


PART I: MULTI-SECTOR INTEGRATED RESPONSE
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The 2018 HRP includes integrated multi-sector response plans to address
intensified risk of famine, disease outbreaks and protracted displacement
to address the inter-sector life-saving and livelihood needs in a holistic and
complementary manner for a more effective response.

Multi-sector integrated response

The 2018 HNO inter-sector needs analysis for famine prevention,
cholera, and for displacement/ IDPs has identified the most
severely affected districts in the country. These districts will be
prioritized for multi-sector integrated response efforts by relevant
clusters. Based on geographic level prioritization, targets will
be identified at household, individual, community, and health
facility level, depending on the type of response in the multi-
sector response package. This aims to address the priority needs
of the different target groups within an identified geographic
area to maximize synergies and ensure complementarity among
the sector interventions for a more effective response. This will
be supported by integrated assessment and monitoring tools.

Famine prevention

There has been a clear shift in Yemen towards integrated (multi-
sectoral) programming in 2017 following the Integrated Food
SecurityPhase Classification (IPC)resultsonacutefoodinsecurity
in Yemen in March 2017. As the risk of famine rose, there was
widespread realization of the complexity of the situation that is
not only related to malnutrition and food insecurity, but also
to underlying causative factors emanating from other sectors.
Subsequently, the WASH and Health were also integrated due
to the criticality of these sectors in any famine response actions
in Yemen. Advocacy was stepped up on the need for enhanced
collaborative strategies which culminated in integration being
an integral theme for the 2017 HPF Standard Allocations.

During the first half of 2017, an initial list of 95 districts were
identified as high priority districts based on international
thresholds and cut-off points from all the four clusters. Towards
the end of 2017 based on new data, an additional 12 districts
were added by the WASH, Nutrition, Health, and FSAC clusters
to the initial list of 95 districts resulting to an expanded list of 107
districtsatrisk of famine. These 107 districts have been earmarked
asrequiring integrated programming by the four clusters in 2018.
Nonetheless, based on the current resource shortfalls, capacities
of partners, access challenges, almost collapsed systems, the
four clusters are kickstarting the integrated famine prevention

model of programming in an initial 27 districts?. This list will be
expanded gradually to accommodate all the 107 districts during
2018 contingent on successful implementation, appropriate
fundinglevels and building on lessons learnt in the piloting phase.

A standard integrated programming response package will
be implemented in the 27 districts by the four clusters at the
household, health facility (HF), and community levels. It is
noteworthy though that varying levels of integration will also be
ongoing in all the other remaining 80 districts (at least either two
or three clusters integrated responses contingent on the context).

Participating partners are mindful of potential constraints
in rolling out the integrated package.  These include
different priorities by authorities, lack of guidance available

At the household level the package will include

o emergency food assistance (through either general food
distribution, cash or voucher transfers);

o provision of emergency agricultural (seeds, farm
implements etc.), livestock (feed blocks, feed concentrates,
dry fodder, restocking etc.) and fishery inputs support
(nets, cooler boxes etc.);

e  income generating activities;

o implementation of the minimum health service
package (pre-natal and post-natal care, messaging, child
vaccination, response to outbreaks, management of sick);

o providing consumable hygiene Kkits, jerry cans, ceramic
filters;

o providing sustainable access to safe potable drinking water;

o latrine construction through community mobilization
approaches;

o screening and referral of children with severe or moderate
acute malnutrition and PLW with acute malnutrition.

o The possibility of providing the FSAC and WASH
components through a multi-purpose cash grant will be

explored.







