.

• 	One in every four daughters aged 0 – 14 years have undergone FGM.

• 	Fifty-eight percent of women aged 15 – 49 years support continuation of FGM.

• 	About one third of women believe that a husband is justified to beat his wife/partner and mostly if she 

refuses sex with him.

HIV/AIDS
•	 Only 9 percent of women age 15 -49 years have comprehensive knowledge on HIV transmission and 

about three in every ten reject the two common misconceptions about HIV.

•	 One in ten women age 15-24 years have comprehensive knowledge of HIV transmission.

•	 Forty five percent of women can correctly identify the three means of HIV transmission from mother-to-

child.

•	 Thirty percent of women know of a place they can be tested of HIV/AIDS and only 2 percent have been 

tested and know their result.

•	 Only 9 percent of women who have heard of HIV express accepting attitude towards people living with 

HIV/AIDS. 

Access to mass media and information /communication technology
•	 Five percent of women aged 15 - 49 years have access to all three media (Newspaper, radio and television) 

at least once a week.

•	 Only 8 percent of women aged 15 -24 years have used a computer in the last 12 months; and 10 percent 

have used internet during the same period.
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I.	 Introduction

Background
This report is based on the Northeast Zone Multiple Indicator Cluster Survey, conducted in 2011 by the 
Ministry of Planning and International Cooperation with technical and financial support from UNICEF 
Somalia country office.

The survey provides valuable information on the situation of children and women in Northeast Zone, and 
was based, in large part, on the needs to monitor progress towards goals and targets emanating from 
recent international agreements: the Millennium Declaration, adopted by all 191 United Nations Member 
States in September 2000, and the Plan of Action of A World Fit For Children, adopted by 189 Member 
States at the United Nations Special Session on Children in May 2002. Both of these commitments build 
upon promises made by the international community at the 1990 World Summit for Children.

In signing these international agreements, governments committed themselves to improving conditions 
for their children and to monitoring progress towards that end. UNICEF was assigned a supporting role 
in this task (see table below).

A Commitment to Action: National and International Reporting Responsibilities

The governments that signed the Millennium Declaration and the World Fit for Children 
Declaration and Plan of Action also committed themselves to monitoring progress towards the 
goals and objectives they contained:

“We will monitor regularly at the national level and, where appropriate, at the regional level and 
assess progress towards the goals and targets of the present Plan of Action at the national, 
regional and global levels. Accordingly, we will strengthen our national statistical capacity to 
collect, analyse and disaggregate data, including by sex, age and other relevant factors that 
may lead to disparities, and support a wide range of child-focused research. We will enhance 
international cooperation to support statistical capacity-building efforts and build community 
capacity for monitoring, assessment and planning.” (A World Fit for Children, paragraph 60)

“…We will conduct periodic reviews at the national and subnational levels of progress in order 
to address obstacles more effectively and accelerate actions.…” (A World Fit for Children, 
paragraph 61)

The Plan of Action (paragraph 61) also calls for the specific involvement of UNICEF in the 
preparation of periodic progress reports:

 “… As the world’s lead agency for children, the United Nations Children’s Fund is requested 
to continue to prepare and disseminate, in close collaboration with Governments, relevant 
funds, programmes and the specialized agencies of the United Nations system, and all other 
relevant actors, as appropriate, information on the progress made in the implementation of the 
Declaration and the Plan of Action.”

Similarly, the Millennium Declaration (paragraph 31) calls for periodic reporting on progress: 

“…We request the General Assembly to review on a regular basis the progress made in 
implementing the provisions of this Declaration, and ask the Secretary-General to issue periodic 
reports for consideration by the General Assembly and as a basis for further action.”
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This final report presents the results of the indicators and topics covered in the survey.

Survey Objectives
The 2011 Northeast Zone Multiple Indicator Cluster Survey has as its primary objectives:

•	 To provide up-to-date information for assessing the situation of children and women in Northeast Zone;

• To furnish data needed for monitoring progress toward goals established in the Millennium Declaration 

and other internationally agreed upon goals, as a basis for future action;

• To contribute to the improvement of data and monitoring systems in Northeast Zone and to strengthen 

technical expertise in the design, implementation, and analysis of such systems.

• To generate data on the situation of children and women, including the identification of vulnerable 

groups and of disparities, to inform policies and interventions.
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II.	 Sample and Survey Methodology

Sample Design
The sample for the Northeast Zone Multiple Indicator Cluster Survey (MICS) was designed to provide 
estimates for a large number of indicators on the situation of children and women at the zonal level, for 
urban and rural areas, and for three regions: Bari, Nugal and Mudug. The urban and rural areas within 
each region were identified as the main sampling strata and the sample was selected in two stages. 
Within each stratum, a specified number of census enumeration areas were selected systematically with 
probability proportional to size. After a household listing was carried out within the selected enumeration 
areas, a systematic sample of 18 households was drawn in each sample enumeration area. Thirteen (13) 
of the selected enumeration areas were not visited because they were inaccessible due to population 
movement during the fieldwork period. The sample is not self-weighting and for reporting national level 
results, sample weights are used. A more detailed description of the sample design can be found in 
Appendix A.

Questionnaires
Four sets of questionnaires were used in the survey:1) a household questionnaire which was used to collect 
information on all de jure household members (usual residents), the household, and the dwelling;2) a 
women’s questionnaire administered in each household to all women aged 15-49 years; and 3) an under-5 
questionnaire, administered to mothers or caretakers for all children under 5 living in the household. The 
questionnaires included the following module.

The Household Questionnaire included the following modules:

•	 Household Listing Form

•	 Education

•	 Non Formal Education (non-MICS country specific module)

•	 Water and Sanitation

•	 Household Characteristics

•	 Insecticide Treated Nets

•	 Indoor Residual Spraying

•	 Child Labour

•	 Child Discipline

•	 Handwashing

The Questionnaire for Individual Women was administered to all women aged 15-49 years living in the

households, and included the following modules:

•	 Women’s Background

•	 Access to Mass Media and Use of Information/Communication Technology

•	 Child Mortality with Birth History

•	 Desire for Last Birth

•	 Maternal and Newborn Health

•	 Post-natal Health Checks

•	 Illness Symptoms

•	 Contraception

•	 Unmet Need

•	 Female Genital Mutilation/Cutting
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•	 Attitudes Towards Domestic Violence

•	 Marriage/Union

•	 HIV/AIDS	

The Questionnaire for Children Under Five was administered to mothers or caretakers of children under 
5 years of age1 living in the households. Normally, the questionnaire was administered to mothers of 
under-5 children; in cases when the mother was not listed in the household roster, a primary caretaker for 
the child was identified and interviewed. The questionnaire included the following modules:

•	 Age

•	 Early Childhood Development

•	 Breastfeeding

•	 Care of Illness

•	 Malaria

•	 Immunization

The questionnaires are based on the MICS4 model questionnaire2. From the MICS4 model English version, 
the questionnaires were translated into Somali and were pre-tested in Gabilely, Hargeisa during February 
2011. Based on the results of the pre-test, modifications were made to the wording and translation of the 
questionnaires. A copy of the Northeast Zone MICS questionnaires is provided in Appendix F. In addition 
to the administration of questionnaires, fieldwork teams observed the place for hand washing.

The following modules were removed from the three sets of questionnaires each for the given reason. In 
the household questionnaire;

•	 Salt iodisation module was removed because there is more recent data from the Micronutrient Survey 

of 2009.

In the questionnaire for women 15- 49 years;

•	 Sexual behaviour module was not included as it was considered culturally sensitive in Somalia. 

Furthermore, it was not included in the 2006 MICS

In the questionnaire for children under five years;

•	 Birth registration was omitted based on observations in MICS3 that there are very few births registered                 

in Somaliland as most women gave birth at home.

•	 The anthropometry module was excluded as there was more recent data in the micronutrient survey of   

2009.

The following additions were made to the modules for specific questionnaires;
In the questionnaire for children under five years

•	 In the immunisation module treatment of diarrhoea using ORS distributed in the most recent Child 

Health Days i.e. December 2010 was added

•	 In the same module the type of card in which child immunisation was recorded included additional type 

of cards from the 2009 and 2010 child health days.

In the household questionnaire

• The Non Formal Education module was added. It was considered necessary to provide information for 

the continued intervention and support for Non Formal Education by the government and partners.

1	 The terms “children under 5”, “children age 0-4 years”, and “children aged 0-59 months” are used interchangeably in this report.

2	 The model MICS4 questionnaires can be found at www.childinfo.org
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Training and Fieldwork
Training for the fieldwork was conducted for 14 days in March 2011. Training included lectures on 
interviewing techniques and the contents of the questionnaires, and mock interviews between trainees to 
gain practice in questionnaire administration. Towards the end of the training period, trainees spent two 
days in practice interviewing in Garowe town in an area not selected for actual data collection.

The data were collected by 10 teams; each comprised 6 interviewers, one sketch mapper, two field editors, 
a supervisor and a team leader. Fieldwork was conducted in three phases, in 2011, due to challenges 
relating to access. The first and major phase began on 2nd April – to 17th May 2011. Three areas with 
a total of 70 clusters could not be accessed and data collection was planned to take place later. In the 
second phase data was collected in the following areas; 41 clusters from South Galkayo and Hobyo (25th 
July – 16th August), 13 clusters in Haradhere (15th - 29th August) and 16 clusters from Allula/ Bargar/
Ishkushban (15th - 21st December). Before data collection from these areas was done, refresher training 
for the teams was done. The teams were selected from the same team that collected data in phase one.

Data Processing
Data were entered using the CSPro software. The data were entered on 12 computers and carried out 
by 12 data entry operators and one data entry supervisor and one data manager. In order to ensure 
quality control, all questionnaires were double entered and internal consistency checks were performed. 
Procedures and standard programs developed under the global MICS4 programme and adapted to the 
Northeast Zone questionnaire were used throughout. Data entry began in Garowe at Puntland State 
University (PSU) two weeks into data collection in April 2011 but was stopped in June 2011 due to 
technical and logistical challenges – the university uses a generator which kept on break down and 
affecting data entry and some clerks were caught trying to shorten the time taken in entering data by 
skipping sections of the questionnaire. Following consultations between UNICEF country office, the 
Ministry of Planning and International Cooperation in the Northeast Zone, it was decided to ship all the 
questionnaires to Nairobi and have data re-entered by a new set of data entry clerks. This second round 
of data entry started in September 2011 and was completed in January 2012. Data were analysed using 
the Statistical Package for Social Sciences (SPSS) software program, Version 18, and the model syntax 
and tabulation plans developed by UNICEF were used for this purpose.
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III.	 Sample Coverage and the Characteristics of 
Households and Respondents

Sample Coverage
Of the 4,954 households selected for the sample, excluding the households in the 13 clusters that 
were not surveyed, 4,904 were found to be occupied. Of these, 4,785 were successfully interviewed 
for a household response rate of 97.6 percent. In the interviewed households, 5,839 women (age 15-49 
years) were identified. Of these, 5,492 were successfully interviewed, yielding a response rate of 94.1 
percent within interviewed households. There were 4,827 children under age five listed in the household 
questionnaire. Questionnaires were completed for 4,714 of these children, which corresponds to a 
response rate of 97.7 percent within interviewed households. Overall response rates of 91.8 and 95.3 are 
calculated for the women’s and under-5’s interviews respectively (Table HH.1).

Table HH.1: Results of household, women's and under-5 interviews 

Number of households, women and children under-5 by results of the household, women's and under-5's interviews, and household, 
women's and under-5's response rates, Northeast Zone, Somalia 2011 

  Area Region   

  Urban Rural Bari Nugal Mudug Total 
Households       

Sampled 3,193 1,761 2,211 989 1,754 4,954

Occupied 3,173 1,731 2,199 967 1,738 4,904

Interviewed 3,104 1,681 2,149 942 1,694 4,785

Household response rate 97.8 97.1 97.7 97.4 97.5 97.6

Women   
Eligible 3,950 1,889 2,757 1,177 1,905 5,839

Interviewed 3,688 1,804 2,586 1,070 1,836 5,492

Women's response rate 93.4 95.5 93.8 90.9 96.4 94.1

Women's overall response rate 91.3 92.7 91.7 88.6 93.9 91.8

Children under-5   
Eligible 3,117 1,710 1,986 1,029 1,812 4,827

Mothers/caretakers interviewed 3,036 1,678 1,949 989 1,776 4,714

Under-5's response rate 97.4 98.1 98.1 96.1 98.0 97.7

Under-5's overall response rate 95.3 95.3 95.9 93.6 95.5 95.3

The response rates were similar between rural and urban areas and for two regions namely Bari and 
Mudug. However, Nugal region had a response rate below 90 percent for women but all the response 
rates across regions and areas of residence were above 85 percent.

Characteristics of Households
The weighted age and sex distribution of survey population is provided in Table HH.2. The distribution 
was also used to produce the population pyramid in Figure HH.1. In the 4,785 households successfully 
interviewed in the survey, 28,537 household members were listed. Of these, 13,865 were males, and 
14,670 were females.
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The population pyramid in Figure HH.1, with a wide base, indicates a population that is still very young. 
Children under 15 years comprise 53 percent of the population is common in societies with high fertility 
levels. Nearly 60 percent of the population is aged between 0 and 17 years. With regard to dependency 
44 percent of the population is between 15 - 64 years and only about 3 percent is 65 years and above.

In the absence of birth registration and other services relating to vital statistics, it is extremely difficult to 
get correct age related data. Many people do not know the year they were born in Northeast Zone. This 
affects the quality of data as seen in the data quality table (DQ.1) in Appendix D which presents ages in 
single year categories, the table shows a high level of digit preference for ages ending with zero and five.

Table HH.2: Household age distribution by sex 

Percent and frequency distribution of the household population by five-year age groups, dependency age groups, and by child (age 0-17 
years) and adult populations (age 18 or more), by sex, Northeast Zone, Somalia 2011 

  

Males Females Total 

Number Percent Number Percent Number Percent 
Age  

0-4 2,453 17.7 2,376 16.2 4,829 16.9

5-9 2,993 21.6 2,869 19.6 5,863 20.5

10-14 2,222 16.0 2,217 15.1 4,439 15.6

15-19 1,538 11.1 1,298 8.8 2,836 9.9

20-24 795 5.7 1,113 7.6 1,908 6.7

25-29 572 4.1 1,046 7.1 1,618 5.7

30-34 576 4.2 801 5.5 1,376 4.8

35-39 478 3.4 729 5.0 1,207 4.2

40-44 675 4.9 566 3.9 1,241 4.3

45-49 348 2.5 266 1.8 614 2.2

50-54 419 3.0 486 3.3 905 3.2

55-59 134 1.0 201 1.4 335 1.2

60-64 274 2.0 251 1.7 525 1.8

65-69 58 0.4 75 .5 133 0.5

70-74 164 1.2 179 1.2 344 1.2

75-79 32 0.2 40 0.3 72 0.3

80-84 76 0.5 77 0.5 154 0.5

85+ 53 0.4 77 0.5 130 0.5

Missing/DK 4 0.0 4 0.0 8 0.0

Dependency age groups   
0-14 7,668 55.3 7,462 50.9 15,131 53.0

15-64 5,809 41.9 6,756 46.1 12,565 44.0

65+ 383 2.8 448 3.1 833 2.9

Missing/DK 4 0.0 4 0.0 8 0.0

Child and adult populations   
Children age 0-17 years 8,623 62.2 8,228 56.1 16,853 59.1

Adults age 18+ years 5,237 37.8 6,437 43.9 11,677 40.9

Missing/DK 4 0.0 4 0.0 8 0.0

    
Total 13,865 100.0 14,670 100.0 28,537 100.0
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Figure HH.1. Age and sex distribution of household population, Northeast Zone, 2011

Tables HH.3 - HH.5 provide basic information on the households, female respondents age 15-49, male 
respondents 15-49 and children under-5 by presenting the unweighted, as well as the weighted numbers. 
Information on the basic characteristics of households, women, men and children under-5 interviewed in 
the survey is essential for the interpretation of findings presented later in the report and also can provide 
an indication of the representativeness of the survey. The remaining tables in this report are presented 
only with weighted numbers. See Appendix A for more details about the weighting.

Table HH.3 provides basic background information on the households. Within households, the sex of the 
household head, region, residence, number of household members, education of household head are 
shown in the table. These background characteristics are used in subsequent tables in this report; the 
figures in the table are also intended to show the numbers of observations by major categories of analysis 
in the report.

The weighted and unweighted numbers of households are equal, since sample weights were normalized 
(See Appendix A). The table also shows the proportions of households with at least one child under 18, 
at least one child under 5, at least one eligible woman age 15-49. The table also shows the weighted 
average household size estimated by the survey.

About a third of the households are headed by women and the rest by men. The households are typically 
quite large with an average household size of 6. Household heads are largely illiterate with nearly 3 in 4 
household having no education at all. The households are mostly urban with only over one-third coming 
from rural areas. Ten percent of the households have ten or more members. Nearly two thirds of the 
households have at least one child under five and the households and about 89 percent of them have at 
least one woman aged 15 – 49 years.
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Characteristics of Female Respondents 15-49 Years of Age and Children Under-5
Tables HH.4 and HH.5 provide information on the background characteristics of female respondents 15-
49 years of age and of children under age 5. In both tables, the total numbers of weighted and unweighted 
observations are equal, since sample weights have been normalized (standardized). In addition to 
providing useful information on the background characteristics of women and children, the tables are 
also intended to show the numbers of observations in each background category. These categories are 
used in the subsequent tabulations of this report.

Table HH.3: Household composition 

Percent and frequency distribution of households by selected characteristics, Northeast Zone, Somalia 2011 

  
Weighted percent 

Number of households 

  Weighted Unweighted 
Sex of household head   

Male 68.6 3,284 3,284

Female 31.3 1,499 1,499

Region  
Bari 45.0 2,152 2,149

Nugal 19.8 947 942

Mudug 35.2 1,686 1,694

Area  
Urban 62.0 2,967 3,104

Rural 38.0 1,818 1,681

Number of household members  
1 1.2 57 55

2 6.5 311 308

3 11.2 535 533

4 13.0 621 620

5 15.5 742 742

6 14.7 705 707

7 11.8 564 564

8 9.2 441 442

9 6.6 315 317

10+ 10.3 493 497

Education of household head  
None 73.9 3,538 3,520

Primary 11.3 539 540

Secondary+ 14.3 684 701

Missing/DK 0.5 24 24

Total 100.0 4,785 4,785

   
Households with at least  

One child age 0-4 years 61.1 4,785 4,785

One child age 0-17 years 91.5 4,785 4,785

One woman age 15-49 years 88.7 4,785 4,785

   
Mean household size 6.0 4,785 4,785
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Table HH.4 provides background characteristics of female respondents 15-49 years of age. The table 
includes information on the distribution of women according to region, area of residence, age, marital 
status, motherhood status, births in last two years, education3, household wealth index quintiles4.

Nearly two in three women reside in urban areas compared to one in three who reside in rural areas.

The population of women in each 5 year age group decreases with age from 22 percent in the 15 – 19 
age category to 10 percent in the 45-49 age category. Over half of the women surveyed are married 
(58 percent), nearly a third has never been married and about 12 percent reported being widowed or 
divorced. Of all the women who reported ever being married, 65 percent had given birth.

The level of education among the surveyed women is very low. Majority of women have never received 
any kind of education (70 percent). About one in five have primary level education and only 10 percent 
have secondary school or higher level of education. The women are nearly equally distributed between 
five wealth quintiles at around 20 percent in each category.

3	 Unless otherwise stated, “education” refers to educational level attended by the respondent throughout this report when it is used as a background 
variable.

4	 Principal components analysis was performed by using information on the ownership of consumer goods, dwelling characteristics, water and 
sanitation, and other characteristics that are related to the household’s wealth to assign weights (factor scores) to each of the household assets. 
Each household was then assigned a wealth score based on these weights and the assets owned by that household. The survey household 
population was then ranked according to the wealth score of the household they are living in, and was finally divided into 5 equal parts (quintiles) 
from lowest (poorest) to highest (richest). The assets used in these calculations were as follows: main source of drinking water, toilet facility, number 
of persons per room used for sleeping, main materials for dwelling floor, main material of the roof, main material of the exterior walls, type of cooking 
fuel , radio, television, non-mobile telephone, refrigerator, charcoal stove/Jiko, wheel barrow, mat, vacuum flask, kerosene lamp, fan , bed , sofa, 
Somali stool, sitting cushion/pillow, watch, mobile phone, bicycle, motorcycle or scooter, car or truck, having a bank account and if the house has 
electricity. The wealth index is assumed to capture the underlying long-term wealth through information on the household assets, and is intended 
to produce a ranking of households by wealth, from poorest to richest. The wealth index does not provide information on absolute poverty, current 
income or expenditure levels. The wealth scores calculated are applicable for only the particular data set they are based on. Further information on 
the construction of the wealth index can be found in Filmer, D. and Pritchett, L., 2001. “Estimating wealth effects without expenditure data – or tears: 
An application to educational enrolments in states of India”. Demography 38(1): 115-132. Gwatkin, D.R., Rutstein, S., Johnson, K. , Pande, R. and 
Wagstaff. A., 2000. Socio-Economic Differences in Health, Nutrition, and Population. HNP/Poverty Thematic Group, Washington, DC: World Bank. 
Rutstein, S.O. and Johnson, K., 2004. The DHS Wealth Index. DHS Comparative Reports No. 6. Calverton, Maryland: ORC Macro.
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Table HH.4: Women's background characteristics
Percent  and frequency distribution of women age 15-49 years by selected background characteristics, Northeast Zone, Somalia 
2011 

Weighted percent 
Number of women 

Weighted Unweighted 
Region  

Bari 47.1 2,586 2,586
Nugal 19.6 1,077 1,070
Mudug 33.3 1,830 1,836

Area   
Urban 64.9 3,563 3,688
Rural 35.1 1,929 1,804

Age  
15-19 21.7 1,191 1,193
20-24 18.6 1,021 1,021
25-29 18.6 1,020 1,021
30-34 14.0 767 765
35-39 12.8 705 707
40-44 10.0 551 547
45-49  

Marital/Union status   
Currently married/in union 57.9 3,179 3,175
Widowed 4.2 233 233
Divorced 7.9 433 432
Separated 0.3 17 17
Never married/in union 29.6 1,626 1,631
Missing /DK 0.1 4 4

Motherhood status  
Ever gave birth 65.4 3,589 3,585
Never gave birth 34.4 1,887 1,891
Missing /DK 0.3 16 16

Births in last two years    
Had a birth in last two years 27.9 1,530 1,526
Had no birth in last two years 71.9 3,946 3,950
Missing /DK 0.3 16 16

Education   
None 70.4 3,865 3,847
Primary 19.8 1,090 1,093
Secondary+ 9.8 537 552

Wealth index quintile   
Poorest 17.9 985 952
Second 19.8 1,088 1,061
Middle 19.5 1,072 1,068
Fourth 20.6 1,129 1,153
Richest 22.2 1,217 1,258

  
Total 100.0 5,492 5,492



12

Table HH.5 presents some background characteristics of children under 5. These include distribution of 
children by several attributes: sex, region and area of residence, age in months, mother’s or caretaker’s 
education and wealth.

The proportion of boys and girls surveyed was similar (51 versus 49 percent). No major differences were 
observed between the weighted and unweighted categories for the children. Nearly two in three of the 
children reside in urban areas and the rest in rural areas. The proportion of children in the 0-5 months and 
6-11 months age groups were the lowest at 10 and 8 percent. The highest proportions of children were 
within the age groups of 24-35, 36 – 47 and 48-59 months (22, 23 and 21 percent respectively). Education 
of mothers/caretakers for children under-five is quite low with about 77 percent having no education. Six 
percent of the mothers/caretakers had attended secondary education or higher while 17 percent had 
primary education.

Table HH.5: Under-5's background characteristics 

Percent  and frequency distribution of children under five years of age by selected characteristics, Northeast Zone 
Somalia, 2011 

  
Weighted percent 

Number of under-5 children 

  Weighted Unweighted 
Sex   

Male 50.8 2,395 2,394 
Female 49.2 2,319 2,320 

Region  
Bari 41.4 1,952 1,949 
Nugal 21.1 993 989 
Mudug 37.5 1,768 1,776 

Area  
Urban 61.7 2,908 3,036 
Rural 38.3 1,806 1,678 

Age  
0-5 months 10.2 481 480 
6-11 months 8.0 376 377 
12-23 months 16.8 792 793 
24-35 months 21.8 1,027 1,024 
36-47 months 22.6 1,067 1,068 
48-59 months 20.6 972 972 

Mother’s educationa  
None 76.9 3,624 3,613 
Primary 16.9 797 801 
Secondary+ 6.2 293 300 

Wealth index quintile  
Poorest 21.3 1,003 969 
Second 20.6 971 947 
Middle 19.8 932 931 
Fourth 20.2 954 977 
Richest 18.1 855 890 

   
Total 100.0 4,714 4,714

a Mother's education refers to educational attainment of mothers and caretakers of children under 5. 
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IV.	 Nutrition

Breastfeeding and Infant and Young Child Feeding
Breastfeeding for the first few years of life protects children from infection, provides an ideal source of 
nutrients, and is economical and safe. However, many mothers stop breastfeeding too soon and there 
are often pressures to switch to infant formula, which can contribute to growth faltering and micronutrient 
malnutrition and is unsafe if clean water is not readily available.

WHO/UNICEF have the following feeding recommendations:

• Exclusive breastfeeding for first six months

• Continued breastfeeding for two years or more

• Safe and age-appropriate complementary foods beginning at 6 months

• Frequency of complementary feeding: 2 times per day for 6-8 month olds; 3 times per day for 9-11 

month olds

It is also recommended that breastfeeding be initiated within one hour of birth.

The indicators related to recommended child feeding practices are as follows:

•	 Early initiation of breastfeeding (within 1 hour of birth)

•	 Exclusive breastfeeding rate (< 6 months)

•	 Predominant breastfeeding (< 6 months)

•	 Continued breastfeeding rate (at 1 year and at 2 years)

•	 Duration of breastfeeding

•	 Age-appropriate breastfeeding (0-23 months)

•	 Introduction of solid, semi-solid and soft foods (6-8 months)

•	 Minimum meal frequency (6-23 months)

•	 Milk feeding frequency for non-breastfeeding children (6-23 months)

•	 Bottle feeding (0-23 months)

Table NU.1 shows the proportion of children born in the two years preceding the survey who were ever 
breastfed, those who were first breastfed within one hour and one day of birth, and those who received 
a prelacteal feed. Breast feeding within one hour of birth is a very important step in management of 
lactation and establishment of a physical and emotional relationship between the baby and the mother. In 
Northeast Zone, slightly above half (56 %) of babies are breastfed for the first time within one hour of birth, 
while 82 percent of newborns start breastfeeding within one day of birth. On overall, 89 percent of the 
children were ever breastfed. Initiation of breastfeeding was similar in rural areas and urban areas (Figure 
NU.1). There were minimal regional differentials in the percent of mothers who started breastfeeding 
within one hour and within one day of life.
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Table NU.1: Initial breastfeeding 

Percentage of last-born children in the 2 years preceding the survey who were ever breastfed, percentage who were breastfed within one hour of 
birth and within one day of birth, and percentage who received a prelacteal feed, Northeast Zone, Somalia 2011 

  Percentage 
who were 

ever 
breastfed1 

Percentage who were first breastfed: 
Percentage who 

received a 
prelacteal feed 

Number of last-born 
children in the two years 

preceding the survey 

  
Within one hour of 
birth2 

Within one day of 
birth 

Region   
Bari 88.0 54.4 79.8 46.0 646
Nugal 88.0 52.0 78.6 49.6 332
Mudug 90.3 60.2 85.8 53.2 553

Area   
Urban 87.6 54.0 80.1 49.6 955
Rural 90.9 59.2 84.4 49.0 576

Months since last birth   
0-11 months 90.0 58.6 83.5 46.8 844
12-23 months 88.3 53.4 80.4 52.7 650

Assistance at deliverya   
Skilled attendant 91.1 53.3 83.2 47.9 589
Traditional birth attendant 91.4 60.3 84.5 52.7 853
Other (84.4) (52.)5 (77.6) (48.2) 44

Place of delivery    
Public sector health facility 92.1 59.2 83.9 48.8 140
Private sector health facility 83.7 38.4 72.8 45.3 54
Home 91.0 57.9 84.0 51.0 1,291
Other/Missing (22.2) (13.5) (22.2) (9.3) 46

Mother’s education   
None 88.4 56.5 81.7 49.6 1,178
Primary 91.5 54.7 82.8 50.4 260
Secondary+ 86.1 53.6 78.8 43.1 93

Wealth index quintile   
Poorest 89.8 64.4 85.7 47.8 302
Second 89.2 55.6 79.6 50.5 322
Middle 89.4 53.9 80.7 54.3 299
Fourth 86.2 52.4 81.5 47.0 312
Richest 89.5 53.8 81.0 47.2 295

    
Total 88.8 56.0 81.7 49.4 1,531
1 MICS indicator 2.4 
2 MICS indicator 2.5 
 a Total includes 46 cases of children with missing information on assistance at delivery that are not shown separately 
( ) Figures that are based on 25-49 unweighted cases 
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Figure NU.1. Percentage of mothers who started breastfeeding within one hour and within one day 
of birth, Northeast Zone, Somalia 2011

In Table NU.2, breastfeeding status is based on the reports of mothers/caretakers of children’s consumption 
of food and fluids during the previous day or night prior to the interview. Exclusively breastfed refers to 
infants who received only breast milk (and vitamins, mineral supplements, or medicine). The table shows 
exclusive breastfeeding of infants during the first six months of life, as well as continued breastfeeding of 
children at 12-15 and 20-23 months of age. 
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Approximately 5 percent of children aged less than six months are exclusively breastfed, a level 
considerably much lower than recommended. (Table NU.2) About 43 percent of the children are still being 
breastfed by one year and 24 percent are still breastfed by 2 years of age. Breastfeeding rates are similar 
between girls and boys except for the 1 year olds whereby breastfeeding rate slightly differs between 
the boys (48 percent) compared to the girls (37 percent). The percent who are predominantly breastfed 
between 0-5 months was highest among the poorest households (41 percent), Bari region (33 percent) 
and in rural areas (33 percent).

Figure NU.2 shows the detailed pattern of breastfeeding by the child’s age in months. Even at the earliest 
ages, the majority of children are receiving liquids or foods other than breast milk. By the end of the sixth 
month, the percentage of children exclusively breastfed is below 3 percent. Only about 20 percent of 
children are receiving breast milk up to 2 years.

Table NU.2: Breastfeeding 

Percentage of living children according to breastfeeding status at selected age groups, Northeast Zone, Somalia 2011 

  Children age 0-5 months Children age 12-15 months Children age 20-23 months 

  

Percent 
exclusively 
breastfed1 

Percent 
predominantly 

breastfed2 

Number 
of 

children 

Percent breastfed 
(Continued 

breastfeeding at 1 
year)3 

Number 
of 

children 

Percent breastfed 
(Continued 

breastfeeding at 2 
years)4 

Number 
of 

children 
Sex    

Male 4.1 27.6 247 48.2 187  24.1 93
Female 5.5 26.3 234 37.4 210  23.9 72

Region  
Bari 6.2 32.5 194 40.7 154  17.3 71
Nugal 6.5 23.8 93 40.4 98  (19.5) 46
Mudug 2.6 22.8 194 45.8 145  (38.5) 48

Area  
Urban 4.6 23.0 291 41.6 235  18.7 103
Rural 5.1 33.0 189 43.7 162  32.8 62

Mother’s education   
None 5.2 27.6 370 43.4 301  25.9 137 
Primary  2.4 21.7 84 41.9 80  (*) 18 
Secondary+ 7.3 (33.6) 26 (*) 17  (*) 10 

Wealth index quintile   
Poorest 4.8 41.0 104 40.7 92  (26.9) 31
Second 4.2 29.1 99 41.2 90  (15.2) 28
Middle 5.9 20.6 103 45.2 79  (36.0) 31
Fourth 6.1 20.4 96 44.3 76  (19.0) 42
Richest 2.4 21.9 79 41.3 60  (23.7) 33

   
Total 4.8 26.9 481 42.5 397  24.0 165
1 MICS indicator 2.6 
2 MICS indicator 2.9 
3 MICS indicator 2.7 
4 MICS indicator 2.8 
( ) Figures that are based on 25-49 unweighted cases 
(*) Figures that are based on less than 25 unweighted cases 
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Figure NU.2: Infant feeding patterns by age, Northeast Zone, Somalia 2011

Table NU.3 shows the median duration of breastfeeding by selected background characteristics. Among 
children under age 3, the median duration is 12 months for any breastfeeding, less than 1 month (12 days) 
for exclusive breastfeeding, and for predominant breastfeeding. Boys are breastfed for about 2 months 
longer than girls for any breastfeeding while the median duration of exclusive breastfeeding did not differ 
based on background characteristics. 
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The adequacy of infant feeding in children under 24 months is provided in Table NU.4. Different 
criteria of feeding are used depending on the age of the child. For infants aged 0-5 months, exclusive 
breastfeeding is considered as age-appropriate feeding, while infants aged 6-23 months are considered 
to be appropriately fed if they are receiving breast milk and solid, semi-solid or soft food. Only 24 percent 
of children aged 6 – 23 months are breastfeeding while receiving solid, semi-solid or soft foods and only 
18 percent of children aged 0-23 months are being appropriately fed. Age-appropriate feeding among all 
infants age 0-5 months is 5 percent.

Table NU.3: Duration of breastfeeding 

Median duration of any breastfeeding, exclusive breastfeeding, and predominant breastfeeding among children age 0-
35 months, Northeast Zone, Somalia 2011. 

  Median duration (in months) of 
Number of 

children age 0-35 
months 

Any 
breastfeeding1 

Exclusive 
breastfeeding 

Predominant 
breastfeeding 

Sex  

Male 12.6 0.4 0.7 1,362 

Female 10.9 0.4 0.6 1,314 

Region  

Bari 11.7 0.4 0.7 1,108 

Nugal 11.0 0.5 0.6 576 

Mudug 11.9 0.4 0.6 991 

Area  

Urban 11.4 0.4 0.6 1,635 

Rural 11.9 0.4 1.1 1,041 

Mother’s education  

None 11.9 0.4 0.6 2,054 

Primary 10.4 0.4 0.6 462 

Secondary+ 10.7 0.4 1.1 159 

Wealth index quintile  

Poorest 10.7 0.4 0.7 549 

Second 11.7 0.4 0.6 559 

Middle 11.3 0.5 0.8 529 

Fourth 12.0 0.4 0.6 555 

Richest 12.0 0.4 0.5 483 

   

Median 11.6 0.4 0.6 2,676 

   

Mean for all children (0-35 
months) 

14.5 0.4 2.6 2,676 

1 MICS indicator 2.10 
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Appropriate complementary feeding of children from 6 months to two years of age is particularly important 
for growth and development and the prevention of under nutrition. Continued breastfeeding beyond 
six months should be accompanied by consumption of nutritionally adequate, safe and appropriate 
complementary foods that help meet nutritional requirements when breastmilk is no longer sufficient. 
This requires that for breastfed children, two or more meals of solid, semi-solid or soft foods are needed 
if they are six to eight months old, and three or more meals if they are 9-23 months of age. For children 
6-23 months and older who are not breastfed, four or more meals of solid, semi-solid or soft foods or milk 
feeds are needed.

Overall, one third of infants age 6-8 received solid, semi-solid, or soft foods (Table NU.5). Among currently 
breastfeeding infants this percentage is 33 while it is 42 percent among infants currently not breastfeeding.

Table NU.4: Age-appropriate breastfeeding 

Percentage of children age 0-23 months who were appropriately breastfed during the previous day, Northeast Zone, Somalia 2011 

  
Children age 0-5 months Children age 6-23 months Children age 0-23 months 

Percent 
exclusively 
breastfed1 

Number 
of 

children 

Percent currently 
breastfeeding and receiving 

solid, semi-solid or soft 
foods 

Number 
of 

children 

Percent 
appropriately 

breastfed2 

Number 
of 

children 
Sex   

Male 4.1 247 23.8 588  18.0 835

Female 5.5 234 23.6 581  18.4 814

Region   

Bari 6.2 194 20.9 498  16.8 692

Nugal 6.5 93 25.1 272  20.4 365

Mudug 2.6 194 26.2 399  18.5 592

Area     

Urban 4.6 291 22.5 734  17.4 1,025

Rural 5.1 189 25.7 435  19.5 624

Mother’s education   

None 5.2 370 24.3 877  18.6 1,247

Primary 2.4 84 24.5 222  18.4 306

Secondary+ 7.3 26 14.0 70  12.1 97

Wealth index quintile     

Poorest 4.8 104 25.5 222  18.9 326

Second 4.2 99 24.7 247  18.8 345

Middle 5.9 103 21.8 210  16.6 314

Fourth 6.1 96 22.3 257  17.9 353

Richest 2.4 79 24.0 233  18.6 311

    

Total 4.8 481 23.7 1,169  18.2 1,649
1 MICS indicator 2.6 
2 MICS indicator 2.14 
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Table NU.6 presents the proportion of children age 6-23 months who received semi-solid or soft foods the 
minimum number of times or more during the day or night preceding the interview by breastfeeding status 
(see the note in Table NU.6 for a definition of minimum number of times for different age groups). Among 
currently breastfeeding children age 6-23 months, slightly more than one quarter of them (28 percent) 
were receiving solid, semi-solid and soft foods the minimum frequency and this proportion was highest 
in Nugal region and among the poorest wealth index quintile (35 percent). Among non-breastfeeding 
children, majority (83 percent) of the children received solid, semi-solid and soft foods or milk feeds 4 
times or more. The proportion of children with the minimum meal frequency increased with age from 39 
percent for children 6 to 8 months old to 69 percent for children 18 -23 months of age. 

Table NU.5: Introduction of solid, semi-solid or soft foods 

Percentage of infants age 6-8 months who received solid, semi-solid or soft foods during the previous day, Northeast Zone, Somalia 2011 
  Currently breastfeeding Currently not breastfeeding All 

Percent 
receiving 

solid, semi-
solid or soft 

foods 

Number of 
children 
age 6-8 
months 

Percent 
receiving 

solid, semi-
solid or soft 

foods 

Number of 
children age 6-

8 months 

Percent 
receiving 

solid, semi-
solid or soft 

foods1 

Number of 
children age 
6-8 months 

Sex   
Male 28.5 94 (*) 24 31.9 118 
Female 38.4 91 (40.2) 30 38.9 121 

Area   
Urban 32.8 117 (45.7) 34 35.7 150 
Rural 34.4 69 (*) 20 34.9 89 
    

Total 33.4 186 42.4 54 35.4 240 
1 MICS indicator 2.12 
( ) Figures that are based on 25-49 unweighted cases 
(*) Figures that are based on less than 25 unweighted cases 
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The continued practice of bottle-feeding is a concern because of the possible contamination due to 
unsafe water and lack of hygiene in preparation. Table NU.7 shows that bottle-feeding is prevalent in 
Northeast Zone as 48 percent of children 0-23 months are fed using a bottle with a nipple. This is twice 
as much among younger children less than one year old (62 percent) compared to 33 percent of those 
between 12 to 23 months of age.

Table NU.6: Minimum meal frequency 

Percentage of children age 6-23 months who received solid, semi-solid, or soft foods (and milk feeds for non-breastfeeding children) the 
minimum number of times or more during the previous day, according to breastfeeding status, Northeast Zone, Somalia 2011 

  Currently breastfeeding Currently not breastfeeding All 
  Percent 

receiving 
solid, semi-

solid and soft 
foods the 
minimum 
number of 

times 

Number of 
children 
age 6-23 
months 

Percent 
receiving 
at least 2 

milk feeds1 

Percent  
receiving solid, 
semi-solid and 
soft foods or 
milk feeds 4 

times or more 

Number 
of 

children 
age 6-23 
months 

Percent 
with 

minimum 
meal 

frequency2 

Number 
of children 
age 6-23 
months 

Sex 

Male 26.9 282 89.5 82.9 305 56.0 587

Female 28.7 265 88.7 82.7 316 58.1 581

Age 

6-8 months 26.9 186 96.5 81.2 54 39.1 240

9-11 months 21.7 87 94.1 (87.7) 49 45.4 136

12-17 months 29.8 198 87.4 82.7 305 61.8 503

18-23 months 31.7 76 88.6 82.3 214 69.0 290

Region 

Bari 28.4 236 89.2 83.6 262 57.5 498

Nugal 35.0 118 86.2 78.0 154 59.4 272

Mudug 22.6 194 91.3 85.4 205 54.8 399

Area 

Urban 27.7 335 90.9 85.3 399 59.0 734

Rural 27.9 212 86.0 78.3 223 53.7 435

Mother’s education 

None 29.1 422 87.8 81.5 455 56.3 877

Primary 23.4 97 93.5 88.7 124 60.0 222

Secondary+ (24.2) 28 90.9 (79.5) 42 57.2 70

Wealth index quintile 

Poorest 35.3 96 82.2 77.2 126 59.1 222

Second 24.6 122 85.6 74.0 125 49.6 247

Middle 25.0 96 92.0 84.3 114 57.2 210

Fourth 24.9 122 90.0 87.9 135 57.9 257

Richest 30.4 111 96.1 90.6 122 61.9 233

  

Total 27.8 547 89.1 82.8 621 57.0 1,169 
1 MICS indicator 2.15 
2 MICS indicator 2.13 
( ) Figures that are based on 25-49 unweighted cases 
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Children’s Vitamin A Supplementation
Vitamin A is essential for eye health and proper functioning of the immune system. It is found in foods 
such as milk, liver, eggs, red and orange fruits, red palm oil and green leafy vegetables, although the 
amount of vitamin A readily available to the body from these sources varies widely. In developing areas 
of the world, where vitamin A is largely consumed in the form of fruits and vegetables, daily per capita 
intake is often insufficient to meet dietary requirements. Inadequate intakes are further compromised by 
increased requirements for the vitamin as children grow or during periods of illness, as well as increased 
losses during common childhood infections. As a result, vitamin A deficiency is quite prevalent in the 
developing world and particularly in countries with the highest burden of under-five deaths. 

The 1990 World Summit for Children set the goal of virtual elimination of vitamin A deficiency and 
its consequences, including blindness, by the year 2000. This goal was also endorsed at the Policy 
Conference on Ending Hidden Hunger in 1991, the 1992 International Conference on Nutrition, and the 
UN General Assembly’s Special Session on Children in 2002. The critical role of vitamin A for child health 
and immune function also makes control of deficiency a primary component of child survival efforts, and 
therefore critical to the achievement of the fourth Millennium Development Goal: a two-thirds reduction in 
under-five mortality by the year 2015. 

For countries with vitamin A deficiency problems, current international recommendations call for high-dose 
vitamin A supplementation every four to six months, targeted to all children between the ages of six to 59 
months living in affected areas. Providing young children with two high-dose vitamin A capsules a year is 

Table NU.7: Bottle feeding 

Percentage of children age 0-23 months who were fed with a bottle with a nipple during the previous day, Northeast Zone, 
Somalia 2011 

 Percentage of children age 0-23 months fed 
with a bottle with a nipple1 

Number of children age 0-23 months 

Sex  

Male 49.7 835 

Female 46.9 814 

Age  

0-5 months 62.3 481 

6-11 months 62.4 376 

12-23 months 33.2 792 

Region  
Bari 51.9 692 
Nugal 48.6 365 
Mudug 43.9 592 

Area  
Urban 53.2 1,025 
Rural 40.3 624 

Mother’s education  
None 45.6 1,247 
Primary 55.0 306 
Secondary+ 62.1 97 

Wealth index quintile  
Poorest 35.2 326 
Second 49.3 345 
Middle 49.2 314 
Fourth 53.3 353 
Richest 54.4 311 
   

Total 48.3 1,649 

1 MICS indicator 2.11 
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Table NU.8: Children's vitamin A supplementation 

Percentage of children age 6-59 months receiving a high dose vitamin A supplement in the last 6 months, Northeast Zone, Somalia 2011 

  

Percentage who received Vitamin A in the last 6 
months according to: 

Percentage of children 
who received Vitamin A in 

the last 6 months1 

Number of 
children age 6-

59 months 
Child health book/card/vaccination 

card 
Mother's 

report 
Sex   

Male 2.4 26.0 26.7 2,148

Female 2.4 26.4 26.9 2,086

Region  

Bari 3.0 28.4 29.1 1,759

Nugal 2.7 25.0 25.3 900

Mudug 1.6 24.5 25.2 1,575

Area  

Urban 2.7 30.0 30.6 2,617

Rural 1.9 20.1 20.6 1,616

Age  

6-11 months 4.7 17.6 19.2 376

12-23 months 3.4 25.4 26.2 792

24-35 months 2.2 27.2 28.2 1,027

36-47 months 2.2 28.2 28.4 1,067

48-59 months 1.1 27.0 27.1 972

Mother’s education  

None 2.4 24.2 24.8 3,254

Primary  2.5 33.6 34.0 713

Secondary+ 2.2 31.3 32.4 266

Wealth index quintile  

Poorest 0.8 21.4 21.5 900

Second 2.8 27.6 28.4 866

Middle 2.4 27.5 28.3 817

Fourth 3.0 24.8 25.7 869

Richest 3.2 30.4 30.9 781

   

Total 2.4 26.2 26.8 4,233

1 MICS indicator 2.17 

a safe, cost-effective, efficient strategy for eliminating vitamin A deficiency and improving child survival. 
Giving vitamin A to new mothers who are breastfeeding helps protect their children during the first months 
of life and helps to replenish the mother’s stores of vitamin A, which are depleted during pregnancy and 
lactation. For countries with vitamin A supplementation programs, the definition of the indicator is the 
percent of children 6-59 months of age receiving at least one high dose vitamin A supplement in the last 
six months.

In Northeast Zone, vitamin A supplementation of young children is carried out via Child Health Days while 
for post-partum supplementation for mothers within eight weeks of giving birth is given through the health 
facilities.

Within the six months prior to the MICS, 27 percent of children aged 6-59 months received a high dose 
Vitamin A supplement (Table NU.8).  Vitamin A supplementation coverage is lower in the rural areas, 
among children 6 – 11 months old, and among children whose mothers have no education.

The age pattern of Vitamin A supplementation shows that supplementation in the last six months rises 
from 19 percent among children aged 6-11 months to 28 percent among children aged 36-47 months.
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Weighing children at birth
Weight at birth is a good indicator not only of a mother’s health and nutritional status but also the newborn’s 
chances for survival, growth, long-term health and psychosocial development. Low birth weight (less 
than 2,500 grams) carries a range of grave health risks for children. Babies who were undernourished in 
the womb face a greatly increased risk of dying during their early months and years. Those who survive 
have impaired immune function and increased risk of disease; they are likely to remain undernourished, 
with reduced muscle strength, throughout their lives, and suffer a higher incidence of diabetes and heart 
disease in later life. Children born underweight also tend to have a lower IQ and cognitive disabilities, 
affecting their performance in school and their job opportunities as adults.  One of the major challenges 
in measuring the incidence of low birth weight is the fact that more than half of infants in the developing 
world are not weighed. In the past, most estimates of low birth weight for developing countries were 
based on data compiled from health facilities. However, these estimates are biased for most developing 
countries because the majority of newborns are not delivered in facilities, and those who are represent 
only a selected sample of all births. The percent of live birth below 2,500 grams is not presented here as 
the method of calculation would introduce significant bias on the estimate due to the low percentage of 
children actually weighed and the distribution of these across socio-economic and demographic groups.  
In the Northeast Zone MICS, only 4 percent of infants were weighted at birth (Table NU.9).

Table NU.9: Infants weighed at birth 

Percentage of live births last-born of children in the 2 years preceding the survey that were  weighed at birth, North East Zone, 
Somalia 2011 

 
Percent of live births weighed at 

birth1 
Number of last-born children in the two years 

preceding the survey 
Region   

Bari 5.2 646 
Nugal 3.6 332 
Mudug 1.4 553 

Area  
Urban 4.4 955 
Rural 2.0 576 

Mother’s education  
None 2.6 1,178 
Primary 4.2 260 
Secondary 12.6 93 

Wealth index quintile  
Poorest 1.4 302 
Second 1.3 322 
Middle 2.4 299 
Fourth 5.1 312 
Richest 7.5 295 

    
Total 3.5 1,531 
1MICS indicator 2.19  
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V. 	 Child Health

Vaccinations
The Millennium Development Goal (MDG) 4 is to reduce child mortality by two thirds between 1990 
and 2015. Immunization plays a key part in this goal. Immunizations have saved the lives of millions of 
children in the three decades since the launch of the Expanded Programme on Immunization (EPI) in 
1974. Worldwide there are still 27 million children overlooked by routine immunization and as a result, 
vaccine-preventable diseases cause more than 2 million deaths every year.

A World Fit for Children goal is to ensure full immunization of children under one year of age at 90 
percent nationally, with at least 80 percent coverage in every district or equivalent administrative unit.

According to UNICEF and WHO guidelines, a child should receive a BCG vaccination to protect against 
tuberculosis, three doses of DPT to protect against diphtheria, pertussis, and tetanus, three doses of 
polio vaccine, and a measles vaccination by the age of 12 months.

Information on vaccination coverage was collected for all children under five years of age. All mothers 
or caretakers were asked to provide vaccination cards. If the vaccination card for a child was available, 
interviewers copied vaccination information from the cards onto the MICS questionnaire. If no vaccination 
card was available for the child, the interviewer proceeded to ask the mother to recall whether or not 
the child had received each of the vaccinations, and for Polio, DPT and Hepatitis B, how many doses 
were received. The final vaccination coverage estimates are based on both information obtained from 
the vaccination card and the mother’s report of vaccinations received by the child.

The percentage of children age 12 to 23 months who have received each of the specific vaccinations by 
source of information (vaccination card and mother’s recall) is shown in Table CH.1. The denominator 
for the table is comprised of children age 12-23 months so that only children who are old enough 
to be fully vaccinated are counted. In the first three columns of the table, the numerator includes all 
children who were vaccinated at any time before the survey according to the vaccination card or the 
mother’s report. In the last column, only those children who were vaccinated before their first birthday, 
as recommended, are included. For children without vaccination cards, the proportion of vaccinations 
given before the first birthday is assumed to be the same as for children with vaccination cards. 
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Approximately 17 percent of children age 12-23 months received a BCG vaccination by the age of 
12 months and 19 percent of children had received their first dose of DPT by 12 months of age. The 
percentage declines for subsequent doses of DPT to 13 percent for the second dose, and 7 percent for 
the third dose (Figure CH.1). Similarly, 19 percent of children received Polio 1 by the age of 12 months but 
the proportion declines to 8 percent by the third dose. The coverage for measles vaccine by 12 months 
is 17 percent although 25 percent of children 12 – 23 months had received measles vaccination any time 
before the survey. As a result, the percentage of children who had all the recommended vaccinations 
(excluding polio at birth) by their first birthday is very low; below 1 percent.
 

Table CH.1: Vaccinations in first year of life  

Percentage of children age 12-23 months immunized against childhood diseases at any time before the survey and before the first birthday, 
Northeast Zone, Somalia 2011 

 

Vaccinated at any time before the survey according to: 

Vaccinated by 12 months of 
age Vaccination card Mother's report Either 

 
BCG1 

 
6.4 16.6 

 
23.0 16.6 

Polio  

At birth 4.0 9.6 13.7 12.0

1 7.0 19.5 26.5 19.2

2 4.1 15.3 19.4 17.2

32 2.4 7.2 9.7 8.3

DPT  

1 8.5 15.6 24.1 18.8

2 5.7 10.3 16.0 12.7

33 4.1 5.3 9.4 7.2

Measles4 9.3 16.2 25.4 16.6

   

All vaccinations 1.6 1.7 3.4 0.4 
No vaccinations 0.1 65.0 65.1 65.1 
   

Number of children age 12-23 months 792 792 792 792

1 MICS indicator 3.1;  
2 MICS indicator 3.2;  
3 MICS indicator 3.3 
4 MICS indicator 3.4; MDG indicator 4.3 



27

Figure CH.1. Percentage of children aged 12 – 23 months who received the recommended 
vaccinations by 12 months, Northeast Zone, Somalia 2011

Table CH.2 presents vaccination coverage estimates among children 12-23 months by background 
characteristics. The figures indicate children receiving the vaccinations at any time up to the date of 
the survey, based on information from both the vaccination cards and mothers’/caretakers’ reports. 
Vaccination cards have been seen by the interviewer for only 13 percent of children.

Vaccination coverage tends to be lower in the rural areas than urban areas with differences sometimes as 
larger as 10 percentage points.
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Neonatal Tetanus Protection
One of the MDGs is to reduce by three quarters the maternal mortality ratio, with one strategy to eliminate 
maternal tetanus. In addition, another goal is to reduce the incidence of neonatal tetanus to less than 1 
case of neonatal tetanus per 1000 live births in every district. A World Fit for Children goal is to eliminate 
maternal and neonatal tetanus by 2005.

The strategy for preventing maternal and neonatal tetanus is to ensure all pregnant women receive at 
least two doses of tetanus toxoid vaccine. If a woman has not received at least two doses of tetanus 
toxoid during a particular pregnancy, she (and her newborn) is also considered to be protected against 
tetanus if she:

•	 Received at least two doses of tetanus toxoid vaccine, the last within the previous 3 years;

•	 Received at least 3 doses, the last within the previous 5 years;

•	 Received at least 4 doses, the last within the previous 10 years;

•	 Received 5 or more doses anytime during her life.

To assess the status of tetanus vaccination coverage, women who gave birth during the two years before 
the survey were asked if they had received tetanus toxoid injections during the pregnancy for their most 
recent birth, and if so, how many. Women who did not receive two or more tetanus toxoid vaccinations 
during this pregnancy were then asked about tetanus toxoid vaccinations they may have received prior 
to this pregnancy. Interviewers also asked women to present their vaccination card, on which dates of 
tetanus toxoid are recorded and referred to information from the cards when available.

Table CH.3 shows the protection status from tetanus of women who have had a live birth within the last 
2 years. Only 17 percent of women had received at least two doses during the last pregnancy. Another 
9 percent had received 2 doses within three years prior to the birth. Overall 27 percent of women are 
protected against tetanus.  
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Table CH.3: Neonatal tetanus protection 

Percentage of women age 15-49 years with a live birth in the last 2 years protected against neonatal tetanus, Northeast Zone, 2011 

 
Percentage of 
women who 
received at 

least 2 doses 
during last 
pregnancy 

Percentage of women who did not receive two or more doses 
during last pregnancy but received: 

Protected 
against 

tetanus1 

Number of 
women with 
a live birth in 

the last 2 
years 

2 doses, the 
last within 

prior 3 years 

3 doses, the 
last within 

prior 5 years 

4 doses, the 
last within 

prior 10 
years 

5 or more 
doses during 

lifetime 
Region         

Bari 17.9  9.9 0.6 0.4 0.3 28.8 646

Nugal 15.0  9.6 1.8 0.4 0.0 26.4 332

Mudug 16.9  7.0 1.1 0.5 0.4 25.3 553

Area     

Urban 20.4  9.7 1.2 0.0 0.3 31.7 955

Rural 11.1  7.2 0.7 0.5 0.2 19.3 576

Education     

None 16.0  7.9 0.9 0.5 0.3 25.1 1,178
Primary  18.0  13.0 1.2 0.0 0.0 32.1 260
Secondary+ 26.3  8.3 2.1 0.0 1.0 37.7 93

Wealth index quintile    

Poorest 12.0  8.5 1.4 0.0 0.0 21.9 302

Second 13.7  8.8 1.5 0.9 0.6 24.7 322

Middle 17.4  9.1 0.0 0.7 0.3 26.8 299

Fourth 21.4  7.8 1.5 0.0 0.0 30.7 312

Richest 20.3  9.8 0.7 0.3 0.3 31.1 295

      

Total 16.9   8.8 1.0 0.1 0.3 27.2 1,531

1 MICS indicator 3.7 

As shown in figure CH.2 Women in urban areas are more likely to vaccinate against tetanus compared 
to women in rural areas (32 percent versus 19 percent).  Vaccination against tetanus is associated to 
the level of maternal education; 25 percent of women with no education are protected against tetanus 
compared to 38 percent of women with secondary or higher education. Furthermore, women from the 
wealthiest households are more likely to be protected from tetanus compared to those from the poorest 
households (31 percent versus 22 percent). Figure CH.2 shows the protection of women against neonatal 
tetanus by major background characteristics.
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Figure CH.2. Percentage of women with a live birth in the last 12 months who are protected against 
neonatal tetanus, Northeast Zone, Somalia 2011 

5	 The validity of this indicator is affected by the mother’s perception of diarrhoea as an illness and her capacity to recall the events. Moreover, the 
prevalence of diarrhea varies seasonally. Thus, this variable should be interpreted with caution.
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Oral Rehydration Treatment
Diarrhoea is the second leading cause of death among children under five worldwide. Most diarrhoea-
related deaths in children are due to dehydration from loss of large quantities of water and electrolytes 
from the body in liquid stools. Management of diarrhoea – either through oral rehydration salts (ORS) 
or a recommended home fluid (RHF) - can prevent many of these deaths. Preventing dehydration and 
malnutrition by increasing fluid intake and continuing to feed the child are also important strategies for 
managing diarrhoea.

The goals are to: 1) reduce by one half death due to diarrhoea among children under five by 2010 compared 
to 2000 (A World Fit for Children); and 2) reduce by two thirds the mortality rate among children under five 
by 2015 compared to 1990 (Millennium Development Goals). In addition, the World Fit for Children calls 
for a reduction in the incidence of diarrhoea by 25 percent.

In the MICS, prevalence of diarrhoea5 was estimated by asking mothers or caretakers whether their child 
under age five years had an episode of diarrhoea in the two weeks prior to the survey. In cases where 
mothers reported that the child had diarrhoea, a series of questions were asked about the treatment of 
the illness, including what the child had to drink and eat during the episode and whether this was more or 
less than the child usually drinks and eats.
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Overall, 10 percent of under five children had diarrhoea in the two weeks preceding the survey (Table 
CH.4).

Table CH.4 also shows the percentage of children receiving oral rehydration solutions during the episode 
of diarrhoea. About 41 percent received fluids from ORS packets or pre-packaged ORS fluids. More 
children in urban (47 percent) than rural (33 percent) areas received ORS during diarrhoea episode. 
Furthermore, children in the richest households were more likely to get treatment with ORS when they 
got diarrhoea compared to those from the poorest households (29 percent versus 67 percent). Nearly a 
half (49 percent) of the children who got diarrhoea received oral rehydration solution (Figure CH.3). Oral 
rehydration solution treatment was highest in Mudug and lowest in Nugal region.

Table CH.4: Oral rehydration solutions  

Percentage of children age 0-59 months with diarrhoea in the last two weeks, and treatment with oral rehydration solutions, Northeast Zone, Somalia 
2011 

  
Had diarrhoea in 
last two weeks 

Number of children 
age 0-59 months 

Children with diarrhoea who received  ORS 
(Fluid from ORS packet or pre-packaged 

ORS fluid) 

Number of children age 0-59 
months with diarrhoea in last two 

weeks 
Sex       

Male 10.7 2,395 43.0 256

Female 9.9 2,319 38.1 231

Region   

Bari 11.6 1,952 44.2 226

Nugal 12.2 993 34.5 121

Mudug 7.9 1,768 40.4 139

Area   

Urban 9.7 2,908 46.8 281

Rural 11.4 1,806 32.5 206

Age   

0-11 months 12.7 857 37.4 109

12-23 months 12.4 792 45.4 98

24-35 months 11.3 1,027 41.4 116

36-47 months 7.9 1,067 40.0 84

48-59 months 8.2 972 39.3 79

Mother’s education   

None 10.4 3,624 40.5 376

Primary  10.1 797 41.2 80

Secondary+ 10.3 293 (42.1) 30

Wealth index quintile   

Poorest 12.8 1,004 28.7 129

Second 13.0 965 38.9 125

Middle 10.2 920 40.4 94

Fourth 8.8 965 45.4 85

Richest 6.2 860 67.2 53

  

Total 10.3 4,714 40.7 486

 
( ) Figures that are based on 25-49 unweighted cases 
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Figure CH.3. Percentage of children under age 5 with diarrhoea who received oral rehydration 
solution, Northeast Zone, Somalia 2011

About 16 percent of under five children with diarrhoea drank more than usual while 84 percent drank the 
same, somewhat less, much less or nothing (Table CH.5). About 53 percent ate somewhat less, same or 
more (continued feeding), but 37 percent ate much less or ate nothing. The eating and feeding practices 
during diarrhoea gives a mixed picture across social demographic characteristics with not clear trend in 
variability between categories of different variables.

Table CH.6 provides the proportion of children age 0-59 months with diarrhoea in the last two weeks 
who received oral rehydration therapy with continued feeding, and percentage of children with diarrhoea 
who received other treatments. Overall, 49 percent of children with diarrhoea received ORT (ORS or 
recommended homemade fluids or increased fluids). Combining the information in Table CH.5 with that 
in Table CH.4 on oral rehydration therapy, it is observed that 24 percent of children either received ORT 
and, at the same time, feeding was continued, as is the recommendation.

Although it is not the recommended treatment for children with diarrhoea, 17 percent of children received 
antibiotics and a further 17 percent received anti-motility treatments. On the other hand, zinc treatment 
which is recommended for decreasing the intensity and frequency of diarrhoea was given in 1 per cent 
of the cases. There are differences in the home management of diarrhoea by background characteristics 
(Figure CH.4). In Nugal region only 18 percent of children received ORT and continued feeding, while 
the figure is 37 percent in Mudug region. A child living in the richest households is more than twice as 
likely to be receiving the recommended treatment during diarrhoea compared to children in the poorest 
households (17 percent versus 38 percent; Table CH.5). In addition, the age of a child also determines if 
they will receive ORT treatment with continued feeding with and is lowest among those less than one year 
(15 percent) compared to those children who are four years old (30 percent).
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Figure CH.4. Percentage of children under age 5 with diarrhoea who received ORT, or increased 
fluids and continued feeding, Northeast Zone, Somalia 2011

Care Seeking and Antibiotic Treatment of Pneumonia
Pneumonia is the leading cause of death in children and the use of antibiotics in children under 5 years 
of age with suspected pneumonia is a key intervention. A World Fit for Children goal is to reduce by one-
third the deaths due to acute respiratory infections.

In Northeast Zone, Somalia MICS, the prevalence of suspected pneumonia6 was estimated by asking 
mothers or caretakers whether their child under age five had an illness with a cough accompanied by 
rapid or difficult breathing, and whose symptoms were due to a problem in the chest or both a problem 
in the chest and a blocked nose.

6	 These data are based on the mother’s perception of illness and not validated by a medical examination. Moreover, the prevalence of pneumonia 
varies seasonally. Thus, this variable should be interpreted with caution as it may be subject to considerable bias.

Per cent

Northeast Zone

Urban
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0.0 10.0 20.0 30.0 40.035.0

Secondary +

Primary

None

Mother’s Education

Rural

Area

Mudug

Nugal

Bari

Regions

(29)

25

23

23

25

37

18

19

25.015.05.0

( ) Figures in parenthesis are based on less than 50 unweighted cases and should be interpreted with caution.
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Table CH.7 presents the prevalence of suspected pneumonia and, if care was sought outside the home, 
the site of care. About 5 percent of children age 0-59 months was reported to have had symptoms of 
pneumonia during the two weeks preceding the survey. Of these children, 35 percent were taken to an 
appropriate provider.

Under the private sources, the private pharmacy is the main source of care for suspected pneumonia 
(13 percent) and is as important as government hospital (12 percent) under public sources. Children 
living in urban areas are nearly three times more likely (48 percent) to get an appropriate care if they get 
pneumonia compared to children in rural areas (18 percent).

Table CH.7 also presents the use of antibiotics for the treatment of suspected pneumonia in under-
5s by socio-demographic characteristics. In Northeast Zone, 49 percent of children under-5 years with 
suspected pneumonia had received an antibiotic during the two weeks prior to the survey. The percentage 
was considerably higher in urban (58 percent) than rural areas (37 percent). In Mudug region the percent 
is 43 compared to 53 percent in Bari region.

Issues related to knowledge of danger signs of pneumonia are presented in Table CH.8. Obviously, 
mothers’ knowledge of the danger signs is an important determinant of care-seeking behaviour. Overall, 
just 7 percent of mothers and caretakers know of the two danger signs of pneumonia – fast and difficult 
breathing. The most commonly identified symptom for taking a child to a health facility is if the child 
has fever and become sicker. Twenty two percent of mothers identified fast breathing and 18 percent 
of mothers identified difficult breathing as symptoms for taking children immediately to a health care 
provider. More women in urban and those with secondary or higher education compared to rural women 
or those with no education had knowledge of the two danger signs of pneumonia. 
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Solid Fuel Use
More than 3 billion people around the world rely on solid fuels for their basic energy needs, including 
cooking and heating.  Solid fuels include biomass fuels, such as wood, charcoal, crops or other agricultural 
waste, dung, shrubs and straw, and coal. Cooking and heating with solid fuels leads to high levels of 
indoor smoke which contains a complex mix of health-damaging pollutants.  The main problem with 
the use of solid fuels is their incomplete combustion, which produces toxic elements such as carbon 
monoxide, polyaromatic hydrocarbons, and sulphur dioxide (SO2), among others.  

Use of solid fuels increases the risks of incurring acute respiratory illness, pneumonia, chronic obstructive 
lung disease, cancer, and possibly tuberculosis, asthma, or cataracts, and may contribute to low birth 
weight of babies born to pregnant women exposed to smoke.  The primary indicator for monitoring use of 
solid fuels is the proportion of the population using solid fuels as the primary source of domestic energy 
for cooking, shown in Table CH.9.

Overall, nearly all (98 percent) households in the Northeast Zone are using solid fuels for cooking. 
Differentials with respect to background characteristics were minimal. The table CH.9 also clearly shows 
that the main form of solid fuel in use was charcoal (48 percent) and coal (49 percent).
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Solid fuel use by place of cooking is depicted in Table CH.10. The presence and extent of indoor pollution 
are dependent on cooking practices, places used for cooking, as well as types of fuel used. According to 
the Northeast Zone MICS, among households using solid fuels for cooking, 42 percent cook in a separate 
room used as a kitchen. The percentage of households that cook within the dwelling unit is higher in 
urban areas (60 percent) than in rural areas (33 percent).  Cooking in a separate room, used as a kitchen, 
increases with education of the household head and the wealth status of the household.

Malaria
Malaria is a leading cause of death of children under age five in Africa and is a common cause of school 
absenteeism. Preventive measures can dramatically reduce malaria mortality rates among children.

WHO recommends full coverage of long lasting insecticide treated nets LLINs for all people at risk of 
malaria in areas targeted for malaria prevention.  Neither LLINs nor indoor residual spraying (IRS), the 
other main method of malaria vector control, may be sufficiently effective alone to achieve and maintain 
interruption of transmission in holo-endemic areas of Africa.

In 2010 WHO recommended universal use of diagnostic testing to confirm malaria infection, followed 
by appropriate treatment based on the results. According to the new guidelines, treatment solely on the 
basis of clinical suspicion should only be considered when a parasitological diagnosis is not accessible. 
Diagnosis is increasingly important, not only to have certainty about malaria cases but also to avoid 
unnecessary consumption of effective antimalarial drugs, such as artemisinin combination therapies 
(ACTs), which increases the risk of malaria parasite resistance. 



43

Insecticide-treated mosquito nets, or ITNs, if used properly, are very effective in offering protection 
against mosquitos  and other insects. The use of ITNs is one of the main health interventions applied to 
reduce malaria transmission in Northeast Zone of Somalia. The questionnaire incorporates questions on 
the availability and use of bed nets, both at household level and among children under five years of age 
and pregnant women. In addition, all households in the Northeast Zone MICS were asked whether the 
interior dwelling walls were sprayed with an insecticide to kill mosquitoes that spread malaria during the 
12 months preceding the survey. 

In Northeast Zone Somalia, the survey results indicate that 30 percent of households have at least one 
Insecticide Treated Net (ITN) (Table CH.11). The number of households with at least one ITN is twice as 
high (41 percent) in Mudug region compared to Bari region (20 percent). More households in urban (34) 
than rural areas (23 percent) had at least one ITN. Furthermore, household possession of at least one 
ITN was associated with education status (27 percent for household heads with no education versus 39 
percent for household heads with secondary or higher education) and wealth status (15 percent of the 
poorest households versus 40 percent of the richest households).  A common trend that for all the other 
indicators; households with at least one long lasting mosquito net and the households with at least one 
ITN or received IRS during the last 12 months, the percentage was highest in Mudug region, in urban 
areas, in households where the head of household had secondary or higher education and among the 
richest households.
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Results indicate that 26 percent of children under the age of five slept under any mosquito net the night 
prior to the survey and 25 percent slept under an Insecticide treated net (Table CH.12). There were no 
significant gender disparities in ITN use among children under five. The use of ITN among children declines 
with age. In general children in Mudug region are more likely to sleep under an ITN than their counterparts 
in Bari or Nugal regions.

Table CH.13 presents the proportion of pregnant women who slept under a mosquito net during the 
previous night. Twenty one percent slept under an insecticide treated net. Women in Mudug region 
compared to Bari and Nugal regions and women from urban areas compared to rural areas are more 
likely to sleep under an insecticide treated net.
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Questions on the prevalence and treatment of fever were asked for all children under age five. Slightly 
more than one in ten (11 percent) of under five children were ill with fever in the two weeks prior to the 
survey (Table CH.14). Regional differences in fever prevalence ranged from 7 to 14 percent across the 
three regions.

Mothers were asked to report all of the medicines given to a child to treat the fever, including both 
medicines given at home and medicines given or prescribed at a health facility. Overall, 20 percent of 
children with fever in the last two weeks were treated with an “appropriate” anti-malarial drug and 9 percent 
received anti-malarial drugs either on the same day or day after the onset of symptoms. There were no 
cases reported of using other medications like antibiotic pill or syrup, antibiotic injection, paracetamol/
panadol/acetaminophen, aspirin and ibuprofen although they were included in the questionnaire. It is 
likely that these types of medicines are not readily available in Somalia although further investigation may 
be necessary.

“Appropriate” anti-malarial drugs include chloroquine, SP (sulfadoxine-pyrimethamine), artemisine and 
combination drugs among other drugs. In Northeast Somalia, the first line of treatment is ACT (Artemisine 
Combination Therapy) and especially Artemisine + Sulfadoxine-Pyrimethamine (AS+SP).

Only 11 percent of children with fever were given chloroquine, and 8 percent were given SP and 1 percent 
received Artemisine Combination Therapy. 



47

Table CH.15 provides the proportion of children age 0-59 months who had a fever in the last two weeks 
and who had a finger or heel stick for malaria testing. Overall, 20 percent of children with a fever in the 
last two weeks had a finger or heel stick.  Malaria diagnostics among children was more common in urban 
areas (24 percent) compared to rural areas (12 percent). The percentage of finger pricks for malaria testing 
was higher in Mudug region (30 percent) compared to the other two regions (14 percent in Bari and 19 
percent in Nugal). The percentage of finger pricks for malaria testing increased with increase in household 
wealth from 10 percent in the poorest households to 27 percent in the richest.

Pregnant women living in places where malaria is highly prevalent are four times more likely than other 
adults to get malaria and twice as likely to die of the disease. Once infected, pregnant women risk anemia, 
premature delivery and stillbirth. Their babies are likely to be of low birth weight, which makes them 
unlikely to survive their first year of life. For this reason, steps are taken to protect pregnant women by 
distributing insecticide-treated mosquito nets and treatment during antenatal check-ups with drugs that 
prevent malaria infection (Intermittent preventive treatment or IPT).  In Northeast Zone MICS, women were 
asked of the medicines they had received in their last pregnancy during the 2 years preceding the survey. 
Women are considered to have received intermittent preventive therapy if they have received at least 2 
doses of SP/Fansidar during the pregnancy.
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Intermittent preventive treatment for malaria in pregnant women who gave birth in the two years preceding 
the survey is presented in Table CH.16.  Overall 15 percent of women who received Antenatal care also 
received medicine to prevent malaria. About 10 percent received SP/Fansidar at least once and another 
2 percent at least two or more times. 

7	 A review of the quality of data relating to children below 2 years indicates potential data quality limitations hence the need to interpret the results for 
intermittent preventive treatment (IPT) with caution
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VI.	 Water and Sanitation
Safe drinking water is a basic necessity for good health. Unsafe drinking water can be a significant carrier 
of diseases such as trachoma, cholera, typhoid, and schistosomiasis. Drinking water can also be tainted 
with chemical, physical and radiological contaminants with harmful effects on human health. In addition 
to its association with disease, access to drinking water may be particularly important for women and 
children, especially in rural areas, who bear the primary responsibility for carrying water, often for long 
distances.

The MDG goal (7, C) is to reduce by half, between 1990 and 2015, the proportion of people without 
sustainable access to safe drinking water and basic sanitation. The World Fit for Children goal calls for a 
reduction in the proportion of households without access to hygienic sanitation facilities and affordable 
and safe drinking water by at least one-third.

The list of indicators used in MICS is as follows:
Water

•	 Use of improved drinking water sources

•	 Use of adequate water treatment method

•	 Time to source of drinking water

•	 Person collecting drinking water

Sanitation

•	 Use of improved sanitation facilities

•	 Sanitary disposal of child’s faeces

For more details on water and sanitation and to access some reference documents, please visit the 
UNICEF childinfo website8.

MICS also collects additional information on the availability of facilities and conditions for handwashing. 
The following indicators are collected:

•	 Place for handwashing observed

•	 Availability of soap

Use of Improved Water Sources 
The distribution of the population by main source of drinking water is shown in Table WS.1 and Figure 
WS.1. The population using improved sources of drinking water are those using any of the following 
types of supply: piped water (into dwelling, compound, yard or plot, to neighbour, public tap/standpipe), 
tubewell/borehole, protected well, protected spring. Bottled water is considered as an improved water 
source only if the household is using an improved water source for handwashing and cooking. Collection 
of rainwater from rooftops was classified under unimproved sources of drinking because it was considered 
that the condition of housing and hence rooftops North East Zone is very poor in and does not allow for 
classification of rainwater from rooftop as improved. 

8	 http://www.childinfo.org/wes.html
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Overall, 52 percent of the population is using an improved source of drinking water – 61 percent in urban 
areas and 36 percent in rural areas (Table WS.1). The situation in Mudug region is considerably better than 
in other regions; more than half (69 percent) of the population in this region gets its drinking water from 
an improved source.

One in every five residents of the Northeast Zone has access to water that is piped into the dwelling 
place while 8 percent use water that is piped into the yard or plot, from tube-well or from protected wells 
(Figure WS.1). The source of drinking water for the population varies strongly by region (Table WS.1). In 
Mudug region, 27 percent of the population uses drinking water that is piped into their dwelling and 13 
percent use drinking water that is piped into the yard or plot. In contrast, only 11 percent and 18 percent 
of the population have access to water piped into their dwelling in Nugal and Bari regions respectively 
and only 3 percent and 6 percent uses drinking water that is piped into the yard or plot in the two 
regions respectively. In Nugal and Bari regions, the most important source of drinking water is rainwater 
(an unimproved source) while in Mudug region more than 14 percent of the population use water from 
unprotected wells (an unimproved source). Access to improved sources of drinking water increased with 
household wealth from 41 percent among the poorest to 75 percent for the richest households (Table 
WS.1).

Figure WS.1: Percent distribution of household members by source of drinking water, Northeast 
Zone, Somalia 2011
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Use of household water treatment is presented in Table WS.2. Households were asked of ways they may 
be treating water at home to make it safer to drink. Boiling water, adding bleach or chlorine, using a water 
filter, and using solar disinfection are considered as proper treatment of drinking water. The table shows 
water treatment by all households and the percentage of household members living in households using 
unimproved water sources but using appropriate water treatment methods.

A high proportion of the households do not use appropriate methods of water treatment in the Northeast 
Zone. Only 6 percent of household members in households using unimproved drinking water sources 
are using an appropriate method of water treatment. This percentage is lowest in Mudug. Appropriate 
methods of water treatment, although generally very low, is higher in the urban (8 percent) compared to 
rural areas (4 percent) and increases with household wealth from 3 percent among the poorest households 
to 16 percent in the richest households.
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The amount of time it takes to obtain water is presented in Table WS.3 and the person who usually 
collected the water in Table WS.4. Note that these results refer to one roundtrip from home to drinking 
water source. Information on the number of trips made in one day was not collected.

Table WS.3 shows that 35 percent of the household population use improved drinking water sources on 
their premises. About 12 percent of the households take 30 minutes or more to and from the improved 
source of drinking water. One-quarter of household members use unimproved drinking water sources on 
their premises while 16 percent require 30 minutes or more to and from the source of drinking water. In 
rural areas more households members spend longer time collecting water compared to those in urban 
areas. The amount of time spent collecting water is longer for members of the poorest households 
compared to the richest.

Table WS.4 shows that for the majority of households, an adult female is usually the person collecting the 
water, when the source of drinking water is not on the premises. Adult men collect water in 22 percent of 
cases, while for the rest of the households, female or male children under age 15 collect water.
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Use of Improved Sanitation
Inadequate disposal of human excreta and personal hygiene is associated with a range of diseases 
including diarrhoeal diseases and polio. Improved sanitation can reduce diarrheal disease by more than 
a third, and can significantly lessen the adverse health impacts of other disorders responsible for death 
and disease among millions of children in developing countries. An improved sanitation facility is defined 
as one that hygienically separates human excreta from human contact. Improved sanitation facilities for 
excreta disposal include flush or pour flush to a piped sewer system, septic tank, or pit latrine; ventilated 
improved pit latrine, pit latrine with slab, and use of a composting toilet. The data on the use of improved 
sanitation facilities in Northeast Zone are provided in this report in Table WS.5.

Twenty six percent of the population of Northeast Zone is living in households using pit latrines with a 
slab; a form of improved sanitation facility (Table WS.5). Another 19 percent is using Ventilated improved 
pit latrines, while 18 percent of the household is using flush or pour flush that goes into Septic tanks. The 
percentage of those using pit latrines with slab is 29 in urban areas and 20 percent in rural areas. The use 
of septic tanks (an improved sanitation facility) strongly correlated with wealth and is profoundly different 
between urban and rural areas. In rural areas, open defecation is a common practice among 36 percent 
of the population. This practice is also very common among members from the poorest households (63 
percent).
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The MDG sanitation indicator excludes users of improved sanitation facilities which are shared between 
two or more households from having access to sanitation. Therefore, ‘use of improved sanitation’ is used 
both in the context of this report and as an MDG indicator to refer to improved sanitation facilities, which 
are not shared. Data on the use of improved sanitation are presented in Tables WS.6 and WS.8.

As shown in Table WS.6, 65 percent of the household population is using an improved sanitation facility 
that is not shared. Use of a shared facility by five or less households is more common among households 
using an improved facility in the urban areas compared to the rural areas. Use of shared sanitation facility 
is uncommon among the users of unimproved sanitation facilities.

Safe disposal of a child’s faeces is disposing of the stool, by the child using a toilet or by rinsing the 
stool into a toilet or latrine. Disposal of faeces of children 0-2 years of age is presented in Table WS.7. In 
Northeast Zone, safe disposal of child’s faeces was practiced for more than two thirds (73 percent) of the 
children age 0 – 2 years. Safe disposal of child’s faeces was least practiced in Nugal region, in households 
without a sanitation facility, in rural areas and among the poorest households.
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9	 WHO/UNICEF JMP (2008), MDG assessment report - http://www.wssinfo.org/download?id_document=1279

In its 2008 report9, the JMP developed a new way of presenting the access figures, by disaggregating 
and refining the data on drinking-water and sanitation and reflecting them in “ladder” format. This ladder 
allows a disaggregated analysis of trends in a three rung ladder for drinking-water and a four-rung 
ladder for sanitation. For sanitation, this gives an understanding of the proportion of population with 
no sanitation facilities at all, of those reliant on technologies defined by JMP as “unimproved,” of those 
sharing sanitation facilities of otherwise acceptable technology, and those using “improved” sanitation 
facilities. Table WS.8 presents the percentages of household population by drinking water and sanitation 
ladders. The table also shows the percentage of household members using improved sources of drinking 
water and sanitary means of excreta disposal. On overall, 37 percent of the household members have 
improved drinking water sources and improved sanitation facilities. This percentage is highest in Mudug 
region, urban areas, among those with secondary of higher education and among the richest households. 
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Hand washing 
Handwashing with water and soap is the most cost effective health intervention to reduce both the 
incidence of diarrhoea and pneumonia in children under five. It is most effective when done using water 
and soap after visiting a toilet or cleaning a child, before eating or handling food and, before feeding a child. 
Monitoring correct hand washing behaviour at these critical times is challenging. A reliable alternative to 
observations or self-reported behaviour is assessing the likelihood that correct hand washing behaviour 
takes place by observing if a household has a specific place where people most often wash their hands 
and observing if water and soap (or other local cleansing materials) are present at a specific place for 
hand washing.

In Northeast Zone, a specific place for hand washing was observed in one third of households while 
63 percent of households could not indicate a specific place where household members usually wash 
their hands. Further, 2 percent of the households did not give a permission to see the place used for 
handwashing (Table WS.9). Of those households where a place for handwashing was observed, more 
than three quarters (79 percent) had both water and soap present at the specific place. In 8 percent of the 
households only water was available at the specific place, while in another 8 percent of the households 
the place only had soap but no water. The remaining 4 percent of households had neither water nor 
soap available at the designated place for hand washing. Fifty nine percent of the households had soap 
observed anywhere in the household (Table WS.10). The likelihood of observing soap in the dwelling 
increased with education and wealth levels. This percentage differed within regions. Mudug region had 
the lowest availability of soap in households (55 percent) while Bari and Nugal had 61 and 62 percent 
respectively).
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VII. 	Reproductive Health

Contraception
Appropriate family planning is important to the health of women and children by: 1) preventing pregnancies 
that are too early or too late; 2) extending the period between births; and 3) limiting the number of children. 
Access by all couples to information and services to prevent pregnancies that are too early, too closely 
spaced, too late or too many is critical.

In Northeast Zone Somalia, current use of contraception is extremely low and was reported by 3 percent 
of women currently married (Table RH.1). In addition, only 2 percent of currently married women are using 
Lactational Amenorrhea Method (LAM) as the main traditional method of birth control. Contraceptive 
prevalence is highest in Nugal region at 5 percent. About 3 percent of women in urban areas used 
contraceptives compared to 2 percent in rural areas.



66



67

Unmet Need
Unmet need for contraception refers to fecund women who are not using any method of contraception, 
but who wish to postpone the next birth (spacing) or who wish to stop childbearing altogether (limiting). 
Unmet need is identified in MICS by using a set of questions eliciting current behaviours and preferences 
pertaining to contraceptive use, fecundity, and fertility preferences. 

Table RH.2 shows the levels of met need for contraception, unmet need, and the demand for contraception 
satisfied. 

Unmet need for spacing is defined as the percentage of women who are not using a method of 
contraception AND

•	 are not pregnant and not postpartum amenorrheic10 and are fecund11 and say they want to wait two or 

more years for their next birth OR

•	 are not pregnant and not postpartum amenorrheic and are fecund and unsure whether they want 

another child OR

•	 are pregnant and say that pregnancy was mistimed: would have wanted to wait OR

•	 are postpartum amenorrheic and say that the birth was mistimed: would have wanted to wait

Unmet need for limiting is defined as percentage of women who are not using a method of contraception 
AND

•	 are not pregnant and not postpartum amenorrheic and are fecund and say they do not want any more 

children OR

•	 are pregnant and say they do not want to have a child OR

•	 are postpartum amenorrheic and say that they did not want the birth

Total unmet need for contraception is the sum of unmet need for spacing and unmet need for limiting. The 
unmet need is fairly low (11 percent) among married women in the Northeast Zone of Somalia. Most the 
unmet need is for birth spacing. It is apparent that in Northeast Somali women tend to have many children 
resulting to low unmet need for contraception. 

Met need for limiting includes women who are using (or whose partner is using) a contraceptive method 
and who want no more children, are using male or female sterilization or declare themselves as infecund. 
Met need for spacing includes women who are using (or whose partner is using) a contraceptive method 
and who want to have another child or are undecided whether to have another child. The total of met 
need for spacing and limiting adds up to the total met need for contraception. The total met need for 
contraception was 7 percent and this comprises mainly of need for spacing.

10	 A women is postpartum amenorrheic if she had a birth in last two years and is not currently pregnant, and her menstrual period has not returned 
since the birth of the last child

11	 A women is considered infecund if she is neither pregnant nor postpartum amenorrheic, and (1a) has not had menstruation for at least six months, 
or (1b) never menstruated, or (1c) her last menstruation occurred before her last birth, or (1d) in menopause/has had hysterectomy OR (2) She 
declares that she has had hysterectomy, or that she has never menstruated or that she is menopausal, or that she has been trying to get pregnant 
for 2 or more years without result in response to questions on why she thinks she is not physically able to get pregnant at the time of survey OR (3) 
She declares she cannot get pregnant when asked about desire for future birth OR (4) She has not had a birth in the preceding 5 years, is currently 
not using contraception and is currently married and was continuously married during the last 5 years preceding the survey
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There are no regional variations in the distribution of met need for contraception among married women 
with 9 percent in Nugal, 7 percent in Bari and 6 percent in Mudug region. Similarly, little differences are 
observed for met need between the different background characteristics such as rural urban residence, 
education of the woman and wealth status. 

Using information on contraception and unmet need, the percentage of demand for contraception satisfied 
is also estimated from the MICS data. The percentage of demand satisfied is defined as the proportion of 
women currently married who are currently using contraception, of the total demand for contraception. 
The total demand for contraception includes women who currently have an unmet need (for spacing or 
limiting), plus those who are currently using contraception. Table RH.2 shows that the total met need is 
lower than the total unmet need for family planning (7 percent compared to 11 percent). The table also 
highlights that the total demand for family planning satisfied is 38 percent and the level of satisfaction is 
similar for rural and urban areas.
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Antenatal Care
The antenatal period presents important opportunities for reaching pregnant women with a number of 
interventions that may be vital to their health and well-being and that of their infants. Better understanding 
of foetal growth and development and its relationship to the mother’s health has resulted in increased 
attention to the potential of antenatal care as an intervention to improve both maternal and newborn health. 
For example, if the antenatal period is used to inform women and families about the danger signs and 
symptoms and about the risks of labour and delivery, it may provide the route for ensuring that pregnant 
women do, in practice, deliver with the assistance of a skilled health care provider. The antenatal period 
also provides an opportunity to supply information on birth spacing, which is recognized as an important 
factor in improving infant survival. Tetanus immunization during pregnancy can be life-saving for both the 
mother and infant. The prevention and treatment of malaria among pregnant women, management of 
anaemia during pregnancy and treatment of STIs can significantly improve foetal outcomes and improve 
maternal health. Adverse outcomes such as low birth weight can be reduced through a combination of 
interventions to improve women’s nutritional status and prevent infections (e.g., malaria and STIs) during 
pregnancy. More recently, the potential of the antenatal period as an entry point for HIV prevention and 
care, in particular for the prevention of HIV transmission from mother to child, has led to renewed interest 
in access to and use of antenatal services.

WHO recommends a minimum of four antenatal visits based on a review of the effectiveness of different 
models of antenatal care. WHO guidelines are specific on the content of antenatal care visits, which 
include:

• Blood pressure measurement

• Urine testing for bateriuria and proteinuria

• Blood testing to detect syphilis and severe anemia

• Weight/height measurement (optional)

The type of personnel providing antenatal care to women aged 15-49 years who gave birth in the two 
years preceding is presented in Table RH.3. The results show that nearly three in four of women did 
not receive antenatal care. In the Northeast Zone, the majority of antenatal care is provided by medical 
doctors while a minority of women receive care from a traditional birth attendant.

At least 24 percent of women received antenatal care from a skilled provider and getting antenatal care 
from a skilled provider was twice as likely in urban (31 percent) than in rural areas (14 percent). Education 
and wealth status of a woman were strongly associated with ANC from a skilled provider, 51 percent of 
women with secondary or more education received antenatal care from a skilled provider compared to 20 
percent of women with no education. A lower percentage (17 percent) of women who gave birth in the two 
years preceding the survey received antenatal care from a skilled provider in Mudug region compared to 
the other two regions; 26 percent in Bari and 32 percent in Nugul.
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UNICEF and WHO recommend a minimum of four antenatal care visits during pregnancy. Table RH.4 
shows number of antenatal care visits during the last pregnancy within two years preceding the survey, 
regardless of provider by selected characteristics. One in 10 mothers received two ANC visits, 8 percent 
had three visits while 3 percent of the mothers had 4 or more ANC visits. The proportion of women who 
had no antenatal care visits is higher among women with no education and women from the poorest 
households (Table RH4).

12	 A review of the quality of data relating to children below 2 years indicates potential data quality limitations hence the need to interpret the results for 
antenatal care coverage, skilled attendant at delivery and institutional deliveries with caution.
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The types of services pregnant women received during antenatal care are shown in table RH.5. Among 
those women who had a live birth during the two years preceding the survey, 21 percent reported that 
a blood sample was taken during, 25 percent reported that their blood pressure was checked and 19 
percent had urine specimen taken. About 16 percent of these women had all three procedures done; 
blood pressure measured and urine and blood sample taken. A larger proportion of urban women (20 
percent) received all three tests compared to those from rural areas (9 percent). The percentage of women 
who had all the three tests taken during ANC increased with household wealth from 7 percent in the 
poorest wealth quintile to 28 in the richest wealth quintile.
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Assistance at Delivery
Three quarters of all maternal deaths occur during delivery and the immediate post-partum period. 
The single most critical intervention for safe motherhood is to ensure a competent health worker with 
midwifery skills is present at every birth, and transport is available to a referral facility for obstetric care 
in case of emergency. A World Fit for Children goal is to ensure that women have ready and affordable 
access to skilled attendance at delivery. The indicators are the proportion of births with a skilled attendant 
and proportion of institutional deliveries. The skilled attendant at delivery indicator is also used to track 
progress toward the Millennium Development target of reducing the maternal mortality ratio by three 
quarters between 1990 and 2015.

The MICS included a number of questions to assess the proportion of births attended by a skilled 
attendant. A skilled attendant includes a doctor, nurse, midwife or auxiliary midwife(who are also skilled 
birth attendants).

13	 A review of the quality of data relating to children below 2 years indicates potential data quality limitations hence the need to interpret the results for 
skilled attendant at delivery with caution.
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About 38 percent of last births to women in the last two years before the survey were delivered by skilled 
personnel (Table RH.6). Among regions, the percentages range from 42 percent in Bari to 35 percent in 
Mudug. Education and household wealth were correlated with assistance of a skilled birth attendant.

More than one in twenty of the births (5 percent) in the two years preceding the MICS survey were 
delivered with assistance by a midwife. Doctors assisted with the delivery of 13 percent of births and 
nurses/auxiliary midwife assisted with 20 percent.

Place of Delivery
Increasing the proportion of births that are delivered in health facilities is an important factor in reducing 
the health risks to both the mother and the baby. Proper medical attention and hygienic conditions during 
delivery can reduce the risks of complications and infection that can cause morbidity and mortality to 
either the mother or the baby. Table RH.7 presents the percent distribution of women age 15-49 who 
had a live birth in the two years preceding the survey by place of delivery and the percentage of births 
delivered in a health facility, according to background characteristics.



74

14
	

A 
re

vi
ew

 o
f t

he
 q

ua
lit

y 
of

 d
at

a 
re

la
tin

g 
to

 c
hi

ld
re

n 
be

lo
w

 2
 y

ea
rs

 in
di

ca
te

s 
po

te
nt

ia
l d

at
a 

qu
al

ity
 li

m
ita

tio
ns

 h
en

ce
 th

e 
ne

ed
 to

 in
te

rp
re

t t
he

 re
su

lts
 fo

r i
ns

tit
ut

io
na

l d
el

iv
er

ie
s 

w
ith

 c
au

tio
n.



75

About 13 percent of births in Northeast Zone are delivered in a health facility; 9 percent of deliveries 
occur in public sector facilities and 4 percent occur in private sector facilities. More than four in five births 
(84 percent) occur at home. There are no major differences by woman’s age in the choice of a place of 
delivery. The proportion of health facility deliveries was higher for women living in urban areas (17 percent) 
than those in the rural areas (5 percent). Bari region has the highest percentage of institutional deliveries 
(17 percent compared to 10 percent in Nugal and 9 percent in Mudug regions). Women with higher levels 
of educational attainment are more likely to deliver in a health facility than women with less education 
or no education. The proportion of births occurring in a health facility increases steadily with increasing 
wealth quintile, from 6 percent of births in the lowest wealth quintile to 28 percent among those in the 
highest quintile. This pattern is similar with regard to the number of antenatal care visits rising from 7 
percent of those women with no ANC visits to 43 percent of those who had four or more visits, delivering 
in health facility.

 15	 A review of the quality of data relating to children below 2 years indicates potential data quality limitations hence the need to interpret the results for 
institutional deliveries with caution.
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VIII.	Child Development

Early Childhood Education and Learning 
Readiness of children for primary school can be improved through attendance to early childhood 
education programmes or through pre-school attendance. Early childhood education programmes 
include programmes for children that have organised learning components as opposed to baby-sitting 
and day-care which do not typically have organised educational and learning.

Attendance to early childhood education programs in Northeast Zone is generally very low. Only about 2 
percent of children aged 36-59 months are attending an organised early childhood education programme 
(Table CD.1). The attendance remains low for both rural (less than 1 percent) and urban (3 percent). 
Attendance is also low across the three regions and varied from 1 percent in Mudug region to 4 percent 
in Nugal. This low prevalence was found across gender and wealth quintiles). 
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It is well recognized that a period of rapid brain development occurs in the first 3-4 years of life, and 
the quality of home care is the major determinant of the child’s development during this period. In 
this context, engagement of adults in activities with children, presence of books in the home for the 
child, and the conditions of care are important indicators of quality of home care. Children should be 
physically healthy, mentally alert, emotionally secure, socially competent and ready to learn.

Information on a number of activities that support early learning was collected in the survey. These 
included the involvement of adults with children in the following activities: reading books or looking 
at picture books, telling stories, singing songs, taking children outside the home, compound or yard, 
playing with children, and spending time with children naming, counting, or drawing things.

For over half (58 percent) of under-five children, an adult household member engaged in four or more 
activities that promote learning and school readiness during the 3 days preceding the survey (Table 
CD.2). The average number of activities that adults engaged with children was 3.4. The table also 
indicates that the father’s involvement in such activities was extremely limited. Father’s involvement 
with one or more activities was only 1 percent. About 30 percent of children were living in a household 
without their fathers.
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There are no differentials by gender, residence and age of the child in terms of engagement of adults 
or fathers in activities with children. Considerable differentials by region and socio-economic status are 
also observed: Adult engagement in activities with children was lowest in Mudug region (50 percent). The 
proportion was 71 percent for children living in the richest households, as opposed to 54 percent of those 
living in the poorest households.

Exposure to books in early years not only provides the child with greater understanding of the nature of 
print, but may also give the child opportunities to see others reading, such as older siblings doing school 
work. Presence of books is important for later school performance. The mother/caretaker of all children 
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under 5 were asked about number of children’s books or picture books they have for the child, household 
objects or outside objects, and homemade toys or toys that came from a shop that are available at home.

In Northeast Zone, Somalia, only 1 percent of children age 0-59 months lives in households where at least 
3 children’s books are present for the child (Table CD.3). In our sample of 4,714 children under five years 
of age, none were found to live in a household having 10 or more children’s books. 
 

Table CD.3 also shows that 8 percent of children aged 0-59 months had 2 or more types of playthings 
to play with in their homes. The types of playthings in MICS included homemade toys (such as dolls and 
cars, or other toys made at home), toys that came from a store, and household objects (such as pots and 
bowls) or objects and materials found outside the home (such as sticks, rocks, animal shells, or leaves). 
It is interesting to note that 7 percent of children play with toys that come from a store; however, the 
percentages for other types of toys e.g. household objects/objects found outside the house is 33 percent 
and 8 percent are homemade toys. The proportion of children who have 2 or more types of playthings is 
similar for both male and female children (8 percent). Urban children were more likely to have 2 or more 
types of playthings to play with compared to their rural counterparts (11 percent versus 5 percent). In 
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addition, small differences are observed in terms of mother’s education – 11 percent of children whose 
mothers are educated to secondary or more level have 2 or more types of playthings, while the proportion 
is 7 percent for children whose mothers have no education. Differentials are also observed between 
the children from poorest households (5 percent) and those from the richest households (15 percent) in 
ownership of 1 play things but regional differences were minimal.

Leaving children alone or in the presence of other young children is known to increase the risk of accidents. 
In MICS, two questions were asked to find out whether children aged 0-59 months were left alone during 
the week preceding the interview, and whether children were left in the care of other children under 10 
years of age.

Table CD.4 shows that 26 percent of children aged 0-59 months were left in the care of other children, while 
14 percent were left alone during the week preceding the interview. Combining the two care indicators, 
it is calculated that 29 percent of children were left with inadequate care during the week preceding the 
survey, either by being left alone or in the care of another child. No differences were observed by the sex 
of the child or between urban and rural areas. Children aged 24-59 months were left with inadequate 
care more (36 percent) than those who were aged 0-23 months (18 percent). Children from the poorest 
households were more likely to be left without adequate care (35 percent) compared to children from the 
richest households (24 percent).
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Early Childhood Development
Early child development is defined as an orderly, predictable process along a continuous path, in which 
a child learns to handle more complicated levels of moving, thinking, speaking, feeling and relating to 
others. Physical growth, literacy and numeracy skills, socio-emotional development and readiness to 
learn are vital domains of a child’s overall development, which is a basis for overall human development.

A 10-item module that has been developed for the MICS programme was used to calculate the Early Child 
Development Index (ECDI). The indicator is based on some benchmarks that children would be expected 
to have if they are developing as the majority of children in that age group. The primary purpose of the 
ECDI is to inform public policy regarding the developmental status of children in Northeast Zone, Somalia.

Each of the 10 items is used in one of the four domains, to determine if children are developmentally on 
track in that domain. The domains in question are:

•	 Literacy-numeracy: Children are identified as being developmentally on track based on whether they 

can identify/name at least ten letters of the alphabet, whether they can read at least four simple, popular 

words, and whether they know the name and recognize the symbols of all numbers from 1 to 10. If at 

least two of these are true, then the child is considered developmentally on track.

•	 Physical: If the child can pick up a small object with two fingers, like a stick or a rock from the ground 

and/or the mother/caretaker does not indicate that the child is sometimes too sick to play, then the 

child is regarded as being developmentally on track in the physical domain.

•	 Social-emotional: Children are considered to be developmentally on track if two of the following are 

true: If the child gets along well with other children, if the child does not kick, bite, or hit other children 

and if the child does not get distracted easily

•	 Learning: If the child follows simple directions on how to do something correctly and/or when given 

something to do, is able to do it independently, then the child is considered to be developmentally on 

track in this domain.

ECDI is then calculated as the percentage of children who are developmentally on track in at least three 
of these four domains.

The results are presented in Table CD.5. In Northeast Zone, Somalia, 35 percent of children aged 36-
59 months are developmentally on track and there is no gender difference. As expected, ECDI is much 
higher in older age group (41 percent among 48-59 months old compared to 30 percent among 36-47 
months old), since children mature more skills with age. Higher ECDI is seen in children attending an early 
childhood education programme (75 percent) compared to 34 percent for those who are not attending.

Children living in poorest households have lower ECDI (28 percent) compared to children living in richest 
households (42 percent). The analysis of four domains of child development shows that 76 percent of 
children are on track in physical domain, but much less on track in learning domain (69 percent), social-
emotional (46 percent) and literacy-numeracy (16 percent) domains.
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IX. 	 Literacy and Education

Literacy among Young Women
One of the World Fit for Children goals is to assure adult literacy. Adult literacy is also an MDG indicator, 
relating to both men and women. In MICS, since only a women’s questionnaire was administered, the 
results are based only on females age 15-24. Literacy is assessed on the ability of the respondent to read 
a short simple statement or based on school attendance. The percent literate is presented in Table ED.1 
which indicates that slightly above one quarter (37 percent) of women in Northeast Zone are literate and 
that literacy status varies by region, area of residence and household wealth index. Of women who stated 
that primary school was their highest level of education, 76 percent were able to read the statement 
shown to them.
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School Readiness
Attendance to pre-school education in an organised learning or child education programme is important 
for the readiness of children to school. Table ED.2 shows the proportion of children in the first grade 
of primary school who attended pre-school the previous year. Overall, 23 percent of children who are 
currently attending the first grade of primary school were attending pre-school the previous year. The 
percentages do not vary much between urban areas (24 percent) and rural areas (20 percent). Thirty 
percent of first graders in Nugal region have attended pre-school compared to 20 percent in Bari and 
24 percent in Mudug. In households from the middle wealth quintile, about one third (35 percent) of 
children attending the first grade have attended pre-school in the previous year compared to 18 percent 
for children from the poorest and richest households.  
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Primary and Secondary School Participation
Universal access to basic education and the achievement of primary education by the world’s children 
is one of the most important goals of the Millennium Development Goals and A World Fit for Children. 
Education is a vital prerequisite for combating poverty, empowering women, protecting children from 
hazardous and exploitative labour and sexual exploitation, promoting human rights and democracy, 
protecting the environment, and influencing population growth.

The indicators for primary and secondary school attendance include:

•	 Net intake rate in primary education

•	 Primary school net attendance ratio (adjusted)

•	 Secondary school net attendance ratio (adjusted)

•	 Female to male education ratio (or gender parity index - GPI) in primary and secondary school

The indicators of school progression include:

•	 Children reaching last grade of primary

•	 Primary completion rate

•	 Transition rate to secondary school

In Northeast Zone, Somalia, children enter primary school at age 6 and enter secondary school at age 
14. There are 8 grades in primary school and 4 grades in secondary school. In primary school, grades are 
referred to as standard 1 to standard 8. For secondary school, grades are referred to as Form 1 to Form 
4. The school year typically runs from September of one year to May of the following year.

Of children who are of primary school entry age (age 6) in Northeast Zone, 17 percent are attending the 
first grade of primary school (Table ED.3). There are no gender and urban-rural differentials. The percent 
of children of primary school entry age attending first grade ranges from 22 percent in Bari region to 9 
percent in Mudug region. A positive correlation with mother’s education and socioeconomic status is 
observed; for children age 6 whose mothers have at least secondary school education, 34 percent were 
attending the first grade. In the richest households, the proportion is around 31 percent, while it is only 6 
percent among children living in the poorest households.
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Table ED.4 provides the percentage of children of primary school age 6 to 14 years who are attending 
primary or secondary school16. Less than half (43 percent) of children of primary school age are attending 
school. This percentage is slightly higher in males, (46 percent) compared to females (40 percent). In 
urban areas half of the children attend school while in rural areas attendance is only 31 percent. Mother’s 
education and household wealth are positively correlated to school attendance of the children.

16	 Ratios presented in this table are “adjusted” since they include not only secondary school attendance, but also attendance to higher levels in the 
numerator.



87

17	 Ratios presented in this table are “adjusted” since they include not only secondary school attendance, but also attendance to higher levels in the 
numerator.

The secondary school net attendance ratio is presented in Table ED.517. Only 15 percent of the children of 
secondary school age are attending secondary school. Timely attendance to secondary school is higher 
in urban areas (21 percent) as compared to only 3 percent in rural areas. Differentials exist between males 
and females. Attendance of secondary school among boys of secondary school age is slight higher than 
girls (28 percent against 18 percent). About one third (32 percent) of the children of secondary school age 
are attending primary school when they should be attending secondary school while the remaining 53 
percent are not attending school at all.
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The percentage of children entering first grade who eventually reach the last grade of primary school 
is presented in Table ED.6. Of all children starting grade one, 85 percent of them eventually reach the 
last grade. Notice that this number includes children that repeat grades and that eventually move up 
to reach last grade. The possibility of eventually reaching the last grade of school is highest in Mudug 
region (95 percent), among children of mother with secondary education or higher (95 percent) and 
those in the richest wealth quintile households (93 percent).
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The primary school completion rate and transition rate to secondary education are presented in Table 
ED.7. The primary completion rate is the ratio of the total number of students, regardless of age, entering 
the last grade of primary school for the first time, to the number of children of the primary graduation age at 
the beginning of the current (or most recent) school year. At the moment of the survey, the primary school 
completion rate is 50 percent and is strongly correlated to the mother’s education and household wealth. 
The percentage of primary school completion rate is higher among the males (59 percent) compared to 
females (40 percent).

Slightly less than half (48 percent) of the children that completed successfully the last grade of primary 
school were found at the moment of the survey to be attending the first grade of secondary school.
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The ratio of girls to boys attending primary and secondary education is provided in Table ED.8. These 
ratios are better known as the Gender Parity Index (GPI). Notice that the ratios included here are obtained 
from net attendance ratios rather than gross attendance ratios. The last ratios provide an erroneous 
description of the GPI mainly because in most of the cases the majority of over-aged children attending 
primary education tend to be boys. The table shows that gender parity for primary school is 0.9 indicating 
slight differences in the attendance of girls and boys to primary school. However, the indicator drops to 
0.6 for secondary education. The disadvantage of girls is particularly pronounced among children living 
in rural areas.

Primary school completion rates and transition rate to secondary school, Northeast Zone, Somalia 2011
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Non Formal Education
Non Formal Education (NFE) can complement formal education or help people who are out of the formal 
education system acquire useful skills in life. In the context of the Northeast Zone where formal education 
is still developing, NFE may act as critical source of these skills. The MICS4 focused on children aged 5 
-17 years of age and collected data on different types of NFE;

•	 Koranic School

•	 Integrated Koranic School

•	 Alternative Basic Education (ABE) classes

•	 Vocational training classes

And for each of the NFE category, data were collected for children 5 – 17 years who

•	 Ever attended NFE.

•	 Are currently attending different types of NFE.

•	 Have completed the different types of NFE. 

Children who ever attended any form of NFE are shown in Table ED.9A. Seventy three percent of children 
aged 5 -17 years have ever attended non formal education. Most of these children have ever attended the 
Koranic School (72 percent) and one in every ten children has ever attended integrated koranic school. 
Only 5 percent of children have ever attended Alternative Basic Education (ABE), while less than 1 percent 
have ever attended education for youth programme or vocational training classes.
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Percentage of children who completed NFE is shown in Table ED.9B where only three programmes 
registered very small completion rates. Only 3 percent of children completed ABE classes and less than 1 
percent completed the education for youth programme or the vocational training programme.



93



94

X. 	 Child Protection

Child Labour
Article 32 of the Convention on the Rights of the Child states: “States Parties recognize the right of 
the child to be protected from economic exploitation and from performing any work that is likely to be 
hazardous or to interfere with the child’s education, or to be harmful to the child’s health or physical, 
mental, spiritual, moral or social development...” The World Fit for Children mentions nine strategies to 
combat child labour and the MDGs call for the protection of children against exploitation. In the MICS 
questionnaire, a number of questions addressed the issue of child labour, that is, children 5-14 years 
of age involved in labour activities. A child is considered to be involved in child labour activities at the 
moment of the survey if during the week preceding the survey he/she performed the following activities: 

•	 Ages 5-11: at least one hour of economic work or 28 hours of domestic work per week. 

•	 Ages 12-14: at least 14 hours of economic work or 28 hours of domestic work per week.

This definition allows differentiation between child labour and child work to identify the type of work that 
should be eliminated. Table CP.1 presents the results of child labour by the type of work. Percentages do 
not add up to the total child labour as children may be involved in more than one type of work.

For children 5 – 11 years and 12 – 14 years respectively less than 2 percent and 3 percent engaged in 
economic activity outside the household. Nearly half (49 percent) of the children aged 12 – 14 years 
engaged in household chores less than 28 hours a week and about 1 in 5 children aged 5 – 11 years 
worked for family business (22 percent). Overall about 26 percent of children in Northeast Zone are 
engaged in child labour. Involvement in child labour is more among the girls (29 percent) than boys (23 
percent). In addition, fewer children in the urban areas are engaged in child labour than their children 
labour compared to their rural counterparts (22 percent versus 33 percent). Involvement in child labour 
decreases with mother’s education and the wealth status of household; 27 percent of children whose 
mothers have no education are engaged in child labour compared to 17 percent of children whose 
mothers have secondary or more education.
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Table CP.2 presents the percentage of children age 5-14 years involved in child labour who are attending 
school and percentage of children age 5-14 years attending school who are involved in child labour. Of 
the 38 percent of the children 5-14 years of age attending school, 29 percent are also involved in child 
labour activities. On the other hand, out of the 26 percent of the children who are involved in child labour, 
41 Percent are also attending school.

Forty nine percent of child labourers in Bari region are attending school. This proportion is 31 percent in 
Mudug region and 45% in Nugal. Conversely, more students are involved in child labour in Mudug region 
(34 percent) compared to Bari region (26 percent). Nearly half (49 percent) of urban child labourers are 
attending school compared to 32 percent of rural child labourers. In addition, school attendance by child 
labourers increases with the age of the child, mother’s education and wealth status; an inverse similar 
trend with the school going children who are involved in child labour..
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Child Discipline
As stated in A World Fit for Children, “children must be protected against any acts of violence …” and the 
Millennium Declaration calls for the protection of children against abuse, exploitation and violence. In the 
Northeast Zone, Somalia MICS survey, respondents to the household questionnaire were asked a series 
of questions on the ways adults in the household tend to use to discipline children during the past month 
preceding the survey. Note that for the child discipline module, one child aged 2-14 per household was 
selected randomly during fieldwork. Out of these questions, the two indicators used to describe aspects 
of child discipline are: 1) the number of children 2-14 years that experience psychological aggression as 
punishment or physical punishment.

In Northeast Zone 75 percent of children age 2-14 years were subjected to at least one form of 
psychological or physical punishment by their parents or other adult household members during the past 
month preceding the survey. More importantly, 26 percent of children were subjected to severe physical 
punishment.

There are no gender differences with regard to which children are subject to violent discipline. Older 
children (10 -14 years) compared to younger children (2 – 4 years) were subjected to violent discipline (80 
percent versus 64 percent. It is very notable that, apart from age of the child, differentials with respect to 
many of the background variables were relatively small.
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Early Marriage and Polygyny
Marriage before the age of 18 is a reality for many young girls. According to UNICEF’s worldwide estimates, 
over 60 million women age 20-24 were married before the age of 18. Factors that influence child marriage 
rates include: the state of the country’s civil registration system, which provides proof of age for children; 
the existence of an adequate legislative framework with an accompanying enforcement mechanism to 
address cases of child marriage; and the existence of customary or religious laws and practices that 
condone the practice.

In many parts of the world parents encourage the marriage of their daughters while they are still children 
in hopes that the marriage will benefit them both financially and socially, while also relieving financial 
burdens on the family. In actual fact, child marriage is a violation of human rights, compromising the 
development of girls and often resulting in early pregnancy and social isolation, with little education and 
poor vocational training reinforcing the gendered nature of poverty. The right to ‘free and full’ consent to 
a marriage is recognized in the Universal Declaration of Human Rights - with the recognition that consent 
cannot be ‘free and full’ when one of the parties involved is not sufficiently mature to make an informed 
decision about a life partner.

Closely related to the issue of child marriage is the age at which girls become sexually active. Women who 
are married before the age of 18 tend to have more children than those who marry later in life. Pregnancy 
related deaths are known to be a leading cause of mortality for both married and unmarried girls between 
the ages of 15 and 19, particularly among the youngest of this cohort. There is evidence to suggest that 
girls who marry at young ages are more likely to marry older men which puts them at increased risk of HIV 
infection. The demand to reproduce and the power imbalance resulting from the age differential lead to 
very low condom use among such couples.

Two of the indicators are to estimate the percentage of women married before 15 years of age and 
percentage married before 18 years of age. The percentage of women married at various ages is provided 
in Table CP.4. About one in ten young women age 15-19 years are currently married (12 percent). The 
percentage of women in a polygynous union is also provided in Table CP.4. One in five women age 15 – 49 
years in Northeast zone, are in a polygynous union. The percent of women in polygynous union increases 
with age from 14 percent among women 15 -19 years to 29 percent among women age 45 – 49 years. 
There are minimal differences in polygyny across the different background characteristics.
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Table CP.5 present the proportion of women who were first married or entered into a marital union before 
age 15 and 18 by area and age groups. Examining the percentages married before age 15 and 18 by 
different age groups allow us to see the trends in early marriage over time. Both marriage before ages 15 
and 18 follows a specific trend starting with a low at age 15 -19 and increases steadily peaking at age 
25 – 34 years and then start to decline again. Overall, 12 percent and 38 percent of women were married 
before age 15 and 18 respectively. Very interesting is that there are no differences between rural and 
urban areas. 
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Another component is the spousal age difference with an indicator being the percentage of married 
women with a difference of 10 or more years younger than their current spouse. Table CP.6 presents 
the results of the age difference between husbands and wives. The results show that there are some 
important spousal age differences in Northeast Zone. Nearly one in three women age 20-24 is currently 
married to a man who is older by ten years or more (30 percent), and just over one in three women age 
15-19 are currently married to men who are older by ten years or more (35 percent). The differentials by 
background characteristics are difficult to judge due to the relatively small sample sizes. 
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Female Genital Mutilation/Cutting

Female genital mutilation/cutting (FGM/C) is the partial or total removal of the female external genitalia 
or other injury to the female genital organs. FGM/C is always traumatic with immediate complications 
including excruciating pain, shock, urine retention, ulceration of the genitals and injury to adjacent tissue. 
Other complications include septicaemia, infertility, obstructed labour, and even death. The procedure is 
generally carried out on girls between the ages of 5 and 14. It is often performed by traditional practitioners, 
including midwives and barbers, without anaesthesia, using scissors, razor blades or broken glass.

FGM/C is a fundamental violation of human rights. It subjects girls and women to health risks and has life-
threatening consequences. Among those rights violated are the rights to the highest attainable standard 
of health and to bodily integrity. Furthermore, it could be argued that girls (under 18) cannot be said to give 
informed consent to such a potentially damaging practice as FGM/C. Table CP.7 presents the prevalence 
of FGM/C among women and the type and extent of the procedure. The table shows that 98 percent of 
women aged 15-49 had some form of female genital mutilation. The practice does not appear to differ in 
any way between the different background characteristics. A great majority of women (87 percent) were 
sewn closed followed by a smaller percentage (6 percent) who had flesh removed.
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Like the rest of Somalia, the Northeast Zone has one of the highest prevalence rates of FGM/C in the world, 
with nearly all girls cut by the age of 12. Majority of these girls and women are subjected to ‘pharonic’ 
FGM/C, the most severe form of the practice, usually involving infibulations. Despite internationally 
recognized laws against FGM/C, lack of validation for the practice in Islam relgion and global advocacy 
to eradicate the practice, it remains deeply embedded in Somaliland culture. In the rural areas, FGM/C is 
practiced during the rainy season while in the urban centres there is no specific defined time frame.

Table CP.8 presents the prevalence and extent of FGM/C performed on the respondents’ daughters aged 
0-14. Overall, 31 per cent of girls had undergone FGM/C. Surprising to note is that daughters whose 
mothers have no education are less likely to be exposed to the practice of FGM/C (30percent) compared 
to daughters whose mothers have secondary education or more (42 percent). FGM/C among daughters 
was more common in urban areas (33 percent) compared to rural areas (26 percent). It also increased with 
age and was highest in the 10 – 14 years age group (82 percent), suggesting that most girls underwent 
FGM between the ages of 10 and 14 years. Moreover, FGM/C among daughters increased with increasing 
wealth quintile from 25 percent among the poorest to 37 percent among the richest quintile.
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Table CP.9 presents the woman’s attitudes towards FGM/C. Regarding opinion as to whether the practice 
should be continued or discontinued, 58 percent of women thought it should be continued while 37 
percent believed it should be discontinued. Women in Mudug region are more likely to approve of the 
continuation of the practice of FGM/C than women in other regions. Approval of the continuation of 
the practice is highest among women with primary education (60 percent) than those with secondary 
education and above (50 percent). Women from the richest households are less likely to approve of the 
continuation of the practice than women from the poorest households. Women who have not undergone 
FGM/C are less likely to approve continuation (37 percent) compared to those who had undergone FGM/C 
(58 percent). Age is an important determinant in disapproval of FGM/C; 43 percent of women aged 15 -19 
years say FGM/C should be discontinued compared to 35 percent of women age 45 – 49 years. 
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Attitudes toward Domestic Violence
The Northeast Zone MICS4 assessed the attitudes of women and men age 15-49 years towards wife 
beating for a variety of scenarios by asking the respondents whether husbands are justified to hit or 
beat their wives for a variety of scenarios. These questions were asked to have an indication of cultural 
beliefs that tend to be associated with the prevalence of violence against women by their husbands. 
The main assumption here is that women that agree with the statements indicating that husbands are 
justified to beat their wives under the situations described in reality tend to be abused by their own 
husbands. The responses to these questions can be found in Table CP.10. Overall, 35 percent of women 
in Northeast Zone, Somalia feel that a husband is justified to hit or beat his wife for at least one of a 
variety of reasons. Women who approve a husband’s violence, in most cases agree and justify violence in 
instances when the woman refuses to have sex with him (25 percent), neglects the children (20 percent) 
or if she demonstrates her autonomy, e.g. argues with him (19 percent) or goes out without telling her 
husband (17 percent). Around 11 percent of women believe that a husband is justified to hit or beat his 
wife or if she burns the food.

Acceptance is more present among those living Bari region (37 percent) than in Mudug region (33 percent). 
Acceptance is also higher among the currently married women. There appear to be no major differences 
in approval of domestic violence by wealth status and area of residence.
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Orphans
Children who are orphaned may be at increased risk of neglect or exploitation if the parents are not 
available to assist them. Monitoring the variations in different outcomes for orphans and comparing them 
to their peers gives us a measure of how well communities and governments are responding to their 
needs.

The frequencies of children living with neither parent, mother only, and father only are presented in Table 
HA.7. Sixty three percent of children aged 0-17 years in Northeast Zone live with both their parents. One 
in eight children (12 percent) is living with neither parent. This percentage increases with the child’s age.

One of the measures developed for the assessment of the status of orphaned children relative to their 
peers looks at the school attendance of children 10-14 years for children who have lost both parents 
versus children whose parents are alive (and who live with at least one of these parents). If children whose 
parents have died do not have the same access to school as their peers, then families and schools are 
not ensuring that these children’s rights are being met.
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In Northeast Zone, one percent of children aged 10-14 have lost both parents (Table HA.8). Thirty one 
percent of the orphans are currently attending school. Among the children age 10-14 who have not lost 
a parent and who live with at least one parent, 57 percent are attending school. The orphans to non-
orphans school attendance ratio is 0.55.
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XI. 	 HIV/AIDS, Sexual Behaviour, and Orphan

Knowledge about HIV Transmission and Misconceptions about HIV/AIDS
One of the most important prerequisites for reducing the rate of HIV infection is accurate knowledge 
of how HIV is transmitted and strategies for preventing transmission. Correct information is the first 
step towards raising awareness and giving young people the tools to protect themselves from infection. 
Misconceptions about HIV are common and can confuse young people and hinder prevention efforts. 
Different regions are likely to have variations in misconceptions although some appear to be universal 
(for example that sharing food can transmit HIV or mosquito bites can transmit HIV). The UN General 
Assembly Special Session on HIV/AIDS (UNGASS) called on governments to improve the knowledge and 
skills of young people to protect themselves from HIV. The indicators to measure this goal as well as the 
MDG of reducing HIV infections by half include improving the level of knowledge of HIV and its prevention, 
and changing behaviours to prevent further spread of the disease. HIV modules were administered to 
women 15-49 years of age.

One indicator which is both an MDG and UNGASS indicator is the percent of young women who have 
comprehensive and correct knowledge of HIV prevention and transmission. In Northeast Zone, MICS all 
women who have heard of AIDS were asked whether they knew of the three main ways of preventing HIV 
transmission – having only one faithful uninfected partner, using a condom every time, and abstaining 
from sex. The results are presented in Table HA.1. In Northeast Zone, majority of the interviewed women 
(83 percent) have heard of AIDS. However, the percentage of women who know of both main ways of 
preventing HIV transmission is only 27 percent. Sixty two percent of women know of having one faithful 
uninfected sex partner and 31 percent know of using a condom every time as main ways of preventing 
HIV transmission.
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The results for women age 15-24 are separately presented in Table HA.2. Among this age group, 83 
percent have ever heard of AIDS and 63 percent of them know that having one faithful uninfected partner 
is a way of preventing HIV transmission.

Tables HA.1 and HA.2 also present the percent of women who could correctly identify misconceptions 
concerning HIV. The indicator was based on the two most common and relevant misconceptions in 
Northeast Zone, that HIV can be transmitted by supernatural means and mosquito bites. The table also 
provides information on whether women knew that HIV could not be transmitted by sharing food with 
someone with AIDS. Of the interviewed women age 15 to 49 years, 30 percent reject the two most 
common misconceptions and know that a healthy-looking person can be infected (Table HA.1). About 
half of the women know that HIV is not transmitted through supernatural means. Fifty seven percent of 
women know that sharing food with someone with AIDS does not transmit HIV while this percentage is 
58 among younger women.

Women who have comprehensive knowledge about HIV prevention include women who know of the two 
main ways of HIV prevention (having only one faithful uninfected partner and using a condom every time), 
who know that a healthy looking person can have the AIDS virus, and who reject the two most common 
misconceptions. Tables HA.1 and HA.2 also present the percentage of women with comprehensive 
knowledge. Comprehensive knowledge of HIV prevention methods and transmission is fairly low although 
there are differences by area. Overall, 9 percent of women ages 15 to 49 years were found to have 
comprehensive knowledge, which was slightly higher in urban areas (10 percent) than rural areas (6 
percent). As expected the percent of women with comprehensive knowledge increases with the woman’s 
education level (Figure HA.1).

The same pattern is observed in regard to the increase of comprehensive knowledge and household wealth 
(Table HA.1). Only one in every ten young women in Northeast Zone has comprehensive knowledge of HIV 
transmission (Table HA.2). The percentage is similar across regions and between urban and rural areas. 
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Figure HA.1 Percentage of women who have comprehensive knowledge of HIV/AIDS transmission 
by education levels, Northeast Zone, Somalia 2011

Knowledge of mother-to-child transmission of HIV is also an important first step for women to seek 
HIV testing when they are pregnant to avoid infection in the baby. Women should know that HIV can be 
transmitted during pregnancy, during delivery, and through breastfeeding. The level of knowledge among 
women age 15-49 years concerning mother-to-child transmission is presented in Table HA.3.

Overall, 74 percent of women know that HIV can be transmitted from mother to child. The percentage of 
women who know all three ways of mother-to-child transmission is 45 percent, while 9 percent of women 
did not know of any specific way. Sixty four percent of the women know that HIV can be transmitted 
through breastfeeding while 55 percent know that transmission can occur during pregnancy and 65 
percent know that it may occur during delivery.
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Accepting Attitudes toward People Living with HIV/AIDS
The indicators on attitudes toward people living with HIV measure stigma and discrimination in the 
community. Stigma and discrimination are low if respondents report an accepting attitude on the following 
four questions: 1) Would care for family member sick with AIDS; 2) would buy fresh vegetables from a 
vendor who is HIV positive; 3) thinks that a female teacher who is HIV positive should be allowed to teach 
in school; and 4) would not want to keep HIV status of a family member a secret. Table HA.4 presents the 
attitudes of women towards people living with HIV/AIDS. In Northeast Zone, 93 percent of women who 
have heard of AIDS agree with at least one accepting attitude towards people living with HIV/AIDS. The 
most common accepting attitude is not keeping secret that a family member got infected with the AIDS 
virus (68 percent). The two least accepted attitudes are; the believe that a female teacher with the AIDS 
virus and is not sick should be allowed to continue teaching (31 percent) and that one would buy fresh 
vegetables from a shop keeper or vendor who has the AIDS virus (32 percent). More educated women 
and those from richest households have more accepting attitudes than the ones with lower education and 
a poorer wealth status.
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Knowledge of a Place for HIV Testing, Counselling and Testing during Antenatal 
Care
Another important indicator is the knowledge of where to be tested for HIV and use of such services. 
Inorder to protect themselves and to prevent infecting others, it is important for individuals to know their 
HIV status. Knowledge of own status is also a critical factor in the decision to seek treatment. Questions 
related to knowledge among women of a facility for HIV testing and whether they have ever been tested 
are presented in Table HA.5. Twenty seven percent of women knew where to be tested, while 5 percent 
have actually been tested. Of these, 2 percent have been tested within the last 12 months and been told 
the results. There is minimal regional disparity in knowledge on a place to get tested which varies by 
education and household wealth.
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Among women who had given birth within the two years preceding the survey, the percent who received 
counselling and HIV testing during antenatal care is presented in Table HA.6. Only 3 percent of women 
who had given birth within the two years preceding the survey received HIV counselling during ANC in 
Northeast Zone. Those who were offered an HIV test were only 2 percent.
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XII. 	Access to Mass Media and Use of Information/
Communication Technology

The 2011 Northeast Zone, Somalia MICS collected information on exposure to mass media and the use 
of computers and the internet.

Information is collected on:

•	 exposure to newspapers/magazines, radio and television among women and men age 15-49,

•	 use of computers among 15-24 year-olds, and

•	 use of the internet among 15-24 year-olds.

Access to Mass Media
The proportion of women who read a newspaper, listen to the radio and watch television at least once a 
week is shown in table MT.1.

At least once a week, 13 percent of women in Northeast Zone read a newspaper, 30 percent listen to 
the radio and 13 percent watch television. Overall, 12 percent do not have regular exposure to any of 
the three media, while 5 percent are exposed to all the three types of media at least on a weekly basis. 
Women under age 25 are more likely than older women to report exposure to all three types of mass 
media. Strong differentials by area, education and socio-economic status are observed for exposure to 
all types of media.

Women with higher education were likely to have been exposed to all the types of media than women with 
primary education or no education. Similarly, 16 percent of women in the highest wealth index quintile 
have been exposed to all the three media forms, while the corresponding proportion of women in the 
lowest wealth index quintile is less than 1 percent. Larger proportions of women are exposed to all the 
media types in urban areas (7 percent) than in rural areas (1 percent). Exposure of women to all the three 
mass media was lowest in the Mudug region (2 percent).
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Use of Information/Communication Technology
The questions on computer and internet use were asked only to 15-24 year old women.

As displayed in Table MT.2, 12 percent of 15-24 year old women ever used a computer, 8 percent used 
a computer during the last year and 6 percent used at least once a week during the last month. Overall, 
12 percent of women age 15-24 ever used the internet, while 10 percent used the internet during the last 
year. The proportion of young women who used the internet more frequently, at least once a week during 
the last month is smaller, at 8 percent.

Both the computer and internet use during the last 12 months is more widespread among the 15-19 
year old women. Use of a computer and the internet is also strongly associated with area of residence, 
education and wealth.
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Only 8 percent of women with primary education report using a computer during the last year, while 37 
percent of women with secondary or higher education used a computer. Similarly higher utilisation of the 
internet during the previous year before the survey is observed among young women in urban areas (15 
percent) compared to those in rural areas (1 percent). The use of the internet during the last year is highest 
in Bari region (12 percent), while the proportion is 26 percent for young women in the richest households, 
as opposed to those living in the poorest households (1 percent).
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Appendix A. Sample Design
The major features of the sample design are described in this appendix. Sample design features include 
target sample size, sample allocation, sampling frame and listing, choice of domains, sampling stages, 
stratification, and the calculation of sample weights. 

The primary objective of the sample design for the Northeast Zone Multiple Indicator Cluster Survey was 
to produce statistically reliable estimates of most indicators for the whole Northeast Zone, for urban and 
rural areas, and for the three regions (Bari, Nugal and Mudug) of the Zone. There were two main sampling 
strata: urban and rural areas.

A multi-stage, stratified cluster sampling approach was used for the selection of the survey sample. 

Sample Size and Sample Allocation
The target sample size for the Northeast Zone MICS was calculated as 5,179 households. For the 
calculation of the sample size, the key indicator used was the polio immunization coverage for children 
aged 12 – 23 months. The following formula was used to estimate the required sample size for this 
indicator:

n	 =	 [ 4 (r) (1-r) (f) (1.1) ]
		  [ (0.13r)2 (p) (nh) ]

Where

•	 n is the required sample size, expressed as number of households

•	 4 is a factor to achieve the 95 per cent level of confidence

•	 r is the predicted or anticipated prevalence (coverage rate) of the indicator. The polio immunization 

coverage for children aged 12 – 23 months is 34.8% (MICS 2006)

•	 1.1 is the factor necessary to raise the sample size by 10 per cent for non-response

•	 f is the shortened symbol for deff (design effect). 1.75 was taken as a default, similar to that used in 

MICS 2006.

•	 0.12r is the margin of error to be tolerated at the 95 per cent level of confidence, defined as 12 per cent 

of r (relative sampling error of r)

•	 p is the proportion of the total population upon which the indicator, r, is based. Percentage of children 

aged 12 -23 months in total population was taken as 3.2% (MICS 2006)

•	 nh is the average household size. The average household size was taken as 5.7 (MICS 2006)

The resulting number of households from the calculations was 5,179 households in total.

Separately in urban and rural areas, the total number of households was distributed to regions proportionally 
to the population size of that region. The table below shows the allocation of PSUs to the regions.
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Table SD.1: Allocation of Primary Sampling Units to regions

Sampling Frame and Selection of Clusters
The sampling frame was the list of settlements obtained from the 2005/2006 UNDP settlement census 
and which was updated in preparation for the Somalia population estimation survey. For each settlement, 
this list contained an estimated number of households and the classification by urban and rural.

Stratification consisted of separating urban and rural settlements within each region. Settlements were 
then used as primary sampling units and were selected with probability proportional to size, the size 
being the estimated number of households. Very large settlements were selected with certainty as self-
representing units (that is with probability equal to 1).

In rural areas and small towns, settlements with more than 200 households were divided into segments of 
which one was randomly selected. All households in the selected segment were listed to create a frame 
for the selection of 18 households at the second stage using systematic sampling.

For very large settlements, the list of villages and sections that comprised each settlement served as 
frame for the second stage selection (secondary sampling units). Each selected village and section was 
segmented if it contained more 200 households. One of the newly created segments was then randomly 
selected and all of the households it contained were listed. In the final stage, 18 households were selected 
from the household listing. In villages and sections containing 200 households or less, a complete 
household listing was carried out and 18 households were directly selected from the list of households.

Calculation of Sample Weights

The sample for the Northeast Zone was implemented according to its design. However, information 
onsegmentation was not systematically captured at the field level for most of the clusters. As a result, 
information was incomplete for most clusters. Based on this finding, it was decided not to calculate the 
weights at cluster level. The sampling weights were calculated at strata level.

The major component of the weight is the reciprocal of the sampling fraction employed in selecting the
number of sample households in a particular sampling stratum (h) :

                                                                    
hi

hi f
W 1

=
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The term fh, the sampling fraction for the h-th stratum, is defined as :

                                                                 
hihihihi pppf 321 ××=

                                           
where
nh is the number of households selected from stratum h 

Nh is the total number of households in stratum h

After the completion of fieldwork, response rates were calculated for each sampling stratum. These
were used to adjust the sample weights calculated for each stratum . Response rates in the Northeast
Zone Multiple Indicator Cluster Survey are shown in Table HH.1 in this report.

Similarly, the adjustment for non-response at the individual level (women and under-5 children) for each
stratum is equal to the inverse value of:

RRh = Number of interviewed households in stratum h/ Number of occupied households listed in stratum h

After the completion of fieldwork, response rates were calculated for each sampling stratum. These were 
used to adjust the sample weights calculated for each cluster. Response rates in the Homa Bay County 
Multiple Indicator Cluster Survey are shown in Table HH.1 in this report.

Similarly, the adjustment for non-response at the individual level (women and under-5 children) for each 
stratum is equal to the inverse value of:

RRh = Completed women’s (or under-5’s) questionnaires in stratum h / Eligible women (or under-5s) in 
stratum h

The non-response adjustment factors for women’s and under-5’s questionnaires were applied to the
adjusted household weights. Numbers of eligible women and under-5 children were obtained from the
roster of household members in the Household Questionnaire for households where interviews were
completed.

The sample weights for the households were calculated by multiplying the above factors for each stratum. 
These weights were then standardized (or normalized), one purpose of which is to make the weighted sum 
of the interviewed sample units equal the total sample size at the national level. Normalization is performed 
by multiplying the sample weights by a constant factor equal to the unweighted number of households 
at the national level divided by the weighted total number of households (using the full sample weights 
adjusted for nonresponse).A similar standardization procedure was followed in obtaining standardized 
weights for the women’s and under-5’s questionnaires. Adjusted (normalized) weights varied between 
0.96 and 1.08. 

Sample weights were appended to all data sets and analyses were performed by weighting each 
household, woman or under-5 with these sample weights.
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Appendix B. List of Personnel Involved in the Survey

MICS4 Technical Committees
MICS4 Technical Committee members - Nairobi
Name Organization
Bo Pedersen UNICEF ESARO
Debra Bowers UNICEF PME
Volker Huls UNICEF PME
Sicily Matu UNICEF PME
Nancy Balfour UNICEF WASH
Zaid Jurji UNICEF WASH
Lars Jensen UNICEF S/L
Peter Hailey UNICEF Nutrition
Osamu Kunii UNICEF ACSD
Sheema Sen Gupta UNICEF CP
Isabella Castrogiovanni UNICEF CP
Chiara Pierotti UNICEF GF
Mette Nordstrand UNICEF Education
Woki Munyui UNICEF Education
Teija Vallandingham UNICEF Education
Grainne Moloney FSNAU/FAO
Sriram Pande UNDP
Richard Ngetich UNDP
Uffe Poulsen UNICEF JPLGDSD
Abraham Mulugeta WHO
Raul Kamadjeu WHO
Simon Renk WFP
Niaz Mohammed UNFPA
Stephen Macharia UNFPA

MICS4 Technical Committee members - Hargeisa
Hassan Abdillahi Jama MoNPD
Ahmed Diriye MoNPD
Mohamed Jama Farah MoE
Khadar Mohamed MoHL
Abdillahi Abdi Yusuf MoHL
Saeed Dualeh Mohamed MoW&MR
Abdirhaman Farah Omer MoW&MR
Awale M Awale MoFA&SD
Mohamed Ismail MoInterior
Ahmed Hassan Yusuf MoInformation
Asha Hussein Adam UNICEF
Amran Ibrahim FSNAU/FAO
Nura Gureh FSNAU/FAO
Salada Roble UNFPA
Ahmed Mihile UNDP
Musa Warsame WFP
Nasir Abdi Hirsi WHO
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Survey Teams and ToTs Trainers
Name Organization
Pierre Martel UNICEF
Bo Pedersen UNICEF
Sicily Matu UNICEF
Peter Kingori UNICEF
Oztas Ayhan UNICEF
Austin Mueke UNICEF
Aleksandar Zoric UNICEF
Asha Hussein Adam UNICEF
Mohammed Dhaqane UNICEF
Hassan Jama MoNPD
Ahmed Hassan Yusuf ANPPCAN
Idris  Nur Mohamed ANPPCAN
Abdulkadir Ali Ghelle SDRA
Mohamed Ali Ismail SAREDO
Yahye Ali Obsiye MoNPD
Louise Masese FSNAU/FAO

Key resource persons for specific modules during the training
Agnes Makanyi UNICEF – WASH
Woki Munyui UNICEF – Education
Imran Ravji UNICEF – Health
Awil Gureh UNICEF – Health 
Maryan Yussuf Fahiye UNICEF - Health
Safia Jibril UNICEF – CP
Abdirashid Hashi Abdi UNICEF – GF 
Ahmed Jama UNICEF - GF
Ahmed M. Jama UNICEF Health
Khadra Mohamud MoHL
Louise Masese FSNAU/FAO

Team 1
Team leader (UNFPA) Guled Salah Adan
Supervisor Mahad Omar Hersi
Editors Abdifitah Mohamed Abdulle

Abdirahman Mohamed Sheikh
Enumerators Hodan Salah Aden

Zaynab Ali Askar
Maryan Abdi Yusuf
Iftin Yusuf Mohamed 
Faadumo Dahir Warsame
Halima Mohamed Abdi 

Sketch mapper Ahmed Hersi  Mohamed
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Team 2
Team leader (UNICEF) Hashim Mohamed Ahmed
Supervisor Siciid Duale
Editors Mohamuud Hussein Mohamed 

Ahmed Abdullahi Elimi
Enumerators Ayan Aidarus Haji Hersi

Hawo Mohamed Abdi
Hawo Ali Barre
Habiba Yusuf Ilmi
Hibo  Ali Hersi 
Fardowsa Mohamed Warsame

Sketch mapper Awil Hassan Yusuf

Team 3
Team leader (UNICEF) Kamal Nidam Adan
Supervisor Abdisalan Darod Yusuf 
Editors Jamac Awil Jama

Mohamed Osman Aden
Enumerators Maryame Bile Ali

Ramlo Muse Hussein
Maimun Hashi Mohamed
Falis Ahmed Baarri
Maryan Shire Yussuf

Enumerator Khadra Ahmed Mahamed
Sketch mapper Mohamed Ali Gureye

Team 4
Team leader (UNICEF) Sharmake Mohamed Farah
Supervisor Fu’ad Mohamud Adam
Editors Abdirashid Mohamed Barre

Ahmed Mohamed Ibrahim
Enumerators Ifrah Abdunasir Mohamud

Hamdi Ahmed Hassan
Ijabo Salah Ismail 
Hawa Mohamed Abdi 
Hawo Ismail Mohamed
Basro Omar GellE

Sketch mapper Hassan Abdirahman

Team 5
Team leader (UNICEF) Sicid Mohamed Hassan
Supervisor Ayan  Nur Muse
Editors Abdisalam Farah Jama

Jamac Maxamed Gelle 
Enumerators Saida Ahmed Bare

Fadumo Mohamoud Abdalla
Faduma Muse Hussein
Mako Abdi Mohamed
Hodan Ali Shube
Fosiya Mohamed Ahmed

Sketch mapper Ali Ahmed Ali
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Team 6
Team leader (Government) Mohamed Ahmed Yusuf
Supervisor Amina Ahmed Abdi
Editors Mohamed Abdullahi Abdulle

Mohamed Ibrahim Gure
Enumerators Ikraam Mohamed Abdirahman

Fartun Abdulahi Hussen
Shamso Jamac Sudi
Halima Ali Mohamed
Amina Abdullahi Hussein
Nuuro Abdirahman Samatar

Sketch mapper Sharmerke Ahmed Said

Team 7
Team leader (FAO/FSNAU) Abdikarim Hussein Duale
Supervisor Abdiqani Mohamud Jiidhe
Editors C/fitah  Barre  Nouh

Mohamed Ahmed Hassan
Enumerators Yaasmiin Yaasiin Mohamud

Amino Abdi Mohamud 
Ikram Mohamoud Nur
Kowsar Mohamed Salad
Fardowso Hashi Abdi
Deeqa Ali hersi

Sketch mapper Ahmed Abdinor Ahmed

Team 8
Team leader (Government) Abdulkadir Ali Samatar
Supervisor Faduma Bashir Mohamed
Editors Mubarak Farah Mohamed

Ahmed Jamac Mohamed
Enumerators Shukri Husen Diriye

Anab Ali Shire
Fartun Mohamed Yussuf
Saido Hassan Ahmed
Filsan Ahmed Shiekh
Saido Yasin Ahmed

Sketch mapper Ahmed Roble Essa

Team 9
Team leader (Government) Hussein Bullaale
Supervisor Abdulkadir Gelle
Editors Sacdiya Ahmed Warsame

Ladan Abdi Farah
Enumerators Ayan Husin Jama

Maryan Mohamed Ahmed
Hannan Mohamud Abdi
Luul Adan Hassan
Ayan Abdi Mohamud

Enumerator Ifrah Ali Abdulkadir
Sketch mapper Ahmed Omar Warsame
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Team 10
Team leader (UNICEF) Abdirisak Ali Isse
Supervisor Abdirisak Farah Mohamed
Editors Kafi  Nidam Adan

Mohamud Mohamed Said
Enumerators Hindi Muse Essa

Farhiya Osman Ali
Raqiyo Ahmed Farah
Asha Abdalle Sheikh
Hawo Abdi Duale

Enumerator Deqa Jamac Cise
Sketch mapper Abdisalan Muse Ali
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Appendix C. Estimates of Sampling Errors
The sample of respondents selected in the North West Zone Multiple Indicator Cluster Survey is only 
one of the samples that could have been selected from the same population, using the same design 
and size. Each of these samples would yield results that differ somewhat from the results of the actual 
sample selected. Sampling errors are a measure of the variability between the estimates from all possible 
samples. The extent of variability is not known exactly, but can be estimated statistically from the survey 
data.

The following sampling error measures are presented in this appendix for each of the selected indicators:

•	 Standard error (se): Sampling errors are usually measured in terms of standard errors for particular 

indicators (means, proportions etc.). Standard error is the square root of the variance of the estimate. 

The Taylor linearization method is used for the estimation of standard errors.

•	 Coefficient of variation (se/r) is the ratio of the standard error to the value of the indicator, and is a 

measure of the relative sampling error.

•	 Design effect (deff) is the ratio of the actual variance of an indicator, under the sampling method used 

in the survey, to the variance calculated under the assumption of simple random sampling. The square 

root of the design effect (deft) is used to show the efficiency of the sample design in relation to the 

precision. A deft value of 1.0 indicates that the sample design is as efficient as a simple random sample, 

while a deft value above 1.0 indicates an increase in the standard error due to the use of a more 

complex sample design.

•	 Confidence limits are calculated to show the interval within which the true value for the population can 

be reasonably assumed to fall, with a specified level of confidence. For any given statistic calculated 

from the survey, the value of that statistic will fall within a range of plus or minus two times the standard 

error (r + 2.se or r – 2.se) of the statistic in 95 percent of all possible samples of identical size and 

design. 

For the calculation of sampling errors from MICS data, SPSS Version 18 Complex Samples module has 
been used. The results are shown in the tables that follow. In addition to the sampling error measures 
described above, the tables also include weighted and unweighted counts of denominators for each 
indicator. 

Sampling errors are calculated for indicators of primary interest, for the national level, for urban and rural 
areas, and for the regions. One of the indicators is based on households, 8 selected indicators are based 
on household members, 20 are based on women, and 15 are based on children under 5. All indicators 
presented here are in the form of proportions. Table SE.1 shows the list of indicators for which sampling 
errors are calculated, including the base population (denominator) for each indicator. Tables SE.2 to SE.7 
show the calculated sampling errors for selected domains.
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Table SE.1: Indicators selected for sampling error calculations

List of indicators selected for sampling error calculations, and base populations (denominators) for each 
indicator, Northeast Zone, 2011 
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Appendix D: Data Quality Tables
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Figure DQ.1: Number of household population by single ages, Northeast Zone, Somalia 2011
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Appendix E. Northeast Zone MICS4 Indicators: 
Numerators and Denominators

MICS4 INDICATOR Module18 Numerator Denominator MDG19

2. NUTRITION

2.4 Children ever 
breastfed

MN Number of women with a live 
birth in the 2 years preceding 
the survey who breastfed the 
child at any time

Total number of children under 
age 5

2.5 Early 
initiation of 
breastfeeding

MN Number of women with a live 
birth in the 2 years preceding 
the survey who put the 
newborn infant to the breast 
within 1 hour of birth

Total number of women with 
a live birth in the 2 years 
preceding the survey

2.6 Exclusive 
breastfeeding 
under 6 
months

BF Number of infants under 
6 months of age who are 
exclusively breastfed20

Total number of infants under 
6 months of age 

2.7 Continued 
breastfeeding 
at 1 year 

BF Number of children age 12-15 
months who are currently 
breastfeeding

Total number of children age 
12-15 months

2.8 Continued 
breastfeeding 
at 2 years

BF Number of children age 20-23 
months who are currently 
breastfeeding

Total number of children age 
20-23 months

2.9 Predominant 
breastfeeding 
under 6 
months

BF Number of infants under 6 
months of age who received 
breast milk as the predominant 
source of nourishment21 during 
the previous day

Total number of infants under 
6 months of age

2.10 Duration of 
breastfeeding

BF The age in months when 50 percent of children age 0-35 
months did not receive breast milk during the previous day

2.11 Bottle feeding BF Number of children age 0-23 
months who were fed with a 
bottle during the previous day

Total number of children age 
0-23 months

2.12 Introduction of 
solid, semi-
solid or soft 
foods

BF Number of infants age 6-8 
months who received solid, 
semi-solid or soft foods during 
the previous day

Total number of infants age 
6-8 months

2.13 Minimum meal 
frequency

BF Number of children age 6-23 
months receiving solid, semi-
solid and soft foods (plus 
milk feeds for non-breastfed 
children) the minimum 
times22 or more, according to 
breastfeeding status, during 
the previous day

Total number of children age 
6-23 months

18	 Some indicators are constructed by using questions in several modules. In such cases, only the module(s) which contains most of the necessary 
information is indicated.

19	 MDG indicators as of February 2010

20	 Infants receiving breast milk, and not receiving any other fluids or foods, with the exception of oral rehydration solution, vitamins, mineral supplements 
and medicines

21	 Infants who receive breast milk and certain fluids (water and water-based drinks, fruit juice, ritual fluids, oral rehydration solution, drops, vitamins, 
minerals, and medicines), but do not receive anything else (in particular, non-human milk and food-based fluids)

22	 Breastfeeding children: Solid, semi-solid, or soft foods, two times for infants age 6-8 months, 3 times for children 9-23 months; Non-breastfeeding 
children: Solid, semi-solid, or soft foods, or milk feeds, four times for children age 6-23 months
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MICS4 INDICATOR Module18 Numerator Denominator MDG19

2.14 Age-
appropriate 
breastfeeding 

BF Number of children age 0-23 
months appropriately fed23 
during the previous day

Total number of children age 
0-23 months

2.15 Milk feeding 
frequency for 
non-breastfed 
children

BF Number of non-breastfed 
children age 6-23 months 
who received at least 2 milk 
feedings during the previous 
day

Total number of non-breastfed 
children age 6-23 months

2.17 Vitamin A sup-
plementation 
(children under 
age 5)

IM Number of children age 6-59 
months who received at least 
one high-dose vitamin A 
supplement in the 6 months 
preceding the survey

Total number of children age 
6-59 months

2.19 Infants 
weighed at 
birth

MN Number of last live births in the 
2 years preceding the survey 
who were weighed at birth

Total number of last live births 
in the 2 years preceding the 
survey

3. CHILD HEALTH

3.1 Tuberculosis 
immunization 
coverage16

IM Number of children age 12-23 
months who received BCG 
vaccine before their first 
birthday

Total number of children age 
12-23 months

3.2 Polio 
immunization 
coverage

IM Number of children age 12-23 
months who received OPV3 
vaccine before their first 
birthday

Total number of children age 
12-23 months

3.3 Immunization 
coverage for 
diphtheria, 
pertussis and 
tetanus (DPT) 

IM Number of children age 12-23 
months who received DPT3 
vaccine before their first 
birthday

Total number of children age 
12-23 months

3.4 Measles 
immunization 
coverage

IM Number of children age 12-23 
months who received measles 
vaccine before their first 
birthday

Total number of children age 
12-23 months

MDG 4.3

3.7 Neonatal 
tetanus 
protection 

MN Number of women age 15-49 
years with a live birth in the 
2 years preceding the survey 
who were given at least two 
doses of tetanus toxoid 
vaccine within the appropriate 
interval24 prior to giving birth

Total number of women age 
15-49 years with a live birth 
in the 2 years preceding the 
survey

3.8 Oral 
rehydration 
therapy with 
continued 
feeding

CA Number of children under 
age 5 with diarrhoea in 
the previous 2 weeks who 
received ORT (ORS packet 
or recommended homemade 
fluid or increased fluids) and 
continued feeding during the 
episode of diarrhoea

Total number of children under 
age 5 with diarrhoea in the 
previous 2 weeks

3.9 Care-seeking 
for suspected 
pneumonia

CA Number of children under age 
5 with suspected pneumonia 
in the previous 2 weeks who 
were taken to an appropriate 
health provider

Total number of children 
under age 5 with suspected 
pneumonia in the previous 2 
weeks

23	 Infants age 0-5 who are exclusively breastfed, and children age 6-23 months who are breastfed and ate solid, semi-solid or soft foods

24	 See MICS4 manual for a detailed description
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25	 An ITN is (a) a factory treated net which does not require any treatment, (b) a pretreated net obtained within the past 12 months, or (c) a net that 
has been soaked with or dipped in insecticide within the past 12 months 

26	 Indoor residual spraying

MICS4 INDICATOR Module18 Numerator Denominator MDG19

3.10 Antibiotic 
treatment of 
suspected 
pneumonia

CA Number of children under age 
5 with suspected pneumonia 
in the previous 2 weeks who 
received antibiotics

Total number of children 
under age 5 with suspected 
pneumonia in the previous 2 
weeks

3.11 Solid fuels HC Number of household 
members in households that 
use solid fuels as the primary 
source of domestic energy to 
cook

Total number of household 
members

3.12 Household 
availability of 
insecticide-
treated nets 
(ITNs)25

TN Number of households with at 
least one insecticide treated 
net (ITN)

Total number of households

3.13 Households 
protected by a 
vector control 
method

TN - IR Number of households with at 
least one insecticide-treated 
net (ITN) or that received 
spraying through an IRS26 
campaign in the last 12 
months preceding the survey

Total number of households

3.14 Children under 
age 5 sleeping 
under any type 
of mosquito 
net

TN Number of children under age 
5 who slept under any type 
of mosquito net the previous 
night

Total number of children under 
age 5

3.15 Children 
under age 5 
sleeping under 
insecticide-
treated nets 
(ITNs)

TN Number of children under 
age 5 who slept under an 
insecticide-treated mosquito 
net (ITN) the previous night

Total number of children under 
age 5

MDG 6.7

3.16 Malaria 
diagnostics 
usage

ML Number of children under age 
5 reported to have had fever 
in the previous 2 weeks who 
had a finger or heel stick for 
malaria testing

Total number of children under 
age 5 reported to have had 
fever in the previous 2 weeks

3.17 Anti-malarial 
treatment of 
children under 
age 5 the 
same or next 
day

ML Number of children under 
age 5 reported to have had 
fever in the previous 2 weeks 
who were treated with any 
anti-malarial drug within the 
same or next day of onset of 
symptoms

Total number of children under 
age 5 reported to have had 
fever in the previous 2 weeks

3.18 Anti-malarial 
treatment of 
children under 
age 5

ML Number of children under 
age 5 reported to have had 
fever in the previous 2 weeks 
who received any antimalarial 
treatment 

Total number of children under 
age 5 reported to have had 
fever in the previous 2 weeks

MDG 6.8

3.19 Pregnant 
women 
sleeping under 
insecticide-
treated nets 
(ITNs)

TN Number of pregnant 
women who slept under an 
insecticide-treated net (ITN) 
the previous night

Total number of pregnant 
women
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3.20 Intermittent 
preventive 
treatment for 
malaria

MN Number of women age 15-
49 years who received at 
least 2 doses of SP/Fansidar 
to prevent malaria during 
antenatal care visits for their 
last pregnancy leading to a live 
birth in the 2 years preceding 
the survey

Total number of women age 
15-49 years who have had 
a live birth in the 2 years 
preceding the survey

4. WATER AND SANITATION

4.1 Use of 
improved 
drinking water 
sources

WS Number of household 
members using improved 
sources of drinking water

Total number of household 
members

MDG 7.8

4.2 Water 
treatment

WS Number of household 
members using unimproved 
drinking water who use an 
appropriate treatment method

Total number of household 
members in households using 
unimproved drinking water 
sources

4.3 Use of 
improved 
sanitation

WS Number of household 
members using improved 
sanitation facilities which are 
not shared

Total number of household 
members

MDG 7.9

4.4 Safe disposal 
of child’s 
faeces

CA Number of children age 0-2 
years whose last stools were 
disposed of safely

Total number of children age 
0-2 years

4.5 Place for 
handwashing

HW Number of households with 
a specific place for hand 
washing where water and soap 
are present

Total number of households

4.6 Availability of 
soap

HW Number of households with 
soap anywhere in the dwelling

Total number of households

5. REPRODUCTIVE HEALTH

5.3 Contraceptive 
prevalence 
rate

CP Number of women age 15-49 
years currently married or in 
union who are using (or whose 
partner is using) a (modern 
or traditional) contraceptive 
method 

Total number of women age 
15-49 years who are currently 
married or in union

MDG 5.3

5.4 Unmet need27 UN Number of women age 15-
49 years who are currently 
married or in union who are 
fecund and want to space 
their births or limit the number 
of children they have and 
who are not currently using 
contraception

Total number of women age 
15-49 years who are currently 
married or in union

MDG 5.6

5.5a 
5.5b

Antenatal care 
coverage

MN Number of women age 15-49 
years who were attended 
during pregnancy in the 2 
years preceding the survey
(a) at least once by skilled 
personnel
(b) at least four times by any 
provider

Total number of women age 
15-49 years with a live birth 
in the 2 years preceding the 
survey

MDG 5.5

27	 See MICS4 manual for a detailed description

MICS4 INDICATOR Module18 Numerator Denominator MDG19
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5.6 Content of 
antenatal care

MN Number of women age 15-49 
years with a live birth in the 
2 years preceding the survey 
who had their blood pressure 
measured and gave urine and 
blood samples during the last 
pregnancy

Total number of women age 
15-49 years with a live birth 
in the 2 years preceding the 
survey

5.7 Skilled 
attendant at 
delivery

MN Number of women age 15-49 
years with a live birth in the 
2 years preceding the survey 
who were attended during 
childbirth by skilled health 
personnel

Total number of women age 
15-49 years with a live birth 
in the 2 years preceding the 
survey

MDG 5.2

5.8 Institutional 
deliveries

MN Number of women age 15-49 
years with a live birth in the 
2 years preceding the survey 
who delivered in a health 
facility

Total number of women age 
15-49 years with a live birth 
in the 2 years preceding the 
survey

5.9 Caesarean 
section

MN Number of last live births in 
the 2 years preceding the 
survey who were delivered by 
caesarean section

Total number of last live births 
in the 2 years preceding the 
survey

6. CHILD DEVELOPMENT

6.1 Support for 
learning

EC Number of children age 36-59 
months with whom an adult 
has engaged in four or more 
activities to promote learning 
and school readiness in the 
past 3 days

Total number of children age 
36-59 months

6.2 Father’s 
support for 
learning

EC Number of children age 
36-59 months whose father 
has engaged in one or more 
activities to promote learning 
and school readiness in the 
past 3 days

Total number of children age 
36-59 months

6.3 Learning 
materials: 
children’s 
books      

EC Number of children under 
age 5 who have three or more 
children’s books

Total number of children under 
age 5

6.4 Learning 
materials: 
playthings

EC Number of children under age 
5 with two or more playthings

Total number of children under 
age 5

6.5 Inadequate 
care

EC Number of children under age 
5 left alone or in the care of 
another child younger than 10 
years of age for more than one 
hour at least once in the past 
week

Total number of children under 
age 5

6.6 Early child 
development 
Index

EC Number of children age 
36-59 months who are 
developmentally on track in 
literacy-numeracy, physical, 
social-emotional, and learning 
domains

Total number of children age 
36-59 months

6.7 Attendance 
to early 
childhood 
education

EC Number of children age 36-59 
months who are attending 
an early childhood education 
programme

Total number of children age 
36-59 months

MICS4 INDICATOR Module18 Numerator Denominator MDG19
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7. LITERACY AND EDUCATION

7.1 Literacy rate 
among young 
women [M]

WB Number of women age 15-24 
years who are able to read a 
short simple statement about 
everyday life or who attended 
secondary or higher education

Total number of women age 
15-24 years

MDG 2.3

7.2 School 
readiness

ED Number of children in first 
grade of primary school who 
attended pre-school during the 
previous school year

Total number of children 
attending the first grade of 
primary school

7.3 Net intake 
rate in primary 
education

ED Number of children of school-
entry age who enter the first 
grade of primary school

Total number of children of 
school-entry age

7.4 Primary school 
net attendance 
ratio (adjusted)

ED Number of children of primary 
school age currently attending 
primary or secondary school 

Total number of children of 
primary school age 

MDG 2.1

7.5 Secondary 
school net 
attendance 
ratio (adjusted)

ED Number of children of 
secondary school age 
currently attending secondary 
school or higher 

Total number of children of 
secondary school age

7.6 Children 
reaching 
last grade of 
primary

ED Proportion of children entering the first grade of primary school 
who eventually reach last grade

MDG 2.2

7.7 Primary 
completion 
rate

ED Number of children attending 
the last grade of primary 
school (excluding repeaters)

Total number of children of 
primary school completion age 
(age appropriate to final grade 
of primary school)

7.8 Transition rate 
to secondary 
school

ED Number of children attending 
the last grade of primary 
school during the previous 
school year who are in the first 
grade of secondary school 
during the current school year 

Total number of children 
attending the last grade of 
primary school during the 
previous school year

7.9 Gender parity 
index (primary 
school)

ED Primary school net attendance 
ratio (adjusted) for girls

Primary school net attendance 
ratio (adjusted) for boys

MDG 3.1

7.10 Gender 
parity index 
(secondary 
school)

ED Secondary school net 
attendance ratio (adjusted) for 
girls

Secondary school net 
attendance ratio (adjusted) for 
boys

MDG 3.1

8. CHILD PROTECTION

8.2 Child labour CL Number of children age 5-14 
years who are involved in child 
labour

Total number of children age 
5-14 years

8.3 School 
attendance 
among child 
labourers

ED - CL Number of children age 5-14 
years who are involved in 
child labour and are currently 
attending school

Total number of children age 
5-14 years involved in child 
labour 

8.4 Child labour 
among 
students

ED - CL Number of children age 5-14 
years who are involved in 
child labour and are currently 
attending school

Total number of children age 
5-14 years attending school

8.5 Violent 
discipline

CD Number of children age 
2-14 years who experienced 
psychological aggression or 
physical punishment during 
the past month 

Total number of children age 
2-14 years 

MICS4 INDICATOR Module18 Numerator Denominator MDG19
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8.6 Marriage 
before age 15 

MA Number of women age 15-49 
years who were first married or 
in union by the exact age of 15

Total number of women age 
15-49 years

8.7 Marriage 
before age 18 

MA Number of women age 20-49 
years who were first married or 
in union by the exact age of 18

Total number of women age 
20-49 years

8.8 Young women 
age 15-19 
years currently 
married or in 
union 

MA Number of women age 15-
19 years who are currently 
married or in union

Total number of women age 
15-19 years

8.9 Polygyny MA Number of women age 15-49 
years who are in a polygynous 
union

Total number of women age 
15-49 years who are currently 
married or in union

8.10a 
8.10b

Spousal age 
difference 

MA Number of women currently 
married or in union whose 
spouse is 10 or more years 
older, (
a) for women age 15-19 years, 
(b) for women age 20-24 years

Total number of women 
currently married or in union 
(a) age 15-19 years, 
(b) age 20-24 years

8.11 Approval for 
female genital 
mutilation/
cutting 
(FGM/C)

FG Number of women age 
15-49 years favouring the 
continuation of FGM/C

Total number of women age 
15-49 years who have heard 
of FGM/C

8.12 Prevalence of 
female genital 
mutilation/
cutting 
(FGM/C) 
among women

FG Number of women age 15-49 
years who report to have 
undergone any form of FGM/C

Total number of women age 
15-49 years

8.13 Prevalence of 
female genital 
mutilation/
cutting 
(FGM/C) 
among girls

FG Number of girls age 0-14 years 
who have undergone any form 
of FGM/C, as reported by 
mothers

Total number of girls age 0-14 
years

8.14 Attitudes 
towards 
domestic 
violence  

DV Number of women who state 
that a husband/partner is 
justified in hitting or beating 
his wife in at least one of the 
following circumstances: (1) 
she goes out without telling 
him, (2) she neglects the 
children, (3) she argues with 
him, (4) she refuses sex with 
him, (5) she burns the food

Total number of women age 
15-49 years

MICS4 INDICATOR Module18 Numerator Denominator MDG19
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9. HIV/AIDS, SEXUAL BEHAVIOUR AND ORPHANS

9.1 Comprehen-
sive knowl-
edge about 
HIV prevention

HA Number of women age 15-49 
years who correctly identify 
two ways of preventing HIV 
infection28, know that a healthy 
looking person can have 
HIV, and reject the two most 
common misconceptions 
about HIV transmission

Total number of women age 
15-49 years

9.2 Comprehen-
sive knowl-
edge about 
HIV prevention 
among young 
people

HA Number of women age 15-24 
years who correctly identify 
two ways of preventing HIV 
infection29, know that a healthy 
looking person can have 
HIV, and reject the two most 
common misconceptions 
about HIV transmission

Total number of women age 
15-24 years 

MDG 6.3

9.3 Knowledge 
of mother-to-
child transmis-
sion of HIV 

HA Number of women age 15-49 
years who correctly identify all 
three means29 of mother-to-
child transmission of HIV

Total number of women age 
15-49 years

9.4 Accepting 
attitudes 
towards 
people living 
with HIV

HA Number of women age 15-49 
years expressing accepting 
attitudes on all four questions30 
toward people living with HIV

Total number of women age 
15-49 years who have heard 
of HIV

9.5 Women who 
know where to 
be tested for 
HIV

HA Number of women age 15-49 
years who state knowledge of 
a place to be tested for HIV

Total number of women age 
15-49 years

9.6 Women who 
have been 
tested for HIV 
and know the 
results

HA Number of women age 15-49 
years who have been tested 
for HIV in the 12 months 
preceding the survey and who 
know their results

Total number of women age 
15-49 years

9.8 HIV 
counselling 
during 
antenatal care

HA Number of women age 15-49 
years who gave birth in the 2 
years preceding the survey 
and received antenatal care, 
reporting that they received 
counselling on HIV during 
antenatal care

Total number of women age 
15-49 years who gave birth 
in the 2 years preceding the 
survey

9.9 HIV testing 
during 
antenatal care

HA Number of women age 15-49 
years who gave birth in the 2 
years preceding the survey 
and received antenatal care, 
reporting that they were 
offered and accepted an HIV 
test during antenatal care and 
received their results

Total number of women age 
15-49 years who gave birth 
in the 2 years preceding the 
survey

9.17 Children’s 
living 
arrangements

HL Number of children age 
0-17 years not living with a 
biological parent

Total number of children age 
0-17 years 

MICS4 INDICATOR Module18 Numerator Denominator MDG19

28	 Using condoms and limiting sex to one faithful, uninfected partner

29	 Transmission during pregnancy, during delivery, and by breastfeeding

30	 Women (1) who think that a female teacher with the AIDS virus should be allowed to teach in school, (2) who would buy fresh vegetables from a 
shopkeeper or vendor who has the AIDS virus, (3) who would not want to keep it as a secret if a family member became infected with the AIDS virus, 
and (4) who would be willing to care for a family member who became sick with the AIDS virus 
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9.18 Prevalence of 
children with 
one or both 
parents dead

HL Number of children age 0-17 
years with one or both parents 
dead

Total number of children age 
0-17 years

9.19 School 
attendance of 
orphans 

HL - ED Number of children age 10-
14 years who have lost both 
parents and are attending 
school

Total number of children age 
10-14 years who have lost 
both parents

MDG 6.4

9.20 School 
attendance of 
non-orphans

HL - ED Number of children age 10-14 
years, whose parents are alive, 
who are living with one or both 
parents, and who are attending 
school

Total number of children age 
10-14 years, whose parents 
are alive, and who are living 
with one or both parents

MDG 6.4

10. ACCESS TO MASS MEDIA AND USE OF INFORMATION/COMMUNICATION TECHNOLOGY

MT.1 Exposure to 
mass media 

MT Number of women age 15-49 
years who, at least once a 
week, read a newspaper or 
magazine, listen to the radio, 
and watch television

Total number of women age 
15-49 years

MT.2 Use of 
computers 

MT Number of young women 
age 15-24 years who used a 
computer during the last 12 
months

Total number of women age 
15-24 years

MT.3 Use of internet  MT Number of young women age 
15-24 who used the internet 
during the last 12 months

Total number of women age 
15-24 years

MICS4 INDICATOR Module18 Numerator Denominator MDG19
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Appendix F. MICS4 Questionnaires
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