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Management response to the UNICEF evaluation report 


Evaluation of the UNICEF Level 3 response to the cholera epidemic in Yemen: crisis within a crisis



		Summary



* E/ICEF/2018/19.
Note: The present document was processed in its entirety by UNICEF.
	The evaluation was commissioned by the UNICEF Global Emergency Coordinator in the course of the response to the cholera crisis in Yemen, with a primary objective of informing the UNICEF Yemen country office management in its effort to implement the integrated cholera response, prevention and system-strengthening plan and, specifically, to identify rapid corrective action and better respond to the needs of affected populations in Yemen. Additional objectives were to capture findings and lessons learned in support of advocacy efforts both internally within the country and externally with relevant partners, and to contribute to global knowledge.
There is unanimous recognition of the extremely difficult country context in which the Yemen country office operates, with the cholera crisis emerging within the broader, ongoing humanitarian crisis. Restricted access to Yemen posed certain limitations to the evaluation team; these were mitigated through the recruitment of additional consultants within the country, who facilitated data collection from partners in Yemen.
The evaluation report identified 16 detailed recommendations in the following areas:
(a) Supply, procurement and implementation of immunization campaigns (including stocks prepositioning);
(b) Strengthening the coherence of the response within offices and between the country office, regional office and headquarters;
(c) Strengthening the capacity for the response: internal (UNICEF staff), external (rosters of experts, Programme Cooperation Agreements) and partners (community health workers and volunteers);
(d) Strengthening surveillance and monitoring mechanisms;
(e) Prevention (strengthening knowledge and improving behaviour at the community level) and preparedness (guidance development and collating and sharing knowledge);
(f) Coordination with partners, particularly with the World Health Organization (WHO).
The primary users of the evaluation within UNICEF are the Yemen country office; the Middle East and North Africa Regional Office (MENARO); the Office of Emergency Programmes (EMOPS), the Programme Division and the Supply Division. A note consisting of the evaluation recommendations was prepared by the evaluation team and shared on 15 May 2018 with UNICEF senior managers, prior to the report’s completion.
The Emergency Management Team (EMT) discussed the note, and a number of critical actions were initiated immediately, such as: (a) the establishment of the MENARO Cholera Task Force to ensure coherence in the guidance and support to the country office and to the EMT; (b) the development of the rapid response team coordination centre for health and water, sanitation and hygiene (WASH) in the country office for daily interaction and information sharing; and (c) the recruitment of an epidemiologist at the regional level to ensure the ongoing analysis of country context and risks, to support data interpretation and to trigger system responses, as necessary.
The strengthening of capacity for surveillance, monitoring and reporting at various levels is a continuous effort, aimed at timely data collection, interpretation and use for course adjustments. Coordination and information sharing with other partners, particularly with WHO, is ongoing, and concerted efforts are made at the country office, regional office and headquarters levels to strengthen coordination.
Preparedness measures are being taken, including the prepositioning of supplies and the preparation of Programme Cooperation Agreements to cover response in high-risk districts. Actions are underway or planned at the headquarters level to collate, consolidate and use learning from the response to the cholera epidemic in Yemen and in other countries, and to revise or develop new guidance for strengthening the capacity of UNICEF to prepare for and respond more effectively to future epidemics.
The follow-up to the management response will be tracked through the Yemen EMT under the leadership of the UNICEF Global Emergency Coordinator for Yemen (Regional Director for MENARO). Regular updates on the progress of the response will be uploaded to the UNICEF Evaluation Management Response Tracking System.
The report and summary products will be shared with external partners for their consideration and action, as appropriate.

	






Key evaluation recommendations and UNICEF management response
	Action
	Responsible section/s
	Expected completion date
	Actions taken and implementation stage:
Not started
Under way
Completed
Cancelled
	Supporting documents[footnoteRef:1]  [1:  The majority of the supporting documents listed in this column are internal UNICEF documents.] 


	Evaluation recommendation 1: Secure vaccination supply for further vaccination campaigns 
Given the very high risk of another cholera outbreak, the vulnerability of the population and the limits to humanitarian response, the case for a preventive oral vaccination campaign in early 2018 is compelling. While working on a political agreement with the relevant authorities in Yemen, it is recommended that on a no-regrets basis an urgent request to suppliers be placed through the International Coordinating Group to allow for a targeted campaign in the highest-risk areas. 

Management response: Agree 
Collaborative work for needs assessment and the supply and procurement of vaccines and the implementation of the phase-one campaign oral cholera vaccine (OCV) in part of the country have already taken place. A total of 274,650 persons aged 1 year or older were vaccinated in five districts of Aden in May 2018. Preparatory work for a second-phase campaign is ongoing at all levels of the organization.

	Action 1.1 
Implement risk assessment to identify areas that would benefit from an OCV campaign. 
	Country office 
	January 2018 
	Sept 2018 - Completed 

Risk assessment has been done and shared with regional office and headquarters and inputs have been incorporated. 
	World Health Organization, Cholera Risk 
Assessment Yemen (version using data as at 7 January 2018) 

	Action 1.2 
Submit application to the Global Task Force on Cholera Control (GTFCC) for allocation of OCV from the global stockpile to Yemen. 
	Country office 
	April 2018 
	Sept 2018 - Completed 

An application with a detailed OCV campaign plan; a water, sanitation and hygiene (WASH) strategy and plan; a communication for development (C4D) strategy and plan; and an overall cholera response plan have been submitted to GTFCC. 
	

	Action 1.3 
Supply OCV in support of campaigns. 
	Supply Division, country office, regional office 
	August 2018 
(This date may change depending on final scheduling of campaign, in agreement with health authorities in Sana’a.) 
	09/09/19   -  Completed

3.5 M doses of OCV were delivered and distributed for the two rounds of OCV campaign in 8 districts in 2018. Additional 1.7 M were delivered in July for the two rounds in 7 districts. Additional OCV doses may have to be requested from GTFCC to reach the target of 9.7M people in the 100 priority districts. 

Sept 2018 - Under way 
GTFCC approved 4.58 million doses of OCV for a first-round preventative campaign, implemented in 10 districts, originally planned to take place before the rainy season in March-April 2018. A second-round campaign of 4.58 million doses is planned for later in 2018. 

As permits for entry were not provided to allow shipment of OCV to Sana’a for the March campaign, after consultation with the regional office and partners (WHO, Gavi, the Vaccine Alliance, UNICEF), a final decision was taken to ship 455,000 doses to Aden, which arrived on 24 April 2018. The remaining ordered quantities (869,750 doses) were diverted to Nigeria from the hub in Nairobi before the expiration of the Q-tags (so that the shipment could not be received by another country and doses would be destroyed). 

The Supply Division is ready to respond to further OCV requirements, and vaccine can be shipped and delivered in two to three weeks, in accordance with the complex shipping requirements for vaccine deliveries to Yemen. 
	

Internal supply and logistics documents (e.g., purchase order, pre-advice for vaccine charter; vaccine updates, landing permit confirmation) 

	Action 1.4 
Conduct OCV campaign in five districts of southern Yemen (phase I).
	Country office 
	May 2018 
	Sept 2018 - Completed 
A campaign was conducted in the south of Yemen in five districts; cold storage was arranged at a local hospital and the Aden Governorate Health Office cold room; and transportation arrangements were made to the target districts. 

	Summary of OCV campaign conducted in Aden, Yemen, May 2018 

	Action 1.5 
Conduct OCV campaign in northern Yemen (phase II) and continue in southern Yemen. 
	Country office, with regional office support for advocacy 
	June/July 2018 and onwards 
	09/09/19 - Completed
To date, a total of 2,314,181 people aged one and above of the 9.7 Million targeted in the 100 priority districts have been reached since 2018 with OCV vaccine 15 districts. Both rounds 1and 2 in 8 districts (5 district in Aden and 3 in Sanaa) in 2018 reached 702,674 beneficiaries. 2 rounds conducted in 4 districts in Aden and one round in 3 districts Sanaa reached 1,611,507. Second round in the 3 districts in Sanaa is planned for September 2019


Sept 2018 - Under way 
The plan is in place. At the time of reporting, the health authorities in Sana’a had agreed to an OCV campaign in the high-risk districts in the northern governorate of Hodeida and vaccine procurement had been initiated. GTFCC had requested additional information before approving the shipment, which has been provided. The situation remains uncertain, due to the ongoing conflict in Hodeida. A plan is also in place for an additional OCV campaign in the south of the country.
	https://unicef-my.sharepoint.com/personal/dsauvageot_unicef_org/Documents/Country%20focus/Yemen/Cholera/OCV/Cholera%20campaigns%20%20priority%20districts%2015%20Aug%202019.pdf

	Evaluation recommendation 2: Establish regional specialist capacity for epidemiology/cholera 
The evaluation team believes that specialist in-house epidemiological capacity is an essential component of UNICEF capacity against cholera and other epidemic diseases. Reliance on internal surge capacity to fulfil this role proved too slow in Yemen in 2017. The vulnerability of countries in the MENA region is such as to justify a dedicated post in the regional office and should be seen as part of a regional capacitation approach. This would enable the regional office to work with country offices to, for example, help to conduct risk assessments and draw up contingency plans; routinely assess countries’ preparedness capacities; analyse emerging data on cholera or other epidemics; and support cross-country lesson learning. 

Management response: Agree 
The need for dedicated capacity at the regional office level to implement analytical work and contribute to capacity strengthening is recognized. The recruitment process is completed. The incumbent will join the regional office in July 2018. 

	Action 2.1 
Recruit P4-level epidemiologist. 
	Regional office 
	July 2018 
	09/09/19 - Completed
A P4-level epidemiologist came on-board on April 15th 2019 at the MENA RO office. 

Sept 2018 - Under way 
A P4-level epidemiologist has been identified through a competitive process and an offer-letter was issued in May 2018.
	HR staff MENA RO - table 

	Evaluation recommendation 3: Build regional response capacity for cholera 
UNICEF should build regional response capacity in the MENA region by constituting a network of cholera-experienced staff, conducting regional trainings to share the latest knowledge and global know-how from other regions and sharing cholera experience in other countries. Countries should be supported to prepare guidelines, response plans, standard operating procedures and training packages so as to be ready to respond.

Management response: Agree 
MENARO has strengthened its regional rapid response capacity to include a cadre of cholera-trained and experienced staff and is looking to expand C4D capacities in the regional office. The Office is supporting focused cholera preparedness in Yemen, Iraq and the Sudan using the latest standard operating procedures and guidelines, planning for dedicated trainings for WASH and C4D staff in the region and actively sharing lessons from past cholera responses through regional networks and emergency management teams (EMTs). 

	Action 3.1 
EMT meetings and mailing lists are used to exchange lessons from other responses. 
	Regional office 
	Continuous 
	09/09/19 - Completed
An EMT meeting is organized every month.


Sept 2018 - Under way 
References to lessons from other responses are made. 
	https://unicef-my.sharepoint.com/personal/dsauvageot_unicef_org/Documents/Country%20focus/Yemen/EMT%20Yemen/29%20aug%202019/1.%20Agenda%20YEMEN%20EMT%2029%20August%202019.docx

	[bookmark: _Hlk18423469]Action 3.2 
Establish a UNICEF regional pool of WASH emergency cholera response specialists and implement refresher training on emergency response in the area of WASH. 
	Regional office 
	September 2018 
	09/09/19 - Completed
The pool has been established. The training sessions have started with a first edition of the Epidemiology training for WASH, health and C4D staff last July in Amman. The office is planning for regular updates.


Sept 2018 - Under way 
The WASH section has established a regional pool of WASH emergency cholera response specialists from among country offices — predominantly staff who participated in a Centers for Disease Control-organized cholera epidemiological training in April 2018. Refresher training is planned for September 2018. 

	https://unicef-my.sharepoint.com/personal/dsauvageot_unicef_org/Documents/UNICEF%20Epi%20training_Amman_June%2019/Evaluation%20DB_Epi%20training%20amman%202019.xlsx

	Action 3.3 
Develop a regional rapid response mechanism external roster (RRRM). 
	Regional office 
	April 2018 
	Sept 2018 - Completed 
Suitable candidates based on previous experience and training for cholera response, were identified and included in the RRRM external roster. 

	

	Action 3.4 
Support countries in MENA to prepare guidelines, response plans, standard operating procedures and training packages in order to be ready to respond to cholera outbreaks. 
	Regional office 
	Continuous 
	09/09/19 - Completed
A first training on epidemiology, control and prevention of waterborne diseases epidemics was organized on July 28-31, 2019, in Amman. It targeted UNICEF staff working in Health, Wash and C4D sectors and working in MENA countries considered at-risk for cholera. 

Sept 2018 - Under way 
Support is being provided for the preparedness and response plans for 2019 for the country offices in Iraq, the Sudan and Yemen. 

Simplified online guidelines, standard operating procedures and training packages are being developed jointly with WHO for use by countries. 
	https://unicef-my.sharepoint.com/personal/dsauvageot_unicef_org/Documents/UNICEF%20Epi%20training_Amman_June%2019/Concept%20note%20_%20Training%20on%20Epidemiology%20and%20Control%20strategies%20during%20WB%20diseases%20outbreaks_FINAL%20(shared).docx

	Action 3.5 
Train C4D staff from all country offices during the regional C4D network meeting, with a focus on standards for behaviour change communication in emergencies, accountability to affected populations (AAP) and leveraging resources, using course material developed for the global New York University-UNICEF course on disease outbreak and the social science in humanitarian action platform. 
	Regional office 
	September 2018 
	09/09/2019 - Completed



Sept 2018- Not started 
	09/09/19 - Relevant sessions included in the MENARO C4D Regional Network Meeting 23-24 Sept, 2018 held in Beirut, Lebanon.

	Action 3.6 
Recruit dedicated C4D in emergency capacity in MENARO to support country offices on all aspects of prevention, preparedness and response. 
	Regional office 
	February 2019 
	22/11/2020 - Completed
In 2020, a C4D specialist has been recruited in MENARO to focus on COVID19. A minimal part of its time is related to other PHEs. Its role needs to be sustained.


09/09/2019 - Not started 

Sept 2018 - Not started 
Preliminary discussions are ongoing with the Programme Division and the Office of Emergency Programmes (EMOPS) for dedicated C4D in-emergency capacity at the regional office level in all regions to cover humanitarian preparedness and response, including AAP. 
	







09/09/2019 – Lack of fund

	Evaluation recommendation 4: Establish a cholera task force at the regional office level 
There is a lack of coherence both in the advisory input on cholera from different UNICEF sections and between the different components of the UNICEF programme. With regard to advisory input, it is recommended that the different sections in the MENA regional office with 
responsibility in this area (WASH, health, C4D and nutrition) constitute themselves as a cholera task force for the duration of the epidemic to facilitate more coherent planning, support and programme implementation. 

Management response: Agree 
In response to the need for stronger coherence in the regional office’s guidance and support to the cholera crisis in Yemen as well as in other affected countries in the region, the Cholera and Outbreak Task Force, with representation from all concerned sections, was established and is functional. 

	Action 4.1 
Establish MENARO Cholera and Outbreak Task Force. 
	Regional office 
	March 2018 
	Sept 2018 - Completed 

The MENARO Cholera and Outbreak Task Force was created in February 2018 and is functional. The Task Force involves the following sections: health and nutrition, WASH, C4D, humanitarian, supply and logistics and human resources. 
	Terms of reference for the task force 

	Evaluation recommendation 5: Harmonize UNICEF / WHO approaches and clarify roles 
During the cholera response, different understandings of roles between UNICEF and WHO took time to resolve. A central component of preparedness for a further epidemic or third wave should therefore be management discussion between UNICEF and WHO about the lessons from 2017 and how to ensure that the two agencies better harmonize future responses. 

Management response: Partially agree 
Coordination and a harmonized approach to addressing the challenges are needed and were not optimal in 2017. However, the coordination between agencies was not dysfunctional; rather personality issues and opinions at individual levels and behaviours occasionally affected the coordination adversely. 
Learning from the experience is very important. In joint meetings of the health and WASH clusters, the situation was presented to all partners by WHO and UNICEF, and it was found that the joint cluster meetings served as a good coordination mechanism in the second wave. The joint cluster used the lessons learned from the second wave to improve coordination and communication for future outbreaks. An integrated health, WASH and C4D plan has been prepared and non-governmental organizations are now asked to review their district-level plans based on the latest developments in the epidemiological landscape.

	Action 5.1 
Establish a regular technical coordination mechanism between WHO and UNICEF involving the WHO Regional Office for the Eastern Mediterranean Health Emergencies Programme (EMRO WHE) and the UNICEF MENARO Cholera Task Force.
	Regional office 
	Continuous 
	09/09/19 - Completed
Annual AWD/cholera meetings are organized by WHO and UNICEF jointly and in-depth regular meetings are organized between both agencies. A regional cholera platform serves as forum between cholera actors as well as coordination mechanism as it is co-lead by UNICEF and WHO. It was created in 2018 and enter now in its operational phase.

Sept 2018 - Under way 
A regular technical coordination mechanism has been instituted at the regional level between WHO and UNICEF involving monthly technical calls between WHO EMRO WHE and the UNICEF MENARO Cholera Task Force.

	https://unicef-my.sharepoint.com/personal/dsauvageot_unicef_org/Documents/MENA%20CHOLERA%20PLATFORM/TOR%20and%20road%20map/ToR%20platform%20cholera%20-%20FINALIZED%20by%20Members%20April%202019.pdf



	Action 5.2 
Implement joint health and WASH cluster meetings (with C4D) to discuss the lessons from the last wave and what can be done differently if the number of suspected cholera cases rises again. 
	Country office, with headquarters and the regional office and WHO 
	Fortnightly/monthly inter-cluster meetings held 
	Sept 2018 - Completed 
At least two meetings have been held on lessons learned and the way forward. 
	Joint Health and WASH Cluster Coordination Meeting, 20 May 2018; Yemen WASH Cluster Cholera Lessons Learned Meeting Report, 
14 February 2018

	Action 5.3 
Develop a joint health and WASH cluster (including C4D) strategic plan and make it operational. 
	Country office and WHO 
	15 May 2018 
	Sept 2018 - Completed 
Health and WASH cluster strategic and operational plans have been developed. 
	Draft Integrated Cholera Prevention and Control Strategic Plan Yemen, February 2018; Summary – Operational Plan for Integrated Cholera Prevention and Response Strategic Plan 2018 

	Action 5.4 
Hold regular discussions between WHO and UNICEF management and technical teams on situation and response (three-level calls, involving the country and regional offices and headquarters). 
	Country office, regional office, headquarters and WHO 
	Need-based 
	09/09/19   -  Completed
The last C4D three-level call was to discuss the ongoing programme review in Yemen including cholera prevention

Sept 2018 - Under way 
Joint three-level calls have been held. 

	Sept 2018 - Minutes of a UNICEF Yemen/WHO OCV call, 17 February 2018, and follow-up. 

	Evaluation recommendation 6: Clarify coordination processes 
Coordination of the 2017 response in Yemen was confused, with multiple mechanisms overlapping and running in parallel. In particular, the respective roles of the clusters (health/WASH) vis-à-vis the emergency operations centres were poorly defined. Another essential component of preparedness is the clarification and simplification of the cholera-related coordination processes and the respective roles of the Cholera Task Force, the emergency operations centres, the health/WASH clusters, the Office for the Coordination of Humanitarian Affairs and the Humanitarian Country Team/Inter-Cluster Coordination Mechanism. 

Management response: Agree 
The country office is already taking action for strengthening coordination mechanisms within the office as well as with other partners. Protocol for information flow in the office is in place. Joint health and WASH cluster meetings are taking place. A note explaining coordination mechanisms is being developed.

	[bookmark: _Hlk19007446]Action 6.1 
Ensure local-level data sharing between health and WASH rapid response teams. 
	Country office 
	Continuous 
	09/09/19 – Completed
Ministry of Water is now receiving line lists directly from MoH on a weekly basis and information is cascaded to the RRTs for use. This is a positive step but what is needed is real time data (daily sharing of line lists with RRTs). RRTs are adapting to this situation by securing line lists directly from the Governorate or district surveillance officers. This modality allows RRTs to get real time actionable data. There are challenges in securing the data from the surveillance officers but RRTs are building good rapport with them to facilitate data sharing. Please note that this is a transitory mechanism

December 2020: UNICEF is actively engaging with WHO and MoH to develop a robust system for regular /daily data sharing working with WHO and MoH. 

Sept 2018 - Under way 
A protocol and chart for information flow have been developed and disseminated. WASH and health rapid response teams are in place. 

An information control centre has been established for real-time monitoring and information sharing. 

	




Sept 18 - Concept note on the use of rain forecast information for targeting prevention and case management activities, March 2018; schematic: organization of rapid response teams 

	Action 6.2 
Joint health and WASH cluster meetings re-start/continue. 
	Health and WASH cluster coordinators, with support from lead agencies 
	Continuous 
	09/09/19 - Completed
Joint WASH and Health Cluster meeting are happening regularly.

Sept 2018-  Under way 
Joint meetings commenced in April 2018 and are continuing. 
	Minutes from joint health and WASH cluster meetings 

	Action 6.3 
Develop a clear understanding of the coordination mechanisms for the cholera response, including the role of the Emergency Operations Centre at the national and governorate levels. 
	Country office, with support from the regional office and headquarters 
	End May 2018 
	09/09/19 -  Completed 
Following discussions, an Emergency Operation Rooms (EOR) has been established by the Ministry of Water and Environment at central and hub level to support coordination of the WASH cholera response. The EORs are working closely with the Ministry of Health, WHO and the WASH and Health Cluster. 

Sept 2018 - Under way
Discussions were held between the Resident Coordinator, UNICEF, WHO and the clusters, and the coordination mechanisms were included as an agenda item in the joint three-level calls to clarify the coordination mechanisms and the role of the Emergency Operations Centre.
	

	Evaluation recommendation 7: Scale up and secure preventive WASH work 
While much of the essential preventive WASH agenda is medium to longer term, some components are crucial to prevention in the shorter term. This includes system maintenance and the ongoing supply of fuel, chlorine and spare parts for water supply and waste treatment systems. Given the volatility of the situation in Yemen, UNICEF should take all necessary steps to secure the relevant supply chains and create contingency stockpiles as appropriate, while also conducting C4D and protecting water sources in high-risk areas and at the local level. 

Management response: Agree 
A procurement plan for ensuring sufficient stocks of water purification tablets has been prepared and is being implemented. The development of an operation and maintenance plan for water supply systems is in progress as are preventive WASH interventions in high-risk areas. Communication support materials are being revised to ensure stronger messaging and community engagement and behavioural change.

	Action 7.1 
Develop and implement a procurement plan to ensure sufficient stocks of water purification tablets in-country. 
Note: Bulk water purification chemicals (e.g., bulk chlorine). 
	Supply Division 
	December 2018 
	09/09/19 - Completed 
Adequate stock of supplies including water purification chemicals are now available in country. A strong pipeline for offshore items has also been established in collaboration with SD.


Sept 2018 - Under way
Purchase orders for chlorine tablets and granules were placed in mid-2017 and staggered for delivery immediately until Q2 2018, with a total value of $4.4 million. 
	

	Action 7.2 
Operationalize public water supply systems and sanitation facilities through the provision of fuel. 
	Country office 
	Continuing 
	09/09/19 -  Completed
This activity is now being implemented in the 15 major cities and has been supplemented with the provision of electricity to run additional water and sanitation systems across the country. 

Sept 2018- Under way
Fuel assistance (3.8 million litres per month), including for water disinfection, is being provided to all 15 major cities. 
	09/09/19. In addition to the SLA with WFP, UNICEF also developed some LTAs for fuel provision by local suppliers. 


Sept 2018. WFP/UNICEF service-level agreement for the provision of logistics services in Yemen, March 2018; information on local water and sanitation corporations 




	Action 7.3 
Implement operation and maintenance plan for the water supply system (disinfection/chlorination) 
	Country office 
	Continuing 
	09/09/1 9- Completed
Water disinfection interventions are ongoing in all high priority governorates. Installation of dosing pumps has been completed in many locations and more systems will be installed in 2019 and 2020.

Sept 2018 - Under way
Mechanical equipment (dosing pump or chlorinator) is being installed and water disinfectants are being supplied.
	09/09/19. Cholera supply needs and plan, 
January to December 2019.

EOR Weekly Reports 2019. 



	Action 7.4 
Scale up the preventive WASH interventions in high-risk areas, including rehabilitating the water supply and sanitation networks and scaling up such interventions in institutions (health facilities and schools).
	Country office 
	Continuing 
	09/09/19 - Completed
More than 100 Quick Impact Projects (QIPs) have been completed in high priority governorates. Rehabilitation work has been completed in more than 250 health facilities and schools. More QIPs and rehabilitation of HFs are ongoing and will be completed by end of 2019. 

Sept 2018 - Under way
A detailed needs and prioritization assessment has been undertaken. Work has been initiated both in rural and urban areas, with the implementation of nearly 300 WASH prevention and intervention projects. Work is also under way in 500 health facilities and schools. 
	09/09/19 - Programme Strategy Notes, July 2019






Sept 2018-Guidance for revised programme strategy notes, January 2018 



	Action 7.5 
Strengthen community engagement and behavioural change interventions around WASH, including promoting hand washing with soap and safe water use, food hygiene and the use of safe hygienic latrines. 
	Country office 
	September 2018 
	09/09/19 - Completed
UNICEF helped establish a unit within the Ministry of Water and Environment that is specialized in behavior change programming including promoting hand washing with soap and safe water use, food hygiene and the use of safe hygienic latrines. Up to date, the unit has more than 100 volunteers working in 20 sub-districts with strong and uninterrupted dissemination of Cholera/AWD prevention practices.

To understand behaviours and drivers of cholera, C4D has conducted 2 periodic Behaviour Indicator Monitoring Surveys on AWD/Cholera, which the findings are used to   strengthen the community level interventions.  

Sept 2018 - Under way
A review of the WASH communication support materials is under way as is the preparation for the training of community volunteers and hygiene promoters.


	09/09/19. ToR for Ministry of Water Awareness Center 2019. 

	Evaluation recommendation 8: Strengthen Yemen national cholera surveillance and reporting 
Despite progress on the local-central surveillance process and the introduction of electronic line listing, more needs to be done to strengthen this process to improve data accuracy and the speed of reporting. It is recommended that UNICEF work with WHO and the health authorities to undertake an audit of the local-to-national surveillance system, with a view to identifying necessary steps to strengthen the system. 

Management response: Agree 
There is a full recognition of the need to strengthen cholera surveillance system and produce more-accurate estimates of detected cases. Discussions with WHO and other partners have been held on a continuous basis. The country office, with support from the regional office and headquarters divisions, is continuing its advocacy at the national level with WHO and health authorities to strengthen surveillance systems. (Please also see response to recommendation 5.)

	Action 8.1 
Continue advocacy at the national level with WHO and health authorities for strengthening surveillance, especially the quality of reporting at the reporting sites and the strengthened capacity of central labs. 
	Country office, with support from the regional office and headquarters, as necessary 
	Continuous 
	09/09/19 - Completed
Cholera deep dive exercise conducted with support from HQ recommended change the longlisting for cholera /AWD from ORCS and DTCs to only DTCs ensure quality reporting and build capacity of ORCs staff to ensure proper adherence to case definition before adding cases to the line list   

Sept 2018 - Under way 
Country-level discussions on plans for strengthening surveillance are ongoing. 
	

	Action 8.2
When indicated, conduct a third-party monitoring validation exercise to assess the quality of reporting at the source: diarrhoea treatment centres/oral rehydration points. 
	Country office, with support from the regional office and headquarters, as necessary 
	As needed 
	09/09/19 - Completed
TPM has supported C4D in monitoring the social mobilization interventions on 5 OCV campaigns 2018/19 and will support the upcoming 2nd round in Sana’a mid Sep 2019  

Sept 2018 - Not started 
Checklists and the methodology are ready. An exercise is to be triggered as/when needed. 
	

	Evaluation recommendation 9: Strengthen community-based surveillance and response capacities 
Given the security and access challenges, UNICEF and its partners should help to strengthen community capacities in high-risk areas to prevent, prepare for and respond to outbreaks of acute diarrhoeal. This would require both enabling the identification and notification of cases through community focal points and early treatment of suspected cases through community-level oral rehydration points. 

Management response: Partially agree 
The mainstay for obtaining good-quality and timely data should be the formal surveillance system first and foremost. Any additional measures to improve the sensitivity or reach of the surveillance system, such as expansion into a community-based surveillance system, are secondary. The country office supports and is already implementing the community-based detection of cases of diarrhoea, the promotion of home care and the seeking of early care and referral, as needed, through its network of community health volunteers, community health workers and community volunteers.

	Action 9.1 
Train community health workers and community volunteers and health volunteers. 
	Country office 
	September 2018 
	09/09/19 - Completed
Ongoing almost 2,000 CHW were trained on cholera and over 2,000 CHV received half day orientation on key cholera messaging. C4D has trained 7,600 community volunteers who are engaged in routine cholera prevention intervention.

Sept 2018- Under way 
Community engagement approaches, training tools, job aids and other interventions are being reviewed for strengthening. 
	

	Action 9.2 
Use traditional community structures and bodies that can be effective in incident reporting. 
	Country office 
	Continuous 
	09/09/19 - Completed
On 7th September 2019, the Ministry of Public Health and Population-The Health Education Centre organized a meeting between UNICEF, WHO and Ministry to discuss the critical rumours collated from the field offices.

Sept 2018 - Under way 
The five C4D consultants are logging in incidents and critical rumours to the field offices, which are then shared with country office and WHO monthly.  
	

	Evaluation recommendation 10: Enhance rapid response capacities. 
UNICEF should build on the rapid response team and rapid response mechanism models and, with its partners, take stock of lessons learned from 2017 to strengthen these mechanisms for future responses. This would include revising response team standard operating procedures and training modules, conducting trainings ahead of further outbreaks and supporting joint inter-agency planning, including the precise definition of roles and responsibilities and the running of simulation exercises. Appropriate pre-agreements and contracts should be put in place with operational partners and suppliers. 

Management response: Agree 
Rapid response teams have been established and are functional. A rapid response team coordination centre has been established and health and WASH rapid response teams interact on a daily basis. Further strengthening of capacity through tailored training is at the preparatory stage. 

	Action 10.1 
Form and maintain rapid response teams for WASH in priority districts. 
	Country office 
	February 2018 
	Sept 2018 - Completed 
Rapid response teams have been formed in all priority districts as well as stand-by rapid-response capacity across Yemen. 
	Cholera information flow chart for health and WASH; WASH rapid response teams (Arabic and English) 

	Action 10.2 
Develop a rapid response team coordination centre for health and WASH. 
	Country office 
	May 2018 
	Sept 2018 - Completed 
A rapid response mechanism is in place and partnerships have been established with mechanism partners.

Detailed contacts for rapid response teams have been developed at the district, governorate and national levels for both health and WASH. 

A coordination centre has been developed for daily interaction between WASH and health rapid response teams. A flow chart for information has been agreed between the health and WASH clusters. 

A mechanism for the receipt of a forecast of meteorological data on rainfall on a weekly basis has been developed with the support of the Department for International Development. The forecast will be shared in a timely manner with rapid response teams for preparedness actions. 
	Concept note: Mechanism to monitor the effectiveness of coordination between WASH and health rapid response teams, May 2018; terms of reference for Yemen cholera outbreak WASH rapid response teams 

	Action 10.3 
Update cholera training modules, with the inclusion of a module on rapid response teams. 
	Country office 
	February 2019 
	09/09/19 - Under way 
There is no change in the situation after the master training of trainers was conducted on the update integrated module. MOPHP has not yet approved the cascading of that training. Rather than the integrated outbreaks training only cholera case management training is being conducted to DTC staff and this is mostly supported by WHO. Yet, this is done mostly on ad hoc bases. 

Sept 2018 - Under way 
The training of the master trainers and the cascade training plan have been discussed with the health authorities and approval for the training dates is pending. 
	Yemen acute watery diarrhea and cholera outbreak standard operating procedures, Yemen WASH cluster, March 2018 

	Evaluation recommendation 11: Establish additional response preparedness measures. 
In addition to the preparedness-related measures noted above, UNICEF should take further action to: ensure WASH response capacities, including through training; ensure the necessary supply for cholera kits; and invest in contingency stocks or purchase arrangements at the local and international levels. 

Management response: Agree 
Additional measures for better preparedness in the area of WASH have been taken: a supply plan has been developed and WASH supplies are prepositioned at eight locations. Fifteen WASH Programme Cooperation Agreements have been finalized for targeting high-priority districts. The UNICEF WASH team in the country office has been strengthened with additional human resources.

	Action 11.1 
Ensure that the 2018 WASH supply plan is developed and implemented. 
	Country office 
	March 2018 
	Sept 18 - Completed 
A supply plan was developed by considering the planning target of the integrated cholera preparedness plan. 

WASH supplies are prepositioned at eight locations with partners. Furthermore, additional supplies for responding to 500,000 suspected cases for a period of three to six months are stocked in three UNICEF warehouses.
	Cholera supply needs and plan, January to December 2018 

	Action 11.2 
Prepare contingency Programme Cooperation Agreements covering all high-risk districts. 
	Country office 
	March 2018 
	09/09/19 - Completed
Ten C4D Cholera Prevention Cooperation Agreements have been finalized and rolled out targeting high-priority districts

Sept 2018 - Completed 
Fifteen WASH Programme Cooperation Agreements have been finalized for targeting high-priority districts. 


	Contingency Programme Cooperation Agreements – WASH 

	Action 11.3 
Increase and enhance the capacity of national and subnational WASH teams. 
	Country office 
	April 2018 
	Sept 2018 - Completed 
Four implementing partners and 12 national staff have been recruited for the UNICEF WASH section and cluster.
Staff attended training on epidemiological data and WASH response. 

A technical adviser on the capacity building of partners is on board and a detailed plan is being implemented.
	

	Evaluation recommendation 12: Strengthen monitoring and quality control. 
UNICEF monitoring and programme follow up in 2017 faced the challenge of covering a massively scaled-up programme with relatively limited resources and difficult access. This is of concern from the perspective of both accountability and quality control and is a problem for the system as a whole. UNICEF should do all it can to strengthen both direct and indirect monitoring. An essential corollary to this is that UNICEF finds ways to better utilize the results from programme monitoring to continuously inform the ongoing response and adapt it accordingly. 

Management response: Agree 
The country office is exercising a continuous effort to strengthen the quality and effective use of data collected by implementing partners as well as by third-party monitors through the development of tools and training on their use, the regular provision of feedback by third-party monitors and follow-up on the implementation of identified necessary actions by programme staff.

	Action 12.1 
In consultation with WHO and other partners, build the capacity of implementing partners on key standards and guidelines for monitoring and reporting. 
	Country office 
	July 2018 
	09/09/19 - Completed
Training of technical staff is key part of all cholera agreements, IP train their staff when opening DTCS/ORCs. 

Sept 2018 - Under way 
All implementing partner technical staff are being trained on key guidelines, including regarding treatment protocols, standard operating procedures for diarrhoea treatment centres, oral rehydration points and Infection Prevention and Control at the case management sites. 
	Standard operating procedures for diarrhoea treatment centres (WHO/ Government of Yemen); standard operating procedures for oral rehydration corners (WHO/ 
Government of Yemen) 

	Action 12.2 
Strengthen communication between the third-party monitoring team and the programme staff to ensure timely feedback and corrective measures for quality issues. 
	Country office 
	July 2018 
	09/09/19 - Completed
Still ongoing.

Sept 2018 - Under way 
Periodic feedback is being provided by the third-party monitoring teams to the sections and field-office teams. An action tracker has been developed for follow-up on actions identified by the third-party monitoring teams. 
	

	Evaluation recommendation 13: Invest in better understanding of behaviours and transmission contexts 
The 2017 response was not adequately informed about household and community practices, or about people’s knowledge, attitudes and beliefs concerning cholera and the response to it. A knowledge, attitude and practice survey is currently planned, and should be supplemented by ongoing efforts to understand household perceptions and challenges during the course of any outbreak response. UNICEF should also invest in epidemiological and socio-anthropological research, identifying cholera hotpots, risk factors, community risk behaviours and practices as well as community uptake of campaign messages. 

Management response: Agree 
The country office has planned for and is currently implementing complementary actions to study and better understand environmental factors, community risk practices and the effectiveness of campaign messages and their uptake. A quantitative survey on knowledge, attitudes and practices is at an advanced stage of implementation and qualitative research on cholera hot spots is being prepared. These are complemented by regular data collection by third-party monitoring teams on patterns in community behaviours, which helps in adjusting communication messages, as necessary.

	Action 13.1 
Undertake knowledge, attitude and practice surveys to understand household perceptions, community risk behaviours and hygiene practices. 
	Country office 
	September 2018 
	09/09/19 - Completed
KAP Survey on cholera practices was conducted in 2018.  

The final report submitted July 2019, and the findings are being disseminated to partners and used to guide the social and behaviour change strategy.   
	https://unicef-my.sharepoint.com/personal/dsauvageot_unicef_org/Documents/Country%20focus/Yemen/Cholera/C4D/UNICEF_CholeraKAP_FinalReport_100719.pdf

	Action 13.2 
Collect regular data on risk behaviours and hygiene practices through third-party monitoring teams to better monitor results and trends and understand transmission contexts by correlating such behaviours and practices with epidemiological data and cholera hotspots. 
	Country office 
	Continuous 
	09/09/19 - Completed
Two rounds of Cholera Behavior Indicators Monitoring surveys have been conducted. The last one was finalized on Feb 2019. The data has generated useful insights in understanding the drivers of chlera and has been used to guide the social and behaviour intervention by areas. 
 
Indicators and methods have been agreed with the regional office. The orientation of the third-party monitors is completed. Data collection for 3rd round is scheduled to start mid-September 2019. 


	
	https://unicef-my.sharepoint.com/personal/dsauvageot_unicef_org/Documents/Country%20focus/Yemen/Cholera/C4D/Cholera%20BIM%20-R2%20TPMReportFeb2019%20V2.pdf

Monitoring of behaviors/ 
uptake of key practices in cholera prevention and response in Yemen 

	Action 13.3 
Conduct regular qualitative research in hotspots to maintain an updated understanding of perceptions of risk and of the response as well as negative narratives and barriers to appropriate behaviours. 
	Country office 
	Continuous 
	09/09/19 - Completed
C4D has conducted qualitative research in hot-spot districts in Amanat Al Asimah and Sana’a Governorate, to explore community perception on cholera prevention practices. The findings have been used to refine the hygiene messages and the social and behaviour change interventions.  
Ongoing discussions in the scientific group meeting at MOPHP, three researches have been agreed on and will be supported. This include piloting of the proposed change in line listing to be conducted in Amanat Al Asimah. 

Sept 2018 - Under way 
Topics and questions agreed with the regional office. Focus group discussions will start in July and thereafter be conducted on a regular basis. 
	

	Evaluation recommendation 14: Consolidate UNICEF global learning on cholera. 
UNICEF has learned a great deal from the experience of responding to the 2017 cholera epidemic in Yemen; other recent major cholera epidemics in Haiti, South Sudan and Zimbabwe; the cholera regional initiatives in West Africa and Eastern and Southern Africa; and other forms of epidemic response (notably for Ebola). UNICEF should hold an internal learning event that brings relevant staff together to consolidate recent experience on cholera, using Yemen as a key case study. 

Management response: Agree 
An internal learning event is planned to capture recent experiences in cholera epidemic response, review the approach of UNICEF and the response strategy and to draw lessons.

	Action 14.1 
In the context of the Health Emergencies Preparedness Initiative (HEPI), the Programme Division and EMOPS will identify resources to jointly fund and organize an internal learning event, bringing together key UNICEF staff to capture learning on cholera epidemic response.

The workshop will serve as a mechanism to review the UNICEF approach to and strategy on cholera and to draw on lessons learned from the 2017 response. 
	Programme Division 

EMOPS 
	31 December 2018 
	22/11/2020 – Completed
No resources were identified to organize this event. However, a remote Global Cholera Meeting is being prepared under the new Global Cholera Team, to take place in the first quarter of 2021. This event will be repeated regularly to learn from Yemen, Haiti, DRC and other countries implementing response to cholera outbreaks or control programs.

09/09/2019 – No update received

Sept 2018  - Not started 
	

	Evaluation recommendation 15: Consolidate UNICEF global epidemiological capacity. 
Given the Yemen experience, UNICEF should establish a network of global and regional cholera experts (internal/external), who would be part of the global exchanges and capitalization efforts. Members of this network might provide additional surge capacity during major outbreaks and play an oversight and monitoring role at the regional and global levels. Related to this, UNICEF should play a greater role in building global epidemiological understanding. 

Management response: Agree 
As part of HEPI, a technical working group is being established at the headquarters level. The working group will evolve into an operational task force with a focus on cholera, among other issues, that will liaise with regional offices to provide the necessary support. The establishment of an emergency response team for cholera is being considered. UNICEF will increase its presence in the GTFCC. Discussions with Johns Hopkins University and the Centers for Disease Control on areas of potential research around cholera are currently taking place.

	Action 15.1 
As part of HEPI, establish a technical working group. Under the leadership of the Principal Adviser, Public Health Emergencies, the working group will evolve into an operational task force at the headquarters level, with a focus on cholera, that will liaise with regional offices on surge support to the field. 
	Programme Division 
	31 July 2018 
	22/11/2020 - completed
A public health emergencies task force was established by the Principal Adviser in 2018; however, this group focused on Ebola response. Similar coordination mechanisms were setup for COVID-19 response at HQ and ROs.
Currently, the PHE is working across sections and with ROs to establish the Global Cholera Team, including cholera experts from all relevant sections from HQ, ROs and COs. TORs for this Global Team will be available and distributed before the end of 2020.

09/09/2019 – No update received


Sept 2018 - Under way 
The team was operationalized in the context of the 2018 Ebola outbreak in the Democratic Republic of the Congo, and its functions will be formalized. 

	

	Action 15.2 
The Programme Division and EMOPS will consider establishing an emergency response team if/as funding becomes available specifically for cholera, comprising sector-wide experts, including in health, WASH and community sensitization. 
	Programme Division

EMOPS 

Division of Human Resources 
	31 December 2018 
	22/11/2020 - Completed
No funding has been made available for a specific cholera response team; however, capacity for response to Public Health Emergencies has been increased over the years. Despite having a good number of experts in HQ, RO and COs, surge capacity with specific cholera expertise remains limited.


09/09/2019 – No update received

Sept 2018 - Under way 
In the context of the 2018 Ebola outbreak in the Democratic Republic of the Congo, UNICEF has been making use of the roster developed by HEPI to contact community sensitization, health and WASH experts who can be immediately deployed to support the response. 
	

	Action 15.3 
With a view to strengthening its link with global mechanisms on cholera, the Principal Adviser, Public Health Emergencies, will represent UNICEF on the GTFCC. 
	Programme Division 
	31 December 2018 
	22/11/2020
The principal adviser, public health emergencies represents UNICEF in the GTFCC steering committee. UNICEF has increased its participation in GTFCC plans and activities, and is represented in all its Working Groups, leading several workstreams.

09/09/2019 – No update received


Sept 2018 - Under way 
UNICEF already leads the cholera platforms in Kenya and Senegal and is considering establishing a platform in Jordan under the same model. 

Key MENARO staff attended the GTFCC annual meeting in June and the issue of the integration of platforms was raised. Prior to the meeting, a conference call between the existing platforms and the GTFCC secretariat prepared the discussion. 

Follow-up and next steps are expected in the coming weeks. 
The Global WASH Cluster is already engaging with and contributing to the GTFCC. The cluster provides an opportunity to be part of global exchanges and capitalization efforts. 
	TOR GTFCC steering committee 

	Action 15.4 
Strengthen engagement with academic institutions. 
	Programme Division 
	31 December 2018 
	22/11/2020
US-CDC remains the main operational and research partner for cholera, with a strong focus on WASH activities. The research portfolio for cholera has been increased, including partnerships with Antwerp Institute of Tropical Medicine, John Hopkins University, Marseille University and others.

09/09/2019 – No update received

Sept 2018 - Under way 
The Principal Adviser, Public Health Emergencies has started engaging with Johns Hopkins University and the Centers for Disease Control on areas of potential research around cholera (behavioural change, case definitions, rapid diagnostic tests and rapid response teams). 
	

	Action 15.5 
Strengthen the global epidemiological capacity of UNICEF through the recruitment of a Principal Adviser, Public Health Emergencies. 
	Programme Division 
	31 May 2018 
	Sept 2018 - Completed 
The Principal Adviser was recruited and is currently providing technical support to the country and regional offices on cholera outbreak response. In addition, the Principal Adviser recently provided such support to the Democratic Republic of the Congo for the Ebola response. 
	

	Evaluation recommendation 16: Strengthen UNICEF global cholera preparedness. 
UNICEF should review its preparedness to respond to cholera outbreaks in all high-risk regions and countries. Risk assessments and contingency plans should be built into country plans as appropriate. This should be done in collaboration with WHO and other relevant partners, with a view to ensuring close coordination and collaboration with other international organizations. 

Management response: Agree 
UNICEF is planning to develop an internal document to map out the UNICEF contribution to achieving the targets set out by the GTFCC. Emergency preparedness procedures are being rolled out and an emergency preparedness platform (EPP) is operational. By the end of May 2018, 31 country offices had approved plans for incorporating the EPP and 59 countries had made significant progress, having completed three out of four steps. The development of toolkits and other guidelines to prevent, mitigate and prepare for all health risks, including cholera, is ongoing. This guidance will facilitate response efforts by enabling country teams to quickly access and adapt existing tools to the context. Actions at the headquarters, regional and country levels to strengthen collaboration with WHO are being implemented on a continuous basis.

	Action 16.1 
To align with the Ending Cholera–A Global Roadmap to 2030 strategy, a HEPI outbreak task force will develop an internal document to map out the UNICEF contribution to achieving the targets set out by the GTFCC (i.e., to move from a preparedness/response approach to a long-term strategy for the control of epidemics). Funds will be raised to recruit a full-time position in headquarters focused on cholera. 
	Programme Division 
	31 December 2018 
	22/11/2020 – Completed 
The newly created Global Cholera Team will update a briefing on UNICEF’s contribution to the Ending Cholera roadmap, and will regularly update it through quarterly newsletters.
No funds have been made available for a full time cholera experts at HQ level, but one public health expert in the public health emergencies team and several in the health and WASH sections do contribute a sizable share of their time to cholera related activities, including coordination, guidance, policy and country support.

09/09/2019 – No update received

Sept 2018 - Not started 
	

	Action 16.2 
Roll out emergency preparedness procedures and an EPP to ensure that mechanisms and systems are put in place to enable effective, timely emergency response to humanitarian crises. 
Implement the systematic verification through the EPP of country office preparedness on cholera, particularly for high-risk countries. 
	EMOPS,
regional offices, country offices 
	31 December 2018 
	22/11 2020 – Completed

The public health emergencies team participates to the EMOPS-led EPP with technical advice on outbreak preparedness and response, and participates to regular Horizon Scanning and risk assessment meetings.


EPP in Yemen was rolled out in June 2018. At the time Yemen was fully meeting all Minimum Preparedness Standards. A specific Cholera preparedness and response plan was also developed in 2017 and revised in 2019. Yemen is currently updating their EPP (a webinar was conducted late October to kick start the process – ToR attached). YCO is now onboarding the new EPP platform and should be completed before end of 2020. All Field Offices have specific preparedness plans in place including for Cholera.
 
09/09/2019 – No update received

Sept 2018 - Under way 
By 24 May 2018, 31 country offices had approved plans on the EPP and 59 countries had made significant progress (three out of four steps completed). 
	





	Action 16.3
Under HEPI, develop toolkits and guidelines to prevent, mitigate and prepare for all health risks, including cholera, to facilitate response efforts by enabling country teams to quickly access and adapt existing tools to the context. 
	Programme Division 
	31 December 2018 
	22/11/2020 – Completed

The Public Health Emergencies toolkit was updated in 2018. A consultant is being recruited for 6 months to update and expand the portfolio of diseases covered by the toolkit, with a new version expected in 2021.

09/09/2019 – No update received

Sept 2018 – Under way

	

	Action 16.4 
Strengthen collaboration with WHO on cholera in Yemen. 
	EMOPS

Programme Division 
	Continuous 
	22/11/2020 – Completed
Annual WHO-UNICEF RO technical meetings have been organized in the past two years, to share lessons learned from countries affected by cholera epidemics. Yemen was one of them.


09/09/2019 – No update received

Sept 2018 - Under way 
UNICEF/WHO conference calls have been conducted at the headquarters, regional and country levels to address the cholera response in Yemen. The calls have been instrumental in addressing some of the operational challenges and gaps, including the updated joint cholera preparedness and response plan. This model can be used for health emergencies beyond cholera. 
	










Sept 2018 - Follow-up on WHO/UNICEF cholera conference call, April 2018 
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1. Objectives

The objective of the webinar is to refresh Yemen Country Office staff on emergency preparedness: basic concepts and tools 

· Strengthen the knowledge of all staff on emergency preparedness; 

· Present revised risk analysis for Yemen CO

· Agree on next steps and timeline to update preparedness actions 

· Agree on next steps and timeline to update full CO preparedness plan





2. Dates, locations and venue 



The remote webinars will be iterative and based on CO needs. 



		Thursday 22 October 

		One refresher session for YCO:

· Refresh on key preparedness concepts

· Present the EPP platform

· Highlight EPP specificities in protracted contexts

· Present updated risk analysis

· Agree on next steps





		TBC

		Specific session on Minimum Preparedness Standards assessment and identification of preparedness actions 





		TBC 



		Specific session on preparedness for Field Offices.
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3. Participants 



At a minimum, there is a representative of each Programme Sector and Operation Area participating to the whole workshop for each Field Office. 





4. Roles and responsibilities 



· RO Facilitator (Emman): 

· Co-develop the webinar concept, agenda and session flows (under the leadership of YCO); 

· Develop the presentations for learning and exercises for group work if relevant; 



· CO Resource Person / Co-facilitator (Rawia):

· Co-develop the webinar concept, agenda and session flows 

· Support webinar preparation, organisation and follow up; 

· Provide materials and documents as relevant;

· Liaise with participants to ensure preparation for the webinar





5. Emergency Preparedness Webinar – 22 October 



The agenda below is annotated, containing speaker notes to build consensus on the way forward. 



		YCO EPP Webinar 22 Thursday 2020 



		Time 

		Session 

		Facilitator

		Comments



		11:30-11:45

		Opening

· Participants understand webinar objectives 



		Emman

		Gianluca – few opening words



		11:45- 12:30

		Introduction to preparedness and EPP

· Participants are familiar with key preparedness concepts



		Emman

		Quizz (Emman – 20min)

Global and regional trends on preparedness

Key concepts



Presentation (Emman – 15min)

How preparedness fits into the broader programme cycle?



Q&As (Emman - 10min)





		12:30-13:30

		The Platform overview

· Participants are familiar with the online tool and with the key EPP steps

· Participants are equipped with tips on how to use the EPP in a protracted crisis context



		Emman 

		Walk through the EPP (Emman - 60min)

· Roles and responsibilities

· Risks analysis 

· Scenario definition

· Response planning

· Minimum preparedness actions and standards





		13:30-13:45

		Break

		

		



		13:45- 14:15

		Updated Yemen Risk analysis

· Participants are familiar updated risk analysis updated





		Rawia

		Presentation (Rawia – 15min)



Plenary discussion (Rawia – 15min)





		14:15-14:30

		Way forward

· Participants agree on process actions (what needs to be done to finalise the revised plan)

· 

		Emman 

		Plenary discussion (Emman – 15min)
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                       An infant girl receives oral rehydration salts at an Oral Rehydration Corner in Sana’a, Yemen. © UNICEF Yemen/2017
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The first wave of the acute watery diarrhoea (AWD) and suspected cholera outbreak was reported by the Ministry of Pubic Heath and Population (MoPHP) on October 2016, followed by a second wave reported on 27 April 2017, that continued into 2018 and 2019, albeit with a significantly slower attack rate. Between April 2017 and February 2019, suspected cases were reported across 22 of 23 governorates and with 93per cent of districts affected (311 out of 333). As of 23 February 2019, the cumulative total caseload of AWD/suspected cholera since April 2017 had reached 1,453,990 cases, with 2,803 associated deaths. Children under the age of five (U5) years represent more than 31 per cent of all suspected cases and children aged 5-17 years represent a further 29.1 per cent of all cases.

The case fatality rate (CFR) has dropped from 0.8 per cent at its highest, earlier in the outbreak to 0.09 per cent in February 2019,  while the attack rate (AR) per 10,000 population has reduced from 511 at the peak of the outbreak to 156.4 in 2018 and early 2019.The cumulative suspected cholera cases from 1 Jan 2018 to 3 Mar 2019 is 446,102 with 606 associated deaths (CFR 0.14per cent). 224,217 rapid diagnostic tests (RDT) were performed (50 per cent of coverage), with 62,077 positive RDT (28.0per cent). 

Over 20 Health Partners are supporting the cholera response with 147 Diarrhea Treatment Centers (DTCs) DTCs and 340 ORCs (Oral Rehydration Centers) in 135 priority districts.

Table 1 below shows the overall trend since first wave to Feb 2019

[image: ]

The table below provides a summary of reported cases, functioning DTCs and ORCs supported by UNICEF:

Table 2: Summary of 2017-2019 cholera cases and UNICEF Support

		

		

		

		

		

		UNICEF



		Year

		Cases

		Death

		AR

		CFR

		DTCs

		ORCs



		2017 (April-Dec)

		1,022,285

		2228

		371

		0.22

		64

		632



		2018 (Jan-Dec)

		371,319

		505

		141

		0.14

		18

		142



		2019 (Jan-Feb)

		58,923

		58

		24

		0.10

		21

		143







UNICEF has been working closely with Ministry of Public Health and Population (MoPHP), the Ministry of Water and Environment (MoWE) and Non-Governmental organizations (NGOs) since the onset of the outbreak, providing assistance in Health and Nutrition (H&N), Water Sanitation and Hygiene (, WASH) and Communication for Development (C4D) sectors as agreed jointly through the AWD/Cholera Task Force, and the Health and WASH clusters. The Health Cluster agreed on integrating DTCs and ORCs into the regular health system and ensuring a quick response to any future outbreaks, that has been achieved at the Emergency Health and Nutrition Project (EHNP) supported facilities. 

The Emergency Operations Centre (EOC) is operational with support from WHO and UNICEF. With the significant change in authorities in Sana’a recently, the EOC is being given priority by the new Deputy Minister of Primary Health care and most of the outbreaks response agenda is discussed in the monthly EOC meetings. According to standing orders, weekly EOC meetings will be activated in case of an urgent need under the chairmanship of the new DG surveillance. The Cholera Task Force meetings have been regularised on a weekly basis with support from the technical advisors team from MOPHP, WHO and UNICEF.  

UNICEF continues to work closely with national and sub-national level health, water and sanitation authorities, WHO, and other partners to both respond to the current outbreak and address system failures that resulted in the systems inability to contain the outbreak to a limited geographic area in the country, at the onset of the outbreak. Working with 45 partners across the country, UNICEF is the lead partner in WASH and a significant partner in Health with cross cutting community engagement and mobilization activities through Communication for Development (C4D) interventions. 

This plan updates an earlier plan that was developed in May 2017 and updated in 2018, the key guiding principles of which include:

1- An integrated response at all levels from household, community, facilities, institutions at district, governorate and national level, including the coordination and facilitation at national level bringing together health, WASH, C4D and Nutrition interventions at these different levels. 

2- A strategy with three key elements of ensuring a rapid and strong response to the outbreak and future outbreaks referred to as Component I; Preparedness referred to as Component II which in this UNICEF plan aims to have preparedness measures in place for 500,000 cases; and Support to Prevention & Systems Strengthening for future outbreaks, referred to as Component III.  There are overlaps in both chronology and activities in these components and some intervention are not distinguishable as they contribute to more than one component. Component I and II have short to medium timeframes and component III has long term interventions and impact. 

3- A focus on priority districts and hot spots within these districts for an intensive response through integrated and comprehensive WASH, Health and Communication for Development interventions and preparedness and system support to a larger geographic area.  

The plan outlines interventions to be undertaken in the response component (Component I) which is estimated to last until December 2020 and interventions to be undertaken for preparedness (Component 2) that need to be in place as soon as possible preferably by end April 2019 and ahead of the prevention and system support component (Component III) with some interventions to be undertaken between now and the end of 2020 but mostly within 18 month following this period. Component III will therefore cover January 2019 to December 2020.	Comment by Nuhu Maksha: Component 1 should be short termed 	Comment by Nuhu Maksha: Rethink this to integrate component 3 into one for consolidation-???sword and shield strategy-check

For the activities planned for 2019 and 2020, as of 4th March 2019, UNICEF’s response plan has an accompanying budget of US$ 200.2 million with US$ 106.7 million required for WASH, US$ 50.7 million for Health, US$ 37.8 million for C4D and Hygiene Promotion, and US$ 5 million for Child Protection. This translates into US$ 31.5 million for central activities including (coordination, assessments, Third Party Monitoring (TPM), central level capacity building) at central level, US$ 57.6 million for institutional level interventions, US$ 40.3 million for facility-level interventions, US$ 48.5 million for community-level interventions and US$ 5.2 million for household-level interventions. Of the total US$ 200.2 million required, US$ 79.8 million is needed for Component I (Response), US$ 30.6 million for Component II (Preparedness) and US$ 89.7 million for Component III (System Strengthening).	Comment by Nuhu Maksha: What about Investing in more longer term preventive WASH interventions??????

By 18 March 2019, UNICEF had US$ 155.2 million in available funds – Components I through III of the response. Donors to the plan include the World Bank, DFID, Norway, USAID (OFDA), the Yemen Humanitarian Pooled Fund (YHPF), ECHO, Japan, Italy, Turkey, Kuwait, King Salman Relief Centre, United Arab Emirates and the Netherlands National Committee for UNICEF. However, flexibility exists in the funding available for the three components and should the case load for the response or preparedness be higher funds from prevention & system strengthening components can be used for these.

This plan is part of the Integrated Cholera Response Plan, jointly developed by the Health and WASH clusters with Communication for Development (C4D) guidance, with all interventions of the response component (Component I) and the budget are included in the joint cluster plan.




[bookmark: _Toc506846873][bookmark: _Toc3746599]Background and overview of the Cholera Outbreak

Cases of Acute Watery Diarrhoea (AWD)/ suspected Cholera were first reported in several parts Yemen in October 2016. A response was launched, and the cases initially began declining in December 2016 and continued for the next four months. About 25,872 cases were reported in 165 of the country’s 333 districts and 15 of the country’s 23 governorates with 32per cent cases in children below 5 years of age between October 2016 and April 2017. Case Fatality Rate (CFR) of 0.46per cent and an Attack rate (AR) of 10.4 per 10,000 people were recorded. Laboratory testing confirmed 209 cases as cholera. With significant decline by end March/ early April 2017 cases, it was believed that the outbreak had ended. 



The second wave of AWD/ suspected cholera, the biggest wave in the world ever recorded for cholera, began on 27 April 2017 and spread across Yemen at an alarming speed with 22 of the country’s 23 governorates (96 per cent) and 305 of its 333 districts (92per cent) affected as of 4th February 2018. A total of 1,055,788 suspected cases of AWD/cholera and 2,255 deaths were reported during this period. The case fatality rate (CFR) was 0.8per cent at its highest, in week 41 (October 2017); and as of 4 February 2018, stood at 0.2per cent, remaining below the 1per cent CFR considered acceptable  per WHO standards.[footnoteRef:2],[footnoteRef:3] More than 48per cent of the total suspected cases have been children under 18 years of age and nearly 18per cent in children under 5 years of age; however, about 25per cent of the deaths have occurred in children under 18 years.[footnoteRef:4] Sana’a City (Amanat Al Asimah), where about 2.5 million people live, was the most heavily affected governorate followed closely by Al Hudaydah, Hajjah, Amran and Sana’a governorates. Together these five governorates accounted for 56per cent of all suspected cases of cholera. The below shows the trends in the suspected cases in Yemen from week 17 2017 through 2019.  [2:  http://www.emro.who.int/yem/yemeninfocus/situation-reports.html]  [3:  http://www.emro.who.int/images/stories/yemen/Yemen_epi_bulletin_20170703.pdf?ua=1]  [4:  As of 2 July, source: MoPHP.] 
Figure 1: First wave of Cholera outbreak October 2016 to April 2017







 [image: ]EPI Curve of Cholera since 27th April 2017 to 23rd Feb 2019 – with associated deaths 







[bookmark: _Hlk2529684]The epidemic was a result of the humanitarian crisis in the country; a product of the political turmoil, on-going conflict and their direct and indirect consequences. The internationally recognized ‘legal’ government is based partially in Riyadh and partially in Aden and for most of the duration of the outbreak, was only minimally functional. The Houthis/ Ansar Allah, a religious and political movement originating from Saada governorate, control most of the Northern and Western parts of the country in a factitious ‘coalition’ with Ex-President Saleh’s GPC party. In Southern governorates, reported under the control of the ‘legal’ government, with support of coalition partners especially Saudi Arabia and UAE, the Separatist movement is active and gaining support and strength. This has meant a dearth of any stabilizing factor or decision-making forum in the country. 

The political situation has had grave effects on the institutional capacities within all sectors, including the Health and Nutrition Sectors, Water and Sanitation Sectors as well as on communication and community engagement structures. According to the 2016 Health Resources Availability Monitoring System (HeRAMS 2016), only 45 per cent of the country’s health facilities remained fully functional, 38per cent partially functional and 17per cent non-functional. An estimated 8.2 million people have only limited access to health care.  An estimated 30,000 local health workers out of a total estimated health workforce of 52,000 have not been paid their salaries for over 2 years, and operational costs in more than 3,500 of the country’s 4,000 health facilities have not been paid for over 2.5 years. 

The security situation in the country is still grave. Within the last four years, there are at least four active conflict zones between ground troops/ armies/ militias in Hodeida, Maarib, Taiz, and Mokha;. Hospitals, health facilities, schools and other civilian infrastructures have been affected by the conflict. 

The Humanitarian needs are enormous: an alarming 34.1 million people (including 11.3 million children) in Yemen are in need of some kind of humanitarian or protection support, 11.3 million of those in acute need. An estimated 19.7 million people lack access to basic healthcare, including 8.8 million living in severely under-served areas; approx. 1.1 million pregnant or lactating women and 2 million children under 5 years are acutely malnourished with approx. 357,000.  Global Acute Malnutrition (GAM) rates are as high as 31per cent in some locations – more than twice the emergency threshold.

An estimated 17.8 million people require assistance to access safe drinking water and sanitation, including 7.3 million who are in acute need. This represents an increase of 8per cent since late 2014, and the severity of needs has intensified.　

Other sectors are not faring any better: An estimated 20.1 million people – 67per cent of the total population - are severely food insecure – in IPC phase 3, 4 and 5 and are in urgent need of action.  This includes about 33 percent (9.7 million) people classified in IPC Phase 4 (Emergency) and about 34 percent (10.3 million) people in IPC Phase 3 (Crisis). Of greatest concern are the additional 238,000 people in IPC Phase 5 (Catastrophe).  Food insecurity is worse in the areas with active fighting and is particularly affecting Internally Displaced Persons (IDPs) and host families, marginalized groups, as well as landless wage labourers facing difficulties in accessing basic services and livelihood activities. Overall, there are more than 3 million IDPs in Yemen who face worse food security outcomes and over 2 million of them are in dire need of assistance. Armed conflict remains the main driver of food insecurity in Yemen, curtailing food access for both the displaced and the vulnerable host communities. The food security crisis is further exacerbated by extremely high food prices, the liquidity crisis, disrupted livelihoods, and high levels of unemployment

The ongoing conflict, compounded by an economic decline, has devastated livelihoods, depleted safety nets, weakened social service delivery, and the ability to access social services. Underlying all these are more pervasive individual and communal behaviour practices that predispose communities and individuals to cholera infection. Among these are poor hygiene and sanitation practices including poor household water treatment, storage and use, lack of hand washing with water and soap practice especially at critical times, poor solid waste disposal, and poor home management and handling of acute watery diarrhoea/ cholera patients (oral rehydration, prevention of infection, treatment seeking, referral and after care).

A Cholera response evaluation was completed in 2018 by a team from UNICEF headquarter and the regional office in collaboration with John Hopkins University. The main objective of the evaluation was to identify lessons from 28 September 2016 to March 2018 (i.e., from the preparedness and detection phase to the end of second wave) to better prepare for future cholera outbreaks in Yemen and similar contexts. The cholera response in Yemen was and remains extremely complicated and challenging for a variety of political, security, cultural, and environmental reasons.

The study team found that several areas gained strength throughout the second wave, including: an extensive operational footprint which reached into insecure areas; the strengthening of the collaborations between WHO and UNICEF and the health and WASH clusters; the initiation of a funding mechanism through the World Bank which enabled a timely response at scale; the revitalization of the WASH strategy; and, eventual consensus and use of OCV.

The results and recommendations of this evaluation has been used to inform this plan; addressing all relevant recommendations to further improve UNICEF’s response capacity and preparedness to deal with Cholera/ AWD outbreaks.

However, the risk factors for a cholera outbreak in Yemen all remain in place and therefore the risk of another outbreak looms large with the rainy season expected to begin in parts of the country in April 2019. 	Comment by Nuhu Maksha: More reason to focus on this factors in key vulnerable locations as an integrated response/preventive approach





[bookmark: _Toc506846874][bookmark: _Toc3746600]Multi-sectoral Cholera Response, Preparedness, Prevention & System Strengthening strategy



[bookmark: _Toc506846875][bookmark: _Toc3746601]Goal and key strategic principles 

UNICEF’s goal is to contribute significantly to the overall objective of reducing occurrence of AWD and suspected cholera and to minimize the associated morbidity and fatality, less than 0.1 CFR, through effective prevention, preparedness and timely response. 

[image: ]The UNICEF strategy for response and prevention of Cholera outbreaks in Yemen incorporates the findings and recommendations of the Independent Evaluation of UNICEF’s Cholera response during 2017 and the donor commissioned evaluation of the response led by John Hopkin’s University; and is built on 5 key principles of: (i) integration of WASH, Health, Nutrition, Communication for Development (C4D) and protection response, (ii) partnership and coherence with Health and WASH clusters, Protection and the C4D working group (iii) a focused approach on priority districts and  hot spots and (iv) a three pronged approach for  addressing the outbreak (response and control), preparedness for a future outbreak and prevention of future outbreaks (prevention and health system strengthening) and (v) strengthening community  engagement and participation to improve individual and community resilience in prevention and response. Each of these are briefly explained below: Fig 2- UNICEF’s integrated cholera response, mapping of interventions in Health, WASH and C4D



· UNICEF’s response strategy brings together Health, Nutrition, WASH, protection and C4D for an integrated approach at different intervention levels from household, community, facility and institutional level to central level, for a comprehensive public health approach. Please refer to figure 2 showing UNICEF’s response in these three sectors at the district level.



· This strategy is strongly linked to and consistent with the National strategy developed jointly by the Health and WASH cluster partners with Communication for Development/Health Promotion and protection cluster guidance and agreed on by the authorities in both Sana’a and Aden.

· The strategy entails three components; with the first one focusing on Response over the next several months (Component 1) to respond to the reported cases with focus on the priority areas/ districts and when indicated, the hotspots within these through an integrated and intensive approach and selected interventions in other areas to minimize any increase in the number of cases. The strategy during this period is early detection and laboratory confirmation of cases, case management, infection control, prevention of co-morbidity/ mortality with malnutrition (by Health and Nutrition partners), water and sanitation support at both upstream and downstream/ household level (by WASH partners) and engagement for awareness raising and social and behavior change for prevention, hygiene promotion, as well as early care seeking.	Comment by Nuhu Maksha: The aim should be on interrupting transmission	Comment by Nuhu Maksha: This should focus more on investing in more longer-term preventive WASH interventions/installations and short term IPC measures from HH to HFs

· The strategy for the response component is contingent on early detection of cases through eDEWS and laboratory confirmation, rapid response for case management, infection control and a water, sanitation and hygiene response built around identification of the priority districts and hotspots within these to ensure all sectors focus on these for an immediate and intense response.

· The next is the Preparedness component (Component 2) that is already in place with the intent of being as prepared as possible to respond immediately and effectively to any future AWD/ Cholera outbreak. The Preparedness measures need to be reviewed and preparedness measures updates every six months at the very least to ensure that these take into account the recent developments and the needs forecast for the coming months.

· The Prevention and System Strengthening component (Component 3), that is already being implemented since late 2017 and aims to ensure that adequate systems are in place for effective prevention and response. This Component requires significant time and for the purpose of this document it is limited to until December 2020. This component includes improvement and strengthening of water and sanitation systems in the country, capacity building of the health system to be better prepared to respond to future outbreaks through prepositioning of supplies, trained health workers, clear SOPs of activation of ORPS and DTCs, referral mechanisms, treatment protocols, etc. and continued support for Communication for Development interventions including for hygiene promotion, safe storage of water, water treatment, home based care (use of ORS) and timely care seeking. Evidence from the Behaviour Monitoring Exercise, TPM reports, specific community qualitative assessments and focus group discussions are informing community-specific actions and focused messaging. 

· The first of a quarterly Third Party-conducted Behaviour Indicators Monitoring exercise conducted in July 2018 provided data on practices of the five key cholera prevention messages being promoted, which is helping to strengthen contents of community engagement and messages as well as facilitating district and community specific content and approaches. A second exercise was completed in January 2019 will allow for tracking of trends in practices and behaviours and help to strengthen the response. 

· The interventions in the three components are being implemented in parallel, with priority given to the response activities at the beginning of the second wave of the outbreak in 2017 and shifting in mid-2018 to the prevention, preparedness and system strengthening activities.  

· On the 28-29 January 2019, the Health and WASH clusters, together with the MOWE and MOPHP, for the first time since the outbreak of cholera brought together all stakeholders to review the response to cholera. The 2-day collaborative workshop, was opened and endorsed by the Ministers of Health and Water and brought together 130 participants from technical ministries, UN, NNGO, INGO, National Authority for the Management and Coordination of Humanitarian Affairs and Disaster Recovery (NAMCHA) and the Ministry of Planning and International Cooperation (MoPIC). Over the 2 days, participants identified challenges, weaknesses and strengths of the 2018 response and developed clear joint recommendations to improve cholera prevention, preparedness and response actions in 2019; this plan has been aligned with the recommendations. Joint initiatives with the health sector also include strengthening of child protection response within the health facilities. This was achieved by building the capacity of health workers to identify the most vulnerable children with key protection issues and refer them to the case managers/social workers embedded in anumber of health facilities. In addition, health workers have responded to children in need of health services who were identified by the case managers/social workers at the community level. Cross-sectoral coordination has been enhanced between the health and social welfare sectors as a result of developing standard operating procedures that clearly articulate the roles and responsibilities of all health and social welfare actors as well as other sectors such as education and justice. In the health facilities, children will be provided with psychosocial support and their care givers will be equipped with knowledge and skills on how to support the protection and wellbeing of their children.  



Further details on activities included in each component mentioned above are provided in next sub-sections: 



[bookmark: _Toc506846876][bookmark: _Toc3746602]Cholera Response Plan 2019-2020 (Component 1)

		Objective:

		To respond to the on-going AWD/ suspected cholera outbreaks to minimize the case fatality rate at less than 0.1 and prevent further spread of the disease i.e. reduce the current attack rates



		Time Line:

		1st January 2019 to 31th Dec 2020



		Geographic Focus:

		-Intensive and integrated focus on the priority districts[footnoteRef:5] as identified by the Health Cluster [5:  Priority districts are / will be identified by health cluster based on attack rates and case fatality rates during the outbreak with cut-off points revised regularly.   ] 


-Selective activities in many of the 311 districts in 22 governorates where cases have been reported since October 2016, including the 45 districts with some population in phase 5 according to 2018 IPC report. 



		Target Population[footnoteRef:6]: [6:  According to estimations by the Health Cluster, over 80per cent of the total population of Yemen is at risk, including 9.6 million children. However, to maximize the effectiveness of the response, UNICEF and some key partners are focussing the integrated approach on the population living in the highest priority governorates and districts as identified by the cluster. This includes eight governorates (Al Dhale’e, Amanat Al Asimah, Sana’a, Ibb, Taizz, Al Hudaydah, Hajjah and Dammar) and will include between 70 and 85 districts depending on how the outbreak progresses. At present, 53 districts are prioritized for response. ] 


		-12 million population in the priority areas. (Note: there are 27.055 million people in the 305 districts in 22 governorates reporting cases since October 2016)



		Budget / Gap:

		US$ 79.8 million needed / US$ 20.8 funding gap







It is now understood that a multitude of reasons have contributed to the past cholera / AWD wave, with the substantial reduction in WASH service levels across the country being perceived as one of the key factors. Other contributing factors include the breakdown in health services, the continuing insecurity in most of the country and lack of access in some parts. The increasing poverty and deteriorating food security and nutrition situation have increased the overall vulnerability of the population and co-morbidity with malnutrition is a factor.  This is coupled with the limited comprehensive knowledge and practice of basic household hygiene behaviours of affected community members that prevent outbreaks like AWD.



Qualitative assessments in some affected high-risk districts and communities, the Behaviour Indicator Monitoring exercise, TPM Reports etc. have helped to enhance the quality of engagement at the household level through focusing on messaging on specific community-level drivers as well as adopting communication approaches relevant to that community.

The overall objective of the response component is “to respond to the cholera outbreak to minimize the case fatality rate and prevent further spread of the disease i.e. reduce the attack rates.” 

UNICEF’s strategy for containing an outbreak are based on the main principles of (i) focus on priority districts and hot spots (ii) establishing a “firewall” at household level, iii) ensuring that households and communities are actively engaged to adopt and maintain positive prevention actions, and (iv) districts where case management system is functioning where are social workers are trained and child protection committees are functioning. The first refers to identification of priority districts and hotspots within these districts on a periodic basis, (based on attack rates, case fatality rates and results of RDTs) and an integrated health, WASH and C4D response in these areas. The WASH Cluster has identified 95 priority districts for cholera prevention (longer term) as part of the humanitarian needs overview exercise and has requested WASH cluster partners to use this in their prioritization for cholera prevention planning. These priority districts have also been communicated to donors. Component I will primarily focus on these 95-priority districts. However, based on partners’ capacity, response activities will continue in the remaining districts as well. The strategy during the response period was and still is early detection and laboratory confirmation of cases, case management and linkages with social welfare sector, infection control, (by Health partners) prevention of co-morbidity/ mortality with malnutrition (by Health and Nutrition partners), water and sanitation support at both upstream and downstream/ household level (by WASH partners) and community engagement for social and behaviour change focussing on preventive and responsive behaviours, hygiene promotion, and early care seeking. Particularly important for WASH sector, but also relevant to health and C4D, is the concept of establishing a ‘firewall’ at household level to ensure that all externalities (i.e. risks) are mitigated/addressed at household (HH) level. While so doing, UNICEF has, at the same time continued the ongoing “upstream” interventions at water source and wastewater treatment facility levels. 

The key interventions being implemented in the response component (Component I) are briefly outlined below:

General public health response interventions include the following:

1. Analyse cholera “hotspots” and areas at imminent risk for possible transmission routes to target prevention and response actions – as well as availability of WASH and other cholera control services in collaboration with MoPHP, WHO and partners. 

2. Support cholera surveillance, early warning and alert systems, rapid diagnostics and laboratory confirmation of cases, outbreak investigations in the country and across borders where there are gaps integrate age categories and sex disaggregation.	Comment by Nuhu Maksha: This should include Community Based Events Monitoring for Action at hotspots within Incubation Period.

3. Engage and sensitize community leaders and members, networks, health volunteers to detect and report suspected cases of cholera (community-based disease surveillance) as part of the cholera surveillance system. 

4. Empower families and individuals to better understand and effectively respond to the threat of cholera through improved behaviour practices.

5. Monitoring prevention activities including monitoring of behaviour and social data to inform intervention design and appropriate adjustment of actions. 



The key Water, Sanitation and Hygiene interventions are: 

6. At the physical up-stream level, support the 5.2 million people in the affected communities in high-risk areas by operationalizing the water supply systems (fuel assistance, quick repairs and regular Operations and Maintenance -O&M), water disinfection at public and private sources (chlorination of water storage tanks at public and private levels, and private water tankers) and waste water treatment plants (fuel assistance and quick repairs).

7. At Household Level, systematically investigate and provide immediate local response to clusters of cases with deployment of Rapid Response Teams (RRTs) based at governorate level. The RRTs will provide cholera prevention kits (chlorine for household water treatment, soap and laundry powder for hand-washing, chlorinated solutions for water containers disinfection) with communication support materials and adequate and community-specific cholera prevention messages; with a focus on addressing specific issues in a community rather than delivering generic- blanket messages

8. Conduct rapid investigation of the probable causes of contamination in areas where many cases have been confirmed by laboratory and design Quick Impact Projects (QIPs) to improve environmental conditions in these areas to contribute to the decrease in transmission rate. These QIPs will be small-scale and high impact such as cleaning campaigns for solid waste, desludging of overflowing cesspits, repair of obstructed sewage lines, repair of damaged septic systems, rehabilitation of water supply systems etc. 

9. At DTC/CTC level, deliver cholera prevention kits to a maximum of patients/care-takers on admission to prevent secondary cases at household level and rehabilitate available WASH facilities. In addition, as the cluster lead and based on partners’ capacity, provide supply assistance beyond the focused priority districts.



The key Health and Nutrition response intervention areas include: 

10. Case management to prevent excess morbidity and mortality – Activating ORPs (as part of PHC facilities) and Diarrhea Treatment Centres (DTC), ORTs and distribution of Oral Rehydration Salts (ORS) /zinc at HH and community levels through Community Health Workers (CHWs) /volunteers (CHVs)

11. Monitoring of quality of care (QoC) and Infection Prevention and Control (IPC) in health facilities and treatment places where UNICEF is supporting case management.

12. Support the dissemination and implementation of guidelines for breastfeeding during the outbreak and deliver messages to affected communities on safe breastfeeding, infant and young child feeding practices and other care seeking behaviours through various community and facility-based health workers & trained CHVs.  

13. Prevent co-morbidity/ mortality with malnutrition by improved management of malnourished children with Cholera/ AWD through dissemination and implementation of treatment guidelines and protocols, capacity building of Health workers (including refresher training)

14. Response or preventive use of Oral Cholera Vaccine to confer protection for high risk population segments



[bookmark: _Hlk2863247]The Risk Communication and community engagement (RCCE) / C4D response focuses on:



15. Understanding risk as well as key socio-ecological and cultural bottlenecks to adopting critical behaviours and practices through generation of rapid and comprehensive behaviour and practice assessments as well as of drivers of the outbreak to inform the response. 

16. Strengthening community engagement for effective information dissemination and to support feedback mechanisms for affected populations including rapid response systems for risk communication.  

17. Developing, disseminating and evaluating and revising/adjusting key message content on cholera prevention and response through a multi-mix of interpersonal, mass and social media communication based on evidence from social and epidemiological data analysis. 

18. Promoting community-specific key behaviours for immediate response, namely: water disinfection at household and WASH facility level, handwashing with soap at critical times, use of safe hygienic latrines and appropriate food handling privileging interpersonal (house to house) approaches reinforced by mass and social media and traditional communication channels.

19. Supporting school-based innovative interventions to strengthen capacity of school children (6-18 years) and teachers to prevent infection with AWD/Cholera as well be channels for engagement with household members and other children out of school.

20. Promoting effective household response practices such as disinfection, early detection of cases, use of ORS for rehydration, early care seeking behaviour, reporting and referral of AWD/cholera patients for care.

21. Engaging care givers in promoting exclusive breastfeeding and other protective measures for infants, IYCF, early detection and referral of children with MAM and SAM to appropriate treatment centres. 

The key child protection interventions include:

22. Building the capacity of health workers on identification and referral of the most vulnerable children with protection related issues, especially children left without a caregiver, due to the hospitalization or death of a parent or caregiver, using the developed training manual.

23. Establish child friendly spaces in health facilities and provide psychosocial support to children including provision of recreational kits and other supplies

24. Equip caregivers with knowledge and skills on the protection and wellbeing of children focusing also on how to take care of children with cholera and other diarrheal diseases.  

25. Build the capacity of social workers on case management, SOPs/referral pathway and coordination with health sector

26. Developing standards operating procedures, services mapping and referral pathway mainly between health and social welfare sectors as well as other sectors

The key interventions on protection from sexual exploitation and abuse (PSEA) will include:

27. Training on PSEA in health facilities for health workers 

28. Develop a code of conduct (CoC) on PSEA in include PSEA in the existing CoC, include it in the training package of health workers and get it signed

29. Develop complaints and investigation mechanism on SEA

30.  Conduct orientation sessions on PSEA to beneficiaries coming to the health families seeking health services.

Other UNICEF supported sectors 

31. Dissemination and implementation of appropriate WASH facilities in feeding centres and school kitchens. 

32. Based on the assessment of the impact of the outbreak on the education system, support the dissemination and implementation of guidelines for the safe operation of schools.

33. Engage with communities to assess and address any potential stigmatization of populations related to cholera. Support the delivery of psychosocial support services for affected children and communities according to context.  



For details of activities planned under each of the intervention area listed above, please refer to table 1 below. For details of activities conducted to date, please refer to Annex 1. 



Table 1:

Component I: UNICEF’s Integrated Cholera Response Plan:

** completed activities 

* on-going activities 

No (*) planned



		Level of intervention

		Sector

		Key areas of interventions

		Activities



		Facilitation activities at national and governorate levels

		All (Health, WASH, C4D)

		I. Coordination and oversight

		1. Weekly or bi-weekly Cholera Task Force meetings in Sana’a and Aden*

2. Bi-weekly WASH and Health Cluster joint meetings with C4D*

3. Meeting with Nutrition cluster on co-management with malnutrition** 

4. Regular WHO & UNICEF coordination discussions*

5. Bi-weekly Cholera C4D Working Group meetings*

6. Substantial involvement in the Scientific Committee meetings**

7. Remain involved in the National Emergency Operations Rooms in Sana’a and Aden*

8. Update the response plan as the context changes and have contingencies planned*  



		

		

		II. Risk assessments surveillance and early warning and targeting programs 

		9. With the MoPHP, WHO and partners conduct rapid risk assessments (WHO will use standard RRA format and grading system)*

10. Based on risk assessment UNICEF will target programs to “hot spots” and areas identified at imminent risk *

11. UNICEF will use a variety of methods including RRT for “hot spot” response, community and household interventions for wider and sustained actions* 

12. Support cholera surveillance, early warning and alert systems and outbreak investigations in country and across borders where there are gaps and requested by the government, integrate age categories and sex disaggregation*



		

		

		III. Partnerships

		13. Expand and strengthen partnerships with local official authorities and International and national NGOs* 

14. Expand partnerships with additional partners for information sharing, coordination and quality improvement of the response* 

15. Expand the Rapid Response Mechanism and related partnership*



		

		

		IV. Resource Mobilization

		16. Advocacy with all current donors and any potential ones for support to Cholera Response*





		

		

		V. Forecasting, procurement and in-country distribution of supplies

		17. Based on the planning scenario, UNICEF has prepared a supply plan and procurements are underway against these needs**

18. Increase warehouse capacity for contingency stocks for emergencies*

19. Support IPs in in-country distribution of supplies and tracking of stocks*



		Facility level interventions

		

		VI. Case management of Suspected Cholera Cases

		20. Sustain the existing and establish new (based on the caseload) Diarrhea Treatment Centres (DTCs) with the required health and WASH facilities, for management of severe cases and those with co-morbidity of malnutrition following the WHO standards*

21. Sustain the existing and establish new (based on the case load) ORS corners, diarrhea treatment units (DTU) at community and primary health care level for management of mild and moderate cases following the WHO standards.Train health workers (including refresher training for those already trained) on case definition, diagnosis and management protocols, including management of cholera and malnutrition co-morbidity based on WHO standards, as well as prominent display of treatment guidelines as banners in all ORCs/ DTCs. A strong link will be established and maintained between ORC/DTC and OTP/TFC.

22. Monitor quality of care and adjust activities accordingly.

23. Distribute information, education and communication materials and treatment guidelines to DTC, ORS corners, DTUs and health workers.

24. Contribute to the line listing and regular reporting of cases in the cholera surveillance system.

25. Procure and distribute Acute Watery diarrhea kits (targeting oral and IV rehydration).

26. Provide quality health and hygiene education and counselling to patients to more accurately identify cholera early, use ORS, IYCF and care seeking and post treatment care at household level. Close DTC/DTU when appropriate and move to facility-based care.



		

		

		VII. Improved Infection Prevention and Control (IPC) at Cholera Treatment Centre (CTC) /CTUs, Clinics and Hospitals 



		27. Support repair/rehabilitation of WASH facilities: UNICEF to conduct a detailed assessment to inform on WASH support required for the DTCs/health facilities in the affected districts. The repair and rehabilitation activities will focus on repairing the damaged non-functional water, sanitation facilities in the health facilities to improve hygiene and IPC as well as proper DTC daily operations. Where DTC does not have reliable water supply sources, water trucking will be considered to meet the daily needs*

28. Infection, Prevention Control (IPC) at the DTCs/ORCs: UNICEF in collaboration with health teams to strengthen the IPC protocols in health facilities by ensuring the procedures for cleaning and disinfection of environmental surfaces are in place and practiced. In addition, standardized cleaning and disinfection supplies should be made available to the health facilities/DTCs as per the approved health cluster standards* 

29. DTC/Health facility health education sessions: Integrated Emergency Response Teams, Health and Hygiene Promotion teams along with health facility staff, will provide key health and hygiene promotion and awareness messages on personal hygiene and Cholera to individuals or patients in the targeted districts*

30. Discharged patients: to systematically receive a hygiene kit and key information materials on discharge from the DTC/ORC*

31. Integrated training of hygiene promoters should be organized on case tracing/hygiene promotion, DTC sanitary management (Infection prevention and control measures/IPC)*

32. Distribution of soap may be undertaken for the most in- need families/vulnerable persons to the extent possible with priority given to families of admitted/discharged patients from the Diarrhea Treatment Centers*

33. Monitor IPC measures in treatment facilities* 



		Community level interventions

		

		

		34. Use of Information, Education and Communication (IEC) materials in multi-media formats including flyers and posters, banners and billboards, wall paintings, audio –visual materials. Additional materials are being developed in line with the assessed gaps in support materials for community engagement and household referencing including an AWD/Cholera flipchart for community volunteers, short video executions suitable for social media dissemination through WhatsApp* . 

35. Mass media and community level campaigns to reinforce messaging and public awareness conducted in partnership with the Ministry of Information and private media Channels accessible to beneficiaries in the targeted locations. These will be complemented/ reinforced with intensive social media and direct community level and  interpersonal interventions*

36. Strengthen the capacity of a cadre of 14,000 registered community volunteers and mobilizers to support community-based communication and mobilization strategies in the AWD/ cholera response including promoting positive hygiene practices*

37. Scale-up and strengthen the partnership with the Ministry of Endowment to support engagement interventions by over 6,000 Community Influencers – including nearly 3,000 Religious leaders (imams and morshydat) as change agents and advocates in the cholera response. Their main tasks are to liaise with community members and motivate for the adoption of appropriate prevention and response practices in the cholera response*

38. Support the participation of teachers and school health supervisors in the cholera response through the education system and in the communities

39. Support water disinfection of Public and Private Water sources/ensuring water quality*

40. Support Repair/Rehabilitation of Water Supply and Sanitation System, including Operations and Maintenance (O&M) at number of communities (Fuel/Electricity)*

41. Facilitate Water Safety Planning/ water quality testing.

UNICEF support Ministry of Water and Environment (MoWE) to continue the active role of WASH   Emergency Operations Room (EOR), which improved significant positive impact on WASH response and brought together governmental, UN and INGO and NGO partners from across the WASH and Health sectors.

42. Implementation of Quick Impact Projects (QIPs) in areas where many Cholera/AWD cases have been confirmed by laboratory. These QIPs will be small-scale and high impact such as cleaning campaign for solid waste, desludging of overflowing cesspits, repair of obstructed sewage lines, repair of damaged septic systems, rehabilitation of water supply systems etc.

43. Set up and monitor ORPs in the community as close to hot spots and high-risk areas as possible including IPC. As a standard PHC facility, all operational facilities should have the capacity to be activated as ORP but in case of no facility in the area, decide on where to locate ORP and its management with engagement with the community

44. Engage and sensitize community leaders and members, networks, health volunteers to detect and report suspected cases of cholera (community-based disease surveillance) as part of the cholera surveillance system.

45. Mobilize community health workers to identify cases, participate in community-based surveillance, treat early with ORS, support health promotion and delivery of hygiene messages and refer patients with severe dehydration in timely manner. 

46. Conduct rapid assessments of Knowledge Attitudes and Practice (KAP) or qualitative studies focusing on socio-cultural and communication context, to understand baseline community knowledge, barriers, perceptions and drivers of cholera, its detection, prevention and management, and care seeking patterns. 

47. Monitor behavioral change (through behavior monitoring, qualitative studies), media monitoring, etc.) and rumor tracking, and use results to inform messaging and programming. 

48. Support activation of community health volunteers (CHVs) and social workers from the high-risk areas for Cholera interventions focusing on ORS preparation, IYCF practices & Hygiene



		

		

		VIII. Conduct OCV campaign 

		49. 100 high risk districts identified with 10 districts as priority 1 for the OCV campaigns. Scientific committee assigned by the minister of health recommended the introduction of OCV as part of the preventive measures along with WASH and C4D interventions**

50. 4.5 M doses requested from GTFCC for OCV campaign in high districts in Yemen. 3,083,300 doses of OCV received in 2018. 1,079,400 doses through Aden and 2,003,900 doses through Sana’a airport** 

51. In 2018 Two rounds conducted in 5 high risk districts(Al Bureiqah, Atahwhi, Al Mualla, Khur Maksar and Sira) in Aden and two rounds conducted in 2 districts (Al-Hali & Al-Marawah) in Hodeiada and 1 districts (Hazam Al Udyen) in Ibb. 707,476 (71per cent) individuals above 1 yr were given OCV**

52. In 2019 first round of OCV conducted in 1 district in Aden (Dar Sa'ad), 2 districts in Al Dhale (Qata'atba and Al-Dalea) and 1 district in Taizz (Al Qahirah). 396,488 (80per cent) individuals above 1 yr vaccinated** 

53. 1st round in 4 districts in North is yet to be conducted. MoPHP in Sana’a has still not agreed on the dates of OCV campaign

54. WHO in consultation with MoPHP is working on the risk assessment to revise the list of HR districts however final list is still not communicated. Once the final list of high risk districts is agreed then request will be submitted for OCV and then campaign will be conducted accordingly* 

55. Strengthening and continuation of the WASH interventions in the OCV targeted districts for complementing the services as outlined in OCV strategy/plan



		Household level

		

		IX. Improvement of water quality and quantity at HH level



		56. Water availability: UNICEF to engage in provision of safe drinking water, only if water availability is the limiting factor, to affected communities to meet the basic water needs of people. Water trucking needs to be considered as the means of last resort. Water quantities delivered should conform to the WASH Cluster agreed standards, in line with SPHERE standards, in the targeted locations

57. UNICEF to deploy RRTs at Household level to provide cholera prevention kits (chlorine for household water treatment, soap and laundry powder for hand-washing,) with IEC material and adequate cholera prevention messages.



		

		

		X. Improvement of hygiene practices and early detection and care seeking at HH level.



		58. Working in coordination with WASH and Health interventions, C4D focuses on promoting adoption of five priority practices; household water treatment/disinfection, handwashing with soap at critical times, appropriate food safety and handling, household hygiene including proper excreta disposal, as well as rehydration and timely referral and treatment seeking through a mix of communication approaches and channels such as interpersonal communication mainly with house to house visits, community meetings, mosque announcements, group discussions and counselling of care-givers* 

59. Rapid Response Teams will also provide critical hygiene promotion messages to households affected by Cholera/AWD with a focus on Handwashing with Soap, proper use of toilets as well as food hygiene. RRTs have already been trained by UNICEF C4D on effective community engagement and, social and behaviour change communication approaches and tactics* 

60. Community Volunteers/promoters will provide education and counselling on effective household AWD/Cholera prevention and response practices including how cholera is spread and how to prevent it, the interaction of cholera infection with malnutrition for children, how to detect it, how to start rehydration with ORS, reporting and referral of cholera patients*

61. Health and Hygiene promotion teams with community health volunteers will conduct hygiene promotion and awareness sessions at household level through door to door visits and other interpersonal channels in the targeted communities. Any emerging issues will be clarified/explained during the face to face engagement with the trained volunteers*

62. Provision of the WASH NFIs which will include consumable hygiene kit (soaps and washing powder), chlorine tablets and Jerry cans to households where needed*

63. Volunteers/hygiene promoters will distribute and demonstrate use of basic hygiene items, ORS, IYCF and chlorine tablets and educate families on where to access care in their communities* 



		

		

		XI. National Cholera Campaign

		64. A nationwide wide or sub-national house to house campaign may be conducted (depending on the scale of the outbreak) to rapidly reach 80per cent of affected populations with key information, counselling and essential supplies like ORS, soap, chlorine tablets   as well as collect basic data. 



		

		

		XII. PSS services for most vulnerable children and ensuring the effective referral of the most vulnerable children with protection risks to critical services

		65. Capacity development of the health workers on identification and referral of the most vulnerable children with protection related issues using the developed training manual especially children left without a caregiver, due to the hospitalization or death of a parent or caregiver.

66. Establish child friendly spaces in the health facilities and provide psychosocial support to children including provision of recreational kits and other supplies

67. Equip caregivers with knowledge and skills on the protection and wellbeing of children focusing also on how to take care of children with cholera and other diarrheal diseases.  

68. Develop the capacity of the social workers on case management, SOPs/referral pathway and coordination with health sector

69. Develop the standard operating procedures, services mapping and referral pathway mainly between health and social welfare sectors as well as other sectors

70. Conduct a case management system review on challenges, good practices and lessons learnt.
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Table 2:



Component 1 – Response, key targets and achievements against these at the peak of response and as of January 2018 are given below:

 

		#

		Indicator

		Initial Target*

		Revised Target**

		Maximum target reached

		Timeline of maximum target reached

		Status as of January 2019



		1

		Number of functional DTC (Diarrhea Treatment Centre)

		25

		75

		75

		August 2017

		21



		2

		Number of functional ORCs (Oral Rehydration Corner)

		300

		800

		632

		August 2017

		143



		3

		Number of People at high risk areas has access to safe drinking water

		3,500,000

		6,000,000

		5,735,218

		December 2018

		NA



		4

		Number of people benefiting from household level water treatment and disinfection

		500,000

		12,000,000

		11,505,494[footnoteRef:7] [7:  HPM results as of December 31st, 2017 ] 


		December 2018

		648,317[footnoteRef:8] [8:  HPM Results for January 2018] 




		5

		Number of people receiving hygiene consumables for self-protection

		12,000,000

		***17,500,000

		5,548,375

		December 2018

		661,603



		6

		per cent of DTCs provided with WASH services

		100per cent

		100per cent

		85per cent

		December 2017

		NA



		7

		Number of social mobilisers trained and deployed for key behavior change in the cholera high risk areas 

		10,000

		20,000

		38,924

		December 2017

		5,163



		8

		Number of people reached with cholera key behavior change practices

		2,000,000

		12,000,000

		18,197,734

		December 2017

		325,454



		9

		Number of girls and boys revived PSS in health facilities  

		200,000

		400,000

		136,487

		December 2018

		137,641



		* Targets of initial plan developed in early May 2017,

		



		** Revised target of the plan reviewed as of 4th July 2017

*** Includes targets for national house to house campaign (70per cent of 3.5 HH or 25 million individuals)



		



		

		





Ongoing/ planned response activities as of January 2019

Health and Nutrition: 

The following activities are planned:

•	In the top 10 priority districts are still reporting ongoing transmission, all needed ORCs/DTCs are maintained, RDT to be done for all AWD cases reported and positive cases to be sent for lab confirmation 

•	Support case verification

WHO in consultation with MoPHP is working on the risk assessment to revise the list of HR districts however final list has still not communicated. Once the final list of high risk districts is agreed upon then the request will be submitted for OCV and the campaign will be conducted accordingly. 

•	Preposition AWD kits and ORS

•	Refresher trainings to HW on SOPs including management of SAM cases with AWD.    

WASH: 

At household level, UNICEF is currently supporting a total of 475 Rapid Response Teams (RRTs) in 20 Governorates. The RRTs are targeting districts where cholera cases are still being reported.

At the national level, UNICEF with Ministry of Water & Environment activated the WASH Emergency Operations Room, where weekly updates, planning, following up on the WASH cholera response on national level. One of the innovation actions out of this room is the Quick Impact projects (QIP) for community level response.

At community level, UNICEF has started to roll out its Quick Impact Projects (QIPs) across Yemen. To date more than 100 QIPs are at various stages of implementation. The QIPs will be scaled up during 2019 with a special focus on addressing sanitation issues in areas where clusters of confirmed cases have been reported. 



At system level, UNICEF is currently supporting Local Water and Sanitation Corporations (LWSCs) with fuel and spare parts to ensure the functionality of water supply and sanitation systems in key urban areas. At community level, UNICEF is working to scale up its chlorination activities in the 95 priority districts identified by the WASH cluster. Moreover, UNICEF has started the rehabilitation of more than 50 rural water supply systems in Aden and Al Hodeida Governorates. This initiative will be extended to all governorates with a focus on priority districts for cholera. Furthermore, UNICEF will continue the operation of the urban water supply and sanitation systems in 14 major urban cities with provision of fuel (3.1 million litres per month) till the end of June with assistance. In addition, UNICEF will also continue the energy support to water supply and waste water treatment plants in Sana and Hodeida governorates with electricity assistance. 



As part of the Emergency Health and Nutrition Programme (EHNP) funded by the World bank, UNICEF will invest more than 20 million USD in the rehabilitation of urban water and sanitation systems including in areas where cholera transmission is ongoing. The urban water supply and sanitation projects started in the 2nd quarter of 2018. Furthermore, with the assistance of KFW and other donors UNICEF is already implementing resilience strengthening interventions which includes, mechanical equipment installation for water disinfection both at public and private water sources, rehabilitation of the facilities, disinfection and repairs of water reservoirs and like.



C4D: 



The C4D programme continues to engage households and communities on the key cholera prevention and response practices including household water disinfection and safety, hand washing with soap, appropriate food safety handling, care of the sick and prevention of infection as well as early referral and treatment seeking. By the end of December 2018, a total of 18,197,734 people were reached including 16,068,299 reached through the national house to house (H2H) cholera campaign.

Approximately 44 NGO/CSO partners and government counterparts continue to be actively engaged in community engagement activities promoting preventive health and hygiene/sanitation practices with about 9000 active community volunteers (January 2018) working in the cholera outbreak response.  

A community engagement dashboard for the cholera response was established and continues to be updated with key C4D intervention data. The results are shared with the Emergency Operation Centre and Emergency Operations Room for system wide coordination especially with Health and WASH clusters.

The knowledge and skills of nearly 1000 government and NGO partners from all the five hubs have been strengthened in effective social and behaviour change communication strategies. Similar capacity development initiatives are planned for community engagement volunteers across the hubs.

Child protection: standard operating procedures (SOPs) are under development as well as the services mapping, capacity building of health workers, provision of PSS to children and awareness raising to caregivers. These SoPs will feed into the cholera plan activities, linking health, WASH and protection sectors.

A strategy is in place to generate behaviour and social data through quarterly collection of data in about 10,000 in a 100 high risk districts.  The second round of data collection just concluded. (January 2019).  Evidence from the first round in July 2018 informed revision of communication materials and the roll-out of community specific content for messages.





[bookmark: _Toc506846877][bookmark: _Toc3746603]Preparedness Plan 2019 (Component 2):

		Objective:

		To be prepared for a rapid, at-scale and effective response to a possible future outbreak of Cholera.



		Time Line:

		By April 2019



		Geographic Focus:

		15 priority governorates



		Target Population:

		15.7 million population (15,670,645)



		Budget:

		US$ 30.6 million / US$ 0.3 million funding gap







The component 2 of the response revolves around preparedness for future outbreaks by having in place all components needed for a rapid, at-scale and effective response for a future outbreak. 



Component 2 interventions

The key areas of intervention in preparedness include the following: 



1. Clear coordination mechanism in place for activation in case of suspected outbreak

2. Capacity for rapid investigation of cases reported and suspected source

3. Standby partners for rapid response and short to medium term response in Health, Nutrition, WASH, C4D and TPM

4. Pre-positioned supplies

5. Availability of funds for immediate response

6. Capacity building of partners on key cholera response activities (Bulk chlorination of water, Infection Prevention and Control, Social and Behavior Change Communication)



1. Clear coordination mechanism in place for activation in case of suspected outbreak: 

· National Cholera Task Force (MoPHP, UNICEF, WHO and Health and WASH partners) 

· Internal UNICEF YCO EMT to continue to have cholera as a standing agenda item this year.

· Internal UNICEF Cholera EMT to be revived if cases start increasing again

· Joint Health/ WASH cluster coordination mechanism with C4D participation

· Cholera remains a standing agenda item for the EOC meetings

· Cholera remains a standing agenda item for WASH EOR meetings



2. Capacity for rapid investigation of cases reported and suspected source

· Continue roll-out of refresher trainings for health workers (with priority given to high-risk districts) on case management, IPC, referrals between OTPs/TFCs and ORPs/DTCs and vice versa.

· Mapping and regular monitoring of preparedness of all health facilities that can set up ORCs within 24 hours and DTCs within 48 to 72 hours.

· Continue roll-out of refresher training for community health volunteers on community engagement, early care at household level and referral for treatment.



3. Standby partners for rapid response and short to medium term response in Health, Nutrition, WASH, C4D and TPM:

· Health, Nutrition and C4D will have PCAs in place for rapid response in all 15 priority governorates. The PCAs (Annex B) will be signed with partners with capacity for rapid response to an alert of increase in AWD cases for case management and referral and community engagement for C4D. The PCAs will be stand-by agreements that will be activated with a letter from UNICEF to partners for a duration of 6 months from the activation date.

· Standby agreement with GARWSP-EU for the scale up of RRTs in response to outbreak.

· Standby WASH PCAs to cover all 95 priority districts 

· Renewal and new Long-Term Agreements (LTAs) for the local procurement of consumable hygiene kits. 

· Development of contingency agreements with 6 existing and new partners for C4D community engagement, integrated with health and WASH.





4. Pre-positioned supplies

· Supplies for case management of approximately 500,000 cases of AWD are being pre-positioned. These include, but are not limited to, AWD kits, ORS, IV fluids and Zinc. In addition, furniture and equipment for 100 ORPs and 5 DTCs will be prepositioned.

· Consumable Hygiene kits and chlorination products to cover 500,000 people available in UNICEF and partner’s warehouses. Additional quantities in the pipeline with an estimated arrival time of April 2018 to cover additional 100,000 people.

· SLA with WFP on provision of fuel supplies to the water supply systems and waste water treatment in prioritized governorates.

· Soft and hard copies of communication (IEC) materials prepositioned in Field Offices.



5. Availability of funds for immediate response

· UNICEF currently has a total of USD 30.3 secured from various donors, in addition to a further USD 43.5 million in the pipeline (either approved and awaiting transfer of funding, or contractual negotiations at an advanced stage).

· Health and Nutrition funding for cholera has been secured from the World Bank, DFID and USAID (OFDA). Cholera funding is an essential part of all health project proposals unless expressly not supported by a donor.



For details of preparedness needed in each of these areas, progress to date and the gaps please refer to Annex 2. 



The assumption on which these plans are based include the following: 

· Given that UNICEF provided over 75per cent of the case management of the last outbreak, UNICEF Yemen is prepared to provide case management support to 500,000 cases of Acute Watery Diarrhoea/ suspected Cholera cases. This forms the basis of calculating the supplies and funding needs of the case management component. Health Cluster has not yet produced possible projection for 2019 and therefore this is an internal UNICEF working number for preparedness. 

· 15 governorates have been identified as priority for preparedness activities based on the prioritization by WASH cluster for priority areas for Cholera prevention in 2018 which was based on limited and low coverage, and on the number of cases of AWD in the 2nd wave and the estimated susceptible population. The standby partners have been identified to operate in the priority governorates. 

· It is estimated that given the current state of communication infrastructure and access limitations, approximately 40 per cent of the country’s population will need to be reached with C4D activities to promote, handwashing with soap, food hygiene, safe latrine use, safe water storage, care seeking etc. in the 15 prioritized governorates. These form the basis for supplies, activities and capacity strengthening funding for the C4D component of preparedness.
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		Objective:

		To prevent occurrence of an outbreak of Cholera in future through system strengthening, preventive intervention and adequate preparedness for rapid response.



		Time Line:

		1 January 2019 to 31t December 2020 



		Geographic Focus:

		Nationwide



		Target Population:

		29 million population



		Budget:

		US$ 89.7 million required / US$ 23.8 funding gap







Component 3 of the Response Plan revolves around the prevention of future outbreaks through system strengthening and preventive interventions. For WASH, given the massive scale of response needed, this component will be divided into two, the first focusing on WASH systems in the eight priority governorates (95 priority districts) and the second with a nationwide focus.



Component 3 interventions

The key areas of intervention in component 3 of Prevention and System Strengthening include the following: 



1. Coordination, planning, risk assessment and surveillance:

2. Improved access to safe water supply

3. Improved access to excreta disposal facilities / sanitation

4. Improved solid and liquid waste management 

5. Strengthened community engagement and communication for behavioral change/hygiene promotion in affected areas, including capacity building of NGO and government counterparts for better preparedness and response

6. Revival of Basic Social Services (Health and WASH)

7. Oral Cholera Vaccine campaign in high risk areas

8. Strengthening health system’s capacity for prevention and response activities: 

However, prevention measures need to be in place and continue for the medium to long term while system strengthening is a long-term process. Further details on key WASH and C4D interventions below.



1. Coordination, planning, risk assessment and surveillance 

· Continued support to the Cholera Task Force at the national level even in absence of cases; periodic review with partners on the System Strengthening component.

· Continued support to the WASH Emergency Operation Room (EOR) within the Ministry of Water and Environment (MoWE) even in absence of cases. Strengthen linkages between the WASH EOR and the Cholera Task Force to enable an effective inter-sectoral response. 

· Update the national cholera prevention, preparedness and response plan including who does what and where. 

· Conduct regular risk assessments – analyze cholera “hotspots” at imminent risk for possible transmission routes to target prevention and response actions – as well as availability of WASH and other cholera control services in collaboration with MoPHP, WHO and partners. 

· Support cholera surveillance, early warning and alert systems and outbreak investigations in country and across borders where there are gaps and requested by the government, integrate age categories and sex disaggregation.

· Engage and sensitize caregivers, community leaders and members, networks, health volunteers to detect and report suspected cases of cholera (community-based disease surveillance) as part of the cholera surveillance system. 

· Strengthen coordination of community engagement efforts through regular meetings of the Advocacy, Communication and Social Mobilization committees at national and sub-national levels.



2. Improved Access to Safe Water Supply 

· Water availability: UNICEF to engage in provision of safe drinking water, only if water availability is the limiting factor, to affected communities to meet the basic water needs of people. Water trucking needs to be considered as the means of last resort. Water quantities delivered should conform to the WASH Cluster agreed standards in line with SPHERE standards in the targeted locations.

· Water Safety Programming: Water Safety Programming (WSP) is a lengthy process and should, hence, be linked to HH level interventions delivered under Component I. 

· Social and Behavioral change communication is critical in triggering demand for water disinfection, such as keeping the water source environment and water containers clean and abandoning some of the sub-optimal practices such as eating raw vegetables from untrusted sources at HH level.

· Simultaneously, work should be initiated with private vendors, where they exist, to identify their water sources, ensuring water sources are adequately disinfected, water is collected from regulated sources and water quality is maintained throughout the supply chain. This should include provision of the required water quality testing kits and water disinfectants. While many of the below-listed activities are recommended at the outset of the Prevention and Systems Strengthening component, these should be substituted later by WSP. 

· Water quality: Water quality will be ensured through disinfection (free chlorine residual of 0.3-1 mg/l) at the source level or on-site. Regular water quality monitoring will be carried out where drinking water has been treated and distributed. Water quality monitoring will be carried out using chlorine test/H2S/Delagua kits. UNICEF will provide training to water user committees/volunteers/others for regular water quality testing and monitoring purposes at point of collection, distribution and use. This may also include blanket distribution of HH water treatment agents such as Aquatabs. This should be coupled with education on proper use of these.

· Household water treatment: Focus will also be given to household-based water treatment options. UNICEF to provide household water treatment agents (Aquatabs) with required behavioral change communication and education sessions conducted by hygiene promoters/ community health workers. 

· Wells chlorination: Mass wells disinfection campaigns will be discouraged due to their limited impact. Unless the contamination pathway is blocked, 

Water sources are susceptible to recontamination after residual chlorine levels in well water subsides. Mass disinfection campaigns of wells will be substituted by the following subject to the context and after improved information systems are available:

· By a case tracing approach (identification of the water sources at the origin of the contamination) that normally allows to drastically decrease the number of wells to be disinfected, as a first step and then by

· Buckets / Jerry cans disinfection at points of water sources that could be complemented by Household water treatment.

· In case of presence of elevated water tank, mass disinfection should also be considered as a priority.

· Emergency light repair/rehabilitation of water systems: emergency light rehabilitation of water supply systems is the sustainable approach to phase out the costly and unsustainable water trucking. UNICEF will repair and rehabilitate the damaged non-functional water supply schemes (wells, boreholes, piped networks, etc.) with close collaboration with local institutions. However, this should not entail major rehabilitation; this is rather meant for keeping systems up and running. 



3. Improved access to excreta disposal facilities / Sanitation 

· Open Wastewater gutters/open channels: These are widespread across Yemen and result in massive contamination and recontamination. UNICEF will embark on covering these gutters/open channels or replacing these by sewer pipelines.

· Open defecation: UNICEF will pursue a Community-Led Total Sanitation (CLTS) / Community Approach to Total Sanitation (CATS) approach adapted to the context for addressing open defecation bearing in mind the SGDs and future prospects.

· Wastewater treatment: UNICEF will support operation and maintenance of wastewater treatment facilities to ensure a minimum level of quality standards of effluents.



4. Improved Solid and Liquid Waste Management

In Solid and Liquid Waste Management UNICEF will engage only as a last resort, through temporarily removal of the Solid Waste & liquid Waste and cleaning campaigns. UNICEF engagement results based with clear quantification and qualification. 



5. Community engagement for risk communication, Hygiene Promotion and behavior change  

UNICEF will undertake the following measures to better prepare and respond to cholera outbreaks:

· Conduct specific predisposing risk assessments on key knowledge attitude and practices, especially in the most affected communities, with a view to developing preventive and promotive behavior interventions. Qualitative analysis of predominant knowledge, attitude and practices in hotspot districts. 

· Prioritize promotion and adoption of key practices by at risk populations, as part of regular UNICEF strategic community engagement interventions for social and behavior change. 

· Establish and strengthen the Community Volunteer Network including identification, (re)training/orientation and deployment of over 10,000 community volunteers’ including Morshydats (female religious leaders). They will be trained on various community engagement and communication skills and approaches as well as on key actions for outbreak prevention, preparedness and response (including cholera, diphtheria, measles, dengue etc.). They will include those already trained and replacement for volunteers who have dropped out for various reasons including displacements, transfers and other engagements.  The volunteer network will be revamped and aligned with community-based health and WASH interventions including issues of training, incentives, and deployment standards. 

· Strengthen the coordination role of the C4D Working Groups at national and governorate levels including partner mapping, coordination and information sharing. 

· Prepositioning of relevant Information, Education and Communication (IEC) materials and other supplies including hard and soft copy versions in strategic locations including UNICEF Field Offices and with partners at community level

· Maintain heightened public awareness and sensitivity to AWD/Cholera through provision of relevant public information about cholera and acute watery diarrhea prevention, treatment and response using a variety of communication methods and channels including mass and social media outlets.

· Strengthen capacity of government and civil society organizations (CSO) partners for social mobilization and community engagement including training and deployment of community volunteers with focus on hot spot districts

· Expand partnerships with local and international NGOs with presence in high risk districts, including signing longer term PCAs (instead of SSFAs) and strengthening partnerships with strategic line ministries with access and acceptance in most districts notably, the Ministry of Endowment and Religious Affairs, Ministry of Social Services, Ministry of Information and Ministry of Education, taking into account the north and south divide and access challenges. 

· Finalize system-wide Emergency Risk Communication (ERC) operational guidelines for cholera building on the ERC guidelines for diphtheria response; empowering communities through provision of key information and participation; providing key information for Health Care Workers; strengthening/building capacity of community volunteers to also conduct contact tracing and support activities to address and manage rumors.

· Develop advocacy, communication and social mobilization plans for the implementation of the OCV campaigns including strategic response to dealing with rumours and anti-vaccine campaigns. This is building on the high-level advocacy and commitments made by (de facto) authority figures at a workshop in December 2017 with participation of the Prime Minister and senior officials.



6. Revival of Basic Social Services (Health and WASH)

Revival of Municipal systems and services: While this is not a distinct activity; rather a cross-cutting strategy, it is critical to revive basic social services through supporting municipal systems for reaching the aspired scale. It is also critical not to embark on creating parallel structures. This includes water supply, wastewater management and solid waste management.

Prevention of health system collapse through addressing the ongoing operational cost and salary crisis in the country.



7. Oral Cholera Vaccine campaigns in high risk areas

A cholera risk assessment was done to identify areas (i.e. districts) at risk of recurrence of cholera (a third wave) and prioritise districts in order to plan preventive measures. This was done by a group of WHO experts who used of a modelling results to identify a set of indicators for selecting priority areas for cholera prevention (specifically oral cholera vaccination (OCV)). The modelling was based on standardized and analysed data from the national surveillance system (eDEWS; cholera line list from October 2016 to January2018). Analysis performed by Epicentre allowed the identification of several indicators for quantifying the risk of an outbreak recurrence in 2018. It suggested a strong correlation between rain and attack rate and the necessity to vaccinate before the rainy season. Prioritisation was done using a composite indicator, susceptibility data and ongoing transmission data was combined with population density estimates (source: OCHA, projected population in 2018). Population density, although also a risk factor, was selected for operational considerations.



Target districts were selected according to the following criteria:

• Ongoing transmission: all districts with ongoing transmission will be selected for vaccination

• Proportion of susceptible: scale from 6 (highest proportion: > 90per cent) to 0 (lowest proportion: ≤ 40per cent)

• Composite indicator: scale from 5 (highest risk: value >34.9) to 0 (lowest risk: value ≤ 8.7) (maximum value ≈ 50)

• Population density score: scale from 6 (highest density: > 2 000 inhabitants per km2) to 0 (lowest density: < 20 inhabitants per km2)



Priority districts for preventive interventions

For operational purposes, the target population has been divided in 4 priority target population strata.

The first stratum includes the districts with ongoing transmission.



Priority 1: The 10 districts in 5 governorates with active transmission represent a total population of 2,243,280 and a target population of 2,175,982 (see table 1 & figure 5). The number of doses should be

4,351,963.



The remaining districts were selected with proportion of susceptible over 70per cent (scale values: 4-6) and with composite index value over 17.4 (median value of index; scale values: 2-4), which represents a total population of 7,812,889 people in 90 districts and 19 governorates.



After excluding the children aged < 1 year old (0.3per cent of the total population, not eligible for OCV), the selected target population is 7,578,502, which represents 26.7per cent (7,578,502/ 28,377,762) of the total target population.



For operational purposes districts were classified in 3 other strata from densely populated districts to lower density population districts (i.e. densely districts are easier and quicker to vaccinate than areas with dispersed populations).



Priority n°2



The number of districts with population density between ≥ 500 inhabitants/km2 (score values: 5-6) are 27 in 10 governorates with a total population of 3,513,622 and a target population of 3,408,213. The number of doses should be 6,816,426



Priority n°3



The number of districts with population density between <500 to ≥200 inhabitants/km2 (score values: 3-4) are 30 in 12 governorates with a total population of 2,762,433 and a target population of 2,679,560. The number of doses should be 5,359,120



Priority n°4



The number of districts with population density <200 inhabitants/km2 (score values: 0-2) are 33 in 14 governorates with a total population of 1,536,834 and a target population of 1,490,729. The number of doses should be 2,981,458.



The table below summarizes the prioritization:



		

		Priority # 1

		Priority # 2

		Priority #3

		Priority #4



		 

		# of Gov

		# of districts

		Targeted population

		# OCV doses

		# of Gov

		# of districts

		Targeted population

		# OCV doses

		# of Gov

		# of districts

		Targeted population

		# OCV doses

		# of Gov

		# of districts

		Targeted population

		# OCV doses



		North

		5

		10

		2.17 m

		4.3m

		9

		26

		3.3m

		6.6m

		11

		29

		2.5m

		5.1m

		8

		25

		1.1m

		2.3m



		South 

		0

		0

		0

		0

		1

		1

		0.1m

		0.2m

		1

		1

		0.1m

		0.3m

		4

		8

		0.3m

		0.7m



		Total

		5

		10

		2. 17m

		4.35m

		10

		27

		3.4m

		6.8m

		12

		30

		2.7m

		5.4m

		12

		33

		1.5m

		3m







		

		Total # of governorates

		Total # of districts

		Total Targeted population

		Total # OCV doses



		North

		14

		90

		9,186,329

		18,373,147



		South

		5

		10

		568,155

		1,135,820



		Total

		19

		100

		9,754,484

		19,508,967







6. Strengthening child protection system and enhance coordination between health and social welfare sectors as well as other sectors

· Build the capacity of health workers and social workers on identification and referral of vulnerable children focusing on protection and health related issues

· Provide psychosocial support to children with cholera, and other health issues coming in the health facilities 

· Equip care givers with knowledge and skills on protection and care of children 



7. Protection from sexual exploitation and abuse (PSEA)

· Ensure that complaint mechanism is in place with easy access to beneficiaries 

· Training of health workers on PSEA and ensure they all signed the COC

· Orientation on PSEA to beneficiaries 



8. Strengthening health system’s capacity for prevention and response activities: 

· Convene partner discussions on possible future scenarios for contingency planning.

· Coordinate with Health, WASH and C4D to conduct additional and/or refresher training of community volunteers, Health Workers including Community Health Workers, especially in areas that reported cases in the past and areas at risk. Such training should be included in protocols for case management of AWD including for pregnant women, malnourished children and Infection Prevention and Control.

· Review and finalize all needed protocols, SOPs, case definitions, work flow processes needed for a response to a future outbreak.

· Establish a mechanism and train teams for Rapid response in future outbreaks.

· Prepositioning of essential health, WASH and C4D supplies.

· Preparing the potential DTC, DTUs and ORC sites to be activated as needed.  

· Conduct operational research on key identified cholera control activities.

· Support eDEWS through support to the community component using the Community Health Volunteers, Community Health Workers and midwives.

[bookmark: _Toc506846879][bookmark: _Toc3746605]Supervision, Monitoring and Reporting:

· Monitoring of proposed activities will be conducted on site (where possible) by both Country Office-based staff and Field Officers who will engage in programmatic visits to ensure that the interventions are implemented according to acceptable standards. 

· In areas where access is limited, UNICEF will use a Third-Party Monitoring (TPM) modality to assess the quality of the work (including verification of the data provided by implementing partners and quality of service delivery). 

· End user monitoring of supplies distributed by the RRTs will systematically be implemented including FRC monitoring and tracking of hygiene kit use and added value at household level. 

· Partner meetings will be held regularly to identify and address any issues around implementation.

· Regular feedback will be provided to the implementing partners featuring required corrective actions and associated timelines. UNICEF project implementation was recently assessed as part of a Data Quality Assessment commissioned by USAID and was found to be of ‘High Quality’ across all aspects of the assessment, including data management, monitoring and reporting.

· Monitoring of DTCs and ORS corners using the existing monitoring tools; periodic joint monitoring by representatives of different partners would be undertaken.

· Establish a system for dissemination of generated behavior and social data with relevant key partners to guide the C4D intervention/strategy.

· Equipment and supplies, infection control measures and sanitation and hygiene measures.

· Diagnosis, clinical management and timely reporting of cholera.

· Technical capacity of care providers to manage cholera patients and structural criteria for DTC. 

· Timely reporting from the districts and governorates will be supported. The completeness and quality of the reports will be monitored. Periodic review of the response will be undertaken at the national and sub-national level.

[bookmark: _Toc506846880][bookmark: _Toc3746606]Coordination Mechanisms 

The Cholera Taskforce is led by the MoPHP and is comprised of UNICEF, WHO, Health and WASH Clusters and additional technical staff. The national taskforce is responsible for discussing the updates and strategic issues that guide cluster partners in their response. Regular reports are provided which are analysed and acted upon. The two emergency health rooms in Aden and Sana’a are responsible for surveillance and mobilizing the rapid response teams. The Emergency Operation Room (EOR) hosted by the Ministry of Water and Environment (MOWE) serves as a coordinating body for all Cholera WASH interventions in country. The EOR provides weekly reports on WASH activities, gaps and coordination challenges. The EOR works closely with the MoPHP-led Cholera Taskforce to strengthen inter-sectoral coordination. 

At sub-national level there are similar integrated task forces, in Governorate Health Offices (GHOs), Health and WASH cluster partners participate. Leadership of the task force depends on the existing capacity on the ground. There is regular communication between task forces at national and sub-national levels.

The Health and WASH clusters conduct regular joint meetings with partners to enhance cooperation and provide guidance on an integrated response with the participation of C4D. 

[bookmark: _Toc506846881][bookmark: _Toc3746607]Key Challenges

· Only two thirds of Yemen’s population have access to safe drinking water supply, while the rest have access through unprotected sources/private sector.

· The power supply is currently affected by the crisis, unstable connection, resulting in non-functionality of the treatment plants.  

· The use of untreated liquid/waste water for crop irrigation, is also among the key factors causing the spread of the diseases.

· Municipal or public-sector water supply system are non-functional either due to damage, non-availability of salaries for technical staff, or limited revenue collection for regular operation and maintenance costs.

· Limited number of WASH partners and existing capacities in Yemen

· Limited number of C4D partners with capacity and presence in some hot spot districts 

· In the first few week of the outbreak, given the status of functionality of health facilities (only 45per cent fully functional), it was not possible to scale up the DTCs and ORC as rapidly as needed. GHOs staff had not paid for over nine months and were unwilling to run the DTCs and ORPs without incentives - which have since been introduced.   NGOs partners were also not welcomed in several governorates, perceived by GHOs as replacing them and channeling funds away from GHOs.

· Weak case management with continued non-adherence to the protocols for case management and SOPs for running DTCs and ORCs is a continuing challenge along with the lack of adequate Infection Prevention and Control practices.

· Political undercurrents on the cause and effect of the cholera outbreak by different parties to the conflict fueling negative rumors on cholera.  

· Social norms and poor hygiene and sanitation practices add to the spread of the disease.

· Conditions of some health facilities to integrate child protection related interventions such as provision of psychosocial support through the child friendly spaces

[bookmark: _Toc506846882][bookmark: _Toc3746608]Funding Requirements  

To continue undertaking activities and respond effectively and timely to the outbreak in Yemen, funding is urgently needed. UNICEF has separated its funding needs as follows: US$ 79.8 million for the initial response, US$ 30.6 million for preparedness, and US$ 89.7 for longer term systems strengthening. The total funding gap amounts to US$ 44.9 million (US$ 20.8 for component 1, US$ 0.3 million for component 2 and US$ 23.8 million for component 3).





		Sector

		Requirements

 (US$ Mill)

		Funds Available (US$ Million) *

		Funding Gap



		

		Response 

		Preparedness

		Prevention and System Strengthening

		Response 

		Preparedness

		Prevention and System Strengthening

		Response 

		Preparedness

		Prevention and System Strengthening



		WASH

		32

		12.5

		62.2

		12.3

		10.1

		72.4

		0

		0

		0



		Health

		21.5

		12.6

		16.5

		19.9

		12.3

		1.3

		1.7

		.3

		15.2



		C4D

		22.7

		5

		10

		5.2

		5

		1.8

		17.6

		0

		8.2



		Child Protection 

		3.5

		.5

		1

		2

		.5

		.5

		1.5

		0

		.5



		TOTAL

		79.8

		30.6

		89.7

		39.3

		28.8

		76

		20.8

		0.3

		23.8







C1: Component 1 Response

C2: Component 2 Preparedness

C3: Component 3 Prevention & system building 

* Estimated, as of mid-February 2019. Does not include pipeline funding. 





[bookmark: _Toc506846883][bookmark: _Toc3746609]Annexes



[bookmark: _Toc506846884][bookmark: _Toc3746610]Annex 1: Update on UNICEF response to date (April 2017 to February 2019) 

UNICEF’s response to cholera to date has encompassed Health, WASH and C4D sectors working in an integrated manner at various levels of interventions, including the national and governorate level of coordination, partnership building, procurement, resource mobilization, etc. In addition, wherever possible and applicable, the interventions at institutional, facility, community and household levels have also been implemented through a joint Health, WASH, C4D approach. Protection is a new dimension to be integrated in 2019.



1. Facilitation of activities at national and governorate levels:

Coordination:

· The National Cholera Task Force, comprising health authorities, WHO, UNICEF and other Health and WASH partners, has been established and meet every second week in Sana’a and also in Aden.

· As a cluster lead for WASH, UNICEF provides sector leadership at national and sub-national levels, information management (IM) assistance for the overall response, strategic advisory group (SAG), along with operational plan development, technical assistance to partners and standard guidelines for harmonization and quality assurance.  

· With technical support from UNICEF, the national Communication for Development Cholera Task Force has been reconstituted under the Health Education Centre of Ministry of Health, which includes membership of over 250 non-governmental organizations. UNICEF leads the Task Force while WHO provides data that informs planning and implementation 

· Community engagement partner’s mapping for cholera response has been completed and regularly updated in C4D Dashboard as part of accountability to affected populations (AAP).

· Generation of behavior data to inform the preparedness and response actions have been strengthened with the completion of a national Cholera KAP and completion of two rounds of a quarterly Behavior Indicators Monitoring exercise which tracks evidence of practice of the key prevention actions.

· UNICEF has deployed staff, including Information Management Officers and C4D facilitators, to the National Emergency Operations Centre (EOC) at the MoPHP on a rotation basis. 

· Similar deployments are underway for the priority governorate EOCs.



Partnerships: 

· Programme Cooperation Agreements (PCAs), using simplified procedures, were in place with six NGO partners for scale up of the case management response, through 632 Oral Rehydration Centres (ORCs) and 75 Diarrhoea Treatment Centre (DTCs) as of December 2017. The sites were identified and the process of functionalizing the sites begun. This is in addition to approximately 100 ORCs received UNICEF support - mostly in terms of supplies. New PCAs are being processed and amendment of exiting H&N PCAs to include cholera response as stand by PCA.

· PCAs, using simplified procedures, are now in place with eleven partners for scaling-up WASH services at household level for establishing a firewall close to communities. At physical up-stream level, UNICEF expanded partnerships with local authorities for continuing services of water disinfection at source level, providing regular Operations and Maintenance (O&M) services, fuel/power support to water supply system and waste water treatment plants, quick repairs, solid waste management and alike. 

· The C4D programme has in place 14 PCAs / Small Scale Funding Agreement (SSFA) in partnership with CSOs for community engagement through interpersonal, face to face interactions with families and individuals, focusing on key practices and behaviour change at individual and household levels. Nine of the partnerships are integrated with WASH and Health interventions. Additional Partnerships are under discussion to bridge gaps in areas with high attack rates but with low response rates. 



· Through the Rapid Response Mechanism (RRM),[footnoteRef:9] 45 ORCs and DTCs are being established, maintained and quality of care monitored, in Al Hudaydah, Lahjj and Aden. [9:  The Rapid Response Mechanism (RRM) is an operational, programmatic and partnership model designed to enhance UNICEF’s capacity to respond in a timely, coordinated and predictable manner to the needs of populations made vulnerable by displacement, disease and/or natural disasters in humanitarian/ emergency settings, covering five key governorates: Aden, Abyan, Al Hudaydah, LahjjLahj and Hajja.
The RRM in Yemen provides immediate emergency assistance to conflict/natural disasters IDPs, epidemic affected population (Cholera), and U5s suffering from acute malnutrition in Non-Food Items, Shelter, WASH, and supplementary feeding. Through prepositioning of stocks, and establishment of a Rapid Response Team skilled in rapid needs assessment and rapid response, ACF and UNICEF provide immediate assistance to vulnerable, hazard affected population within a maximum of one week after the alert is received. The RRM also establishes a unique framework for humanitarian access and includes a strong component related to Inter-Agency and Cluster Coordination.] 




Supplies:



Forecasting:

· UNICEF has forecasted supply quantities for case management, infection control in DTCs and WASH in communities, based on the planning scenario for the current ongoing outbreak and supplies are being procured accordingly.



Supplies distributed in 2017-2019: 

· UNICEF supported local health authorities in Sana'a to distribute over 12,000,00 ORS sachets that was used at Oral Rehydration Corners and at homes, to treat over a million cases of diarrhoea.

· 42 Diarrhoeal Disease Kits (DDKs), over 3,100 AWD kits of different types, 20,000 IV fluid bags and related equipment, were distributed

· Furniture for 300 ORCs distributed.

· UNICEF is providing WASH supplies (aquatabs, soap, Calcium Hypochlorite, Jerry cans etc.) to partners and WASH cluster (such as WHO, ICRC, ACF, MSF, Oxfam etc.) for providing WASH services at the community and facility level.

· Community Facilitator manual and Community Flip book have been revised and updated to include AWD /cholera content

· A training manual on effective Interpersonal Communication and Community Engagement was developed and used to train over 100 trainers as well as members of Rapid Response Teams and community volunteers. 

 

Pipeline:

· Over 6 million ORS sachets and over 2,600 AWD kits are in the pipeline 

· WASH supplies including, Aqua Tabs (33 mg and 1.67 mg), pool testers for free residual chlorine (FRC) measuring, Jerry Cans, Water Quality Testing Kits, consumable hygiene kits (soaps and washing powder) and water storage tanks, at different stage of procurement and delivery, this will benefit the planning scenario planned under integrated Health and WASH cluster response plan.  

· UNICEF has printed over 5 million IEC materials (brochures, posters, stickers, leaflets and flyers) focusing on the key prevention practices including chlorination and household water safety, prevention of infection and household management of cholera cases. New executions of communication materials have been designed and produced, driven by evidence from community feedback and TPM reports. New audio-visual productions especially short animation videos are in the works to be produced for social media dissemination under existing Long-Term Agreements.   





2. Institutional/ system interventions:



· Development and rehabilitation of the water supply systems for Taiz city and internally displaced persons (IDPs) in Ibb governorate. It includes rehabilitation of 17 underground water wells with back-up generators and pipe network system, benefiting nearly 0.5 million people.

· UNICEF is supporting the continuous operation of water supply systems in Sana’a, Hajjah, Al Mahwit and Al Hudaydah governorates through the provision of electricity and fuel as well quick repairs along with provision of water disinfectants. A total of 3 million people are benefiting from this intervention. 

· UNICEF, in partnership with Action Contre La Faim (ACF), has supported water chlorination/ disinfection training of more than 100 partners (GHOs, NNGOs and INGOs) involved in cholera response in Sana'a, Aden and Al Hudaydah hubs.

· Continue operationalization of the wastewater treatment plant in Sana’a governorate and rehabilitation work is ongoing simultaneously. This includes provision of operation and maintenance support for three months, benefiting approximately 2.5 million people in Sana'a governorate.

· Provision of safe drinking water supply by disinfecting the water supply from private and public water sources and water tankers to provide chlorinated drinking water in hotspot districts across 16 governorates. This plan will continue for a period of 3-6 months. 

· As of 30th June, UNICEF has reached nearly 5 million people by disinfecting water in 370 water filling stations for private tankers (approximately 150,000 trips), chlorinating over 1 billion liters of drinking water, disinfecting 370 water supply sources with provision of dosing pumps, cleaning water storage reservoirs at public and private locations, providing household water treatments (Aqua Tabs) and distributing hygiene consumables kits (soap and washing powders) along with hygiene awareness. UNICEF response has spread across 16 governorates and 95 districts.

· Water quality monitoring both at public water supply sources and as a free residual chlorine (FRC) for ensuring water chlorination at end user level.

· Over 500 volunteers have been trained on water disinfection at private wells, water storage reservoirs and water tankers, covering both public and private groundwater wells, reaching about half a million people.

· According to preliminary data, UNICEF alone reached to 65per cent of beneficiaries supported by WASH cholera response activities conducted by WASH Cluster partners.

· UNICEF is providing technical C4D support to the ministries of Health, Education, Information, Water and Environment, and Endowment and Religious Guidance to implement community engagement interventions for outbreak prevention and for social and behavior change under their respective mandates and to CSO partners.



3. Facility level interventions:

· As of December 2017, 632 ORCs and 75 DTCs were supported by UNICEF. Now as the outbreak is regressing 143 ORCs and 21 DTCs are still supported in the high-risk districts.

· Rapid Response Mechanism establishing ORCs and DTCs in Al Hudaydah, Lahjj and Aden.

· Infection prevention and control through WASH and C4D components are included in ORP/ORC and DTC management. 

· Management of cholera with SAM & MAM affected children as well as strengthen IYCF practices. 

· Monitoring of quality of care, infection prevention and control measures with real time improvement in interventions. 

· Training on use of case definition and standard protocols for case management and IPC.

,

4. Community level interventions:



· Religious leaders were involved through interactions in mosques and community gatherings. Other cholera prevention activities were conducted in schools and in the DTCs/ORCs reaching 4,507,990 people (1,222,591 women, 1,346,884 men, 934,575 girls, 1,003,940 boys). 

· Over 100,000 community events, including group discussions, video shows, puppet shows, placement of banners and billboards, as well health education/cholera awareness sessions in markets and other public places, were conducted throughout the country.

· Through partnerships with the Ministry of Information mass media interventions complementing the community engagement interventions, 20 Radio and TV stations supported the cholera prevention public education by broadcasting public service announcements, flashes and programmes, reaching about 8 million people. Those activities were further enhanced by disseminating 500,000 leaflets and posters on hygiene practices.   

· A cholera KAP survey was completed in December 2018 and will inform adjustment of programmes The KAP survey covered five governorates: Amanat al Asimah, Sana’a, Al-Hodeidah, Hajjah, and Aden. The final Survey report will be submitted by Mid-April 2019.  

· CHW and Community Case Management (CCM) with ORS/zinc, ORPs in the community

· Water disinfection of Public and Private Water sources/ensuring water quality aspects. This includes by disinfecting the water sources both public and private.

· Rehabilitation of Water Supply System/including O&M at number of communities (Fuel/Electricity) by benefiting nearly 5 million people.

· Repair/Rehabilitation of Sanitation and waste water treatment facilities/including O&M at number of communities (fuel/electricity) by benefiting nearly 2 million people.

· Involvement of community health volunteers (CHVs) from the high-risk areas on raising awareness for Cholera focusing on ORS preparation, IYCF practices & Hygiene.



5. House hold level interventions: 



· 9,000 trained community volunteers conducted 859,571 house to house visits engaging families on household cholera prevention practices. 

· During the house to house campaign from 15 -27 August 2017, over, 3,012,207 households were visited by community volunteers to promote key practices, distribute ORS, soap and information materials as well as collect basic data. About 14,133,255 people were reached (8,009,326 females/6123929 males) during the campaign. UNICEF intends to build on the network of volunteers and partners to sustain the response, especially in the hot spot districts

· House to house visits and community engagement will continue through deployment of community volunteers including regular volunteers, Morshydats (female religious leader) and teachers. Through household counselling and education, group discussions and other community events volunteers promoted the use of safe water, sanitation, positive hygiene practices, understanding of cholera, how it is transmitted and how to detect it, how to use ORS, as well as counselling caregivers on exclusive breastfeeding, appropriate complementary feeding, management of the sick and treatment seeking for suspected cases.), 

· Immediate local response to clusters of cases with Rapid Response Teams (RRTs) based at governorate level. The RRTs will provide cholera prevention kits (chlorine for household water treatment, soap and laundry powder for hand-washing, chlorinated solutions for water containers disinfection) with IEC material and adequate cholera prevention messages;
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		Area of preparedness

		Needs

		Update as of 4thMarch 

		Gaps



		Coordination mechanism



		

		National Cholera Taskforce to be established & kept functional

		Established & functional

		None



		

		UNICEF Internal Cholera to be established & kept functional

		Established & remained functional all through 2017. Now merged with regular internal EMT.

		None- Cholera EMT to be separated from regular EMT if/ when the need arises



		

		Governorate level cholera task forces to be established & kept functional

		Not functional in all governorates

		Several governorates with no functional task force for coordination. Follow-up ongoing.



		Capacity for rapid investigation of cases reported, suspected source and case management



		



		Refresher trainings for health workers on case management, IPC, referrals between OTS/TFCs & ORPs/DTCs & vice versa

		4000

		2200



		

		Mapping & regular monitoring of preparedness of all health facilities that can set up ORCs within 24 hours & DTCs within 48 to 72 hours.

		In place

		None



		

		Refresher training for community health volunteers on community engagement, early care at household level & referral for treatment.

		2500

		1500



		Standby partners for rapid response and short to medium term response in 



		Health & Nutrition

		At least 7 in 15 governorates

		4 agreements in place for cholera; 10 in place for other H&N activities that can be amended for cholera response.

		At least 5 more stand-by PCAs to be put in place by April.



		WASH, 

		Rainfall Forecast and data layout for advance planning high rainfall araes

Standby RRTs

Standby PCAs

Renewal of LTAs for WASH supplies 

SLA with WFP for fuel supplies

		Discussion with GARWSP and other IPs ongoing at field level.

LTA renewal under process with Supply section

Detailed indicative monthly requirement prepared and draft SLA is ready for approval  

		Standby agreements will cover the  priority districts identified by the WASH cluster. 9 tentative plans to finalized by mid-March 2018)2019)



		C4D 

		Renewal of PCAs and developing additional PCAs for high risk districts

		Developing contingency PCAs with existing and new partners

		Partnerships to cover all priority districts



		TPM

		

		

		



		Pre-positioning of supplies



		ORS sachets

		3,500,000

		3,500,000

		zero



		Acute Watery Diarrhoea (AWD) kits (for approx. 100 cases each)

		10,000

		9,000





		1,000



		Zinc tablets (pack of 100)

		5,000

		5000

		Zero



		IV fluids (pack of 100)

		5,000

		5,000

		Zero



		Consumable hygiene kits[footnoteRef:10] [10:  To cover 500,000 people over a month ] 


		500,000 kits 

		100,000 kits available 

		400,000 kits to be procured (pipeline)



		Chlorine tablets (33) mg - (10,000 tablets)[footnoteRef:11] [11:  To cover 500,000 people over a month] 


		10,000 cartons 

		10,000 cartons available 

		



		Child protection

		 

		  

		



		

		 

		  

		



		

		

		

		



		Availability of funds for immediate response



		For coordination and TPM

		

		

		



		For Health and Nutrition component

		US$ 12.6 million

		US$ 4 million

		US$ 8.6 million



		For WASH component

		US$ 10.1million

		US$ 5.5 million 

		US$ 4.6 million



		For C4D activities

		US$ 5 million

		US$ 0

		US$ 5 million
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